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INTRODUCTION

Most premature deaths in developed countries can be linked to action or the lack of action by

individuals and/or communities (1).  As a result, public health practitioners have developed interventions

to prom ote health ful attitudes  and ac tions an d to supp ress tho se wh ich plac e life and h ealth in jeo pardy. 

Health communication, which we define as the study and use of strategies to inform and influence

individual and community decisions that enhance health, plays an increasingly central role in these

interven tions. 

Communicat ion may be a dominant player or may have a support ing role in an intervention. Some

roles may include communication strategies such as public relations, where the objective is to get the

health issue on the public agenda; entertainment education, where desired behaviors are modeled in an

entertain ment p rogram ; and m edia ad vocac y whic h entails u sing the  media  as an ad vocac y tool to

achieve policy level change.  All of these strategies may include a range of communication activities that

can occur at the individual, small group or mass media level. This paper addresses only those

communication activities that use mass media outlets and, more specifically, the issues surrounding the

evaluation of the development, implementation, and effects of mass media health communication

campaigns.  These evaluation issues will be discussed under the commonly known headings of formative,

process and summative evaluation.

HEALTH COMMUNICATION CAMPAIGNS

Rogers and Storey (2) maintain that health communication campaigns have four defining

charac teristics. T hese c ampa igns striv e to (1) ge nerate s pecific o utcom es or effec ts (2) in a re latively

large number of individuals (3) usually within a specified period of time and (4) through an organized set

of com munic ation ac tivities.  He alth com munic ation ca mpaig ns that rely  on ma ss me dia outlets  frequen tly

consis t of a series  of televisio n and ra dio pub lic servic e anno uncem ents (P SAs ) or paid c omm ercials w ith

collateral print materials such as posters, booklets, and brochures.

Most h ealth co mmu nicators  would a gree tha t there are  a com mon s et of variab les con sidered  in

the development of a mass media health communication campaign and a common set of outcomes that

one can reasonably expect as a result of a communication experience.  Communication development or
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“independent variables” can be categorized into four broad areas:  1) psychosocial attributes of the

receive r, 2) the so urce or s pokes person , 3) settings , chann els, activitie s, and m aterials u sed to

dissem inate the m essag e, and 4)  the me ssage  itself, includ ing con tent, tone, typ e of appe al, audio

characteristics, and visual attributes .  Taken together, any combination of these four independent

variables constitutes what we refer to as the Communication Strategy (3, 4, 5, 6, 7, 8, 9, 10).  The

outcom es or “de pende nt variab les” of a m ass he alth com munic ation effort m ay be c ategoriz ed into six

broad areas which include: 1) exposure,  2) attention,  3) comprehension, 4) yielding, 5) attitude change,

and  6) behavior (4, 5, 11, 12).  We acknowledge at the outset that these outcomes are not exhaustive,

nor do we me an to imply that the progression of these outcom es are linear in nature.  We do, how ever,

believe that these terms will provide a common language pertinent to this discussion.

FORMATIVE RESEARCH AND EVALUATION ISSUES

The res earch c arried ou t prior to the im pleme ntation of a  mass  media -based  health

communication campaign is often referred to as formative research or formative evaluation. This “pre-

implementation research”  assists in understanding and developing effective communication strategies

and tactics aimed at mitigating or eliminating problems (6, 9, 13, 14, 15).  

Our purpose in this section is to discuss issues related to the formative research and formative

evaluations carried out during the developmental stages of mass communication strategies and tactics.

These issues pertain to 1) the data required to understand and profile the receiver characteristics of

audiences that are the target of mass health communication, and 2) the evaluation or “pre-testing” of

comm unicatio n strateg ies and  tactics pr ior to their im pleme ntation. 

Data Issues

 The strategic development of a mass-mediated health communication campaign requires

descriptive and analytic epidemiologic data to understand the nature and extent of the health problem as a

basis for determining 1) whether mass communication is an appropriate intervention, 2) which audience(s)

are the most appropriate targets of a mass communication intervention, and 3) what the overall goal of the

commu nication should be. In addition to relying on traditional epidemiologic data, health com municators

also need data required to segment and characterize potential audiences on independent variables that
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have the most bearing on how one communicates with them  (6, 9, 13, 14).  As stated above, this includes

data on th e 1) psy choso cial attribute s of the rec eiver, 2) s ource o r spoke sperso n, 3) setting s, chan nel-

specific communication activities, and materials that are used to support communication activities, and 4)

the message itself, including content, tone, type of appeal, audio characteristics, and visual attributes.

These  data allow  the com munic ator to disaggregate the population of interest into homogeneous

subgroups or audience segments.  Health-related audience segments are usually defined by being alike

in one of two ways;  a) regarding predictors of the behavior (similar levels of self-efficacy, social norms, or

knowledge) or  b) regarding communication strategy factors (e.g., they are motivated by a fear based

mess age, or the y prefer a  lay pers on to com munic ation the m essag e).  

Although there are numerous sources of health-related data as well as many sources of data on

consumers used for marketing purposes, to our knowledge the only national data generated in the U.S.

which combines health behavior predictor data with data on communication variables is called

Healthstyles© (14) and ha s been  collecte d since  1995 by  Porter N ovelli, a so cial ma rketing firm  located  in

Washington D.C.  The lack of data puts communication planners in a position of having to 1) collect

primar y data, 2) m erge or re trofit epidem iologic a nd ma rketing d ata, or 3) pla n interve ntions w ithout a

clear understanding of com munication-relevant differences that ma y exist in the populations they are

targeting. Obviously, if adequate time and reso urces are available, the first option is preferred. However,

when  workin g on a sh ort timelin e with a lim ited budg et it would  be helpfu l to have m ulti-variate  datase ts

(16, 17, 18, 19, 20, 21, 22, 23, 24) available that provide information on salient health-related and

communication variables.   In view of th is, we rec omm end that re search ers take  steps to s ystem atically

link or cre ate datab ases th at provid e the etiolo gic data  required to understand health behavior incidence

and prevalence [e.g., Behavioral Risk Factor Surveillance Study (25)], data that helps us understand what

is driving health problems that can be addressed by mass communication interventions, and the

communication data that can help planners understand how to effectively tailor mass communication

strategies to the receiver characteristics of homogenous segments of the population.

Pretesting Communication Strategies and Tactics

Once an audience is segmented into groups who share similar characteristics that are important

to the communication process, specific communication strategies and tactics can be crafted for each



4

segm ent of the p opulatio n. The c rafting of a c omm unicatio n strateg y that is tailo red to the h ealth

information and communication needs of a particular audience segment is facilitated by providing those

responsible for developing the strategy with a creative brief which consists of a profile of the health-

relevan t knowle dge, attitud es, action s and c omm unicatio n-related  charac teristics o f each targ et audien ce. 

Although, at this point in the communication planning process, existing research may provide much

guidance on each variable in the communication strategy, research on how to put those variables together

most effectively for a particular audience segment is rare.  Hence, health communication planners rely on

a type of fo rmative  evalua tion referre d to as pre -testing. 

In short, pre-testing is a process for systematically determining which combination of options 

represented by each communication variable (i.e., the communication strategy) tend to be most effective

in achie ving the  comm unicatio n objec tives. Th is type of fo rmative  researc h share s chara cteristics  of both

process and summative research in that it can be designed to examine both the simulated delivery and

the effects of a communication strategy and its tactics.  At the same time, pre-testing is different from

process or summative evaluation research in that it is carried out before final production and execution of

a communication strategy to determine whether each element in the mix helps achieve the

communication objectives of the project and meets the information needs of the intended audience (27,

28).  A point which will be made under the summative evaluation section of this paper is relevant here.

That is, because it is so difficult to directly attribute changes in individuals to a mass communication

intervention, a high priority should be placed on pre-testing a strategy before it is executed to ensure that

it is feasible, it produces intended cognitive effects in a sample of individuals who are representative of

each target audience, and i t does no harm.

While it is consider an indispensable formative evaluation method, there are some issues

surrounding how pre-testing is carried out. Namely, rigor of the research methods employed and

comparison data for decision-making. This is particularly true with focus group interviews which have

steadily increased in the non-profit and health community (29).  A simp le searc h of Medline® indicated a

266 percent growth over eight years in reported focus group studies from 45 (1988-1991) to 165 (1992-

1995).  Although all research methods have inherent advantages and disadvantages, the problems posed

by the po tentially ina ppropria te use of fo cus gro ups are  worthy  of a brief dis cussio n.  

Focus groups are based on conducting a series of small group discussions with members of
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intended audience segment.  A series of groups is recommended because the unit of analysis is the

group itself, not each member of the group.  Because of various constraints, program planners often

conduct too few groups for each segment of interest.  This tendency can result in conducting one focus

group session for each segment type (e.g., one group each of black females, white females, and Asian

females), which is not adequate for drawing research conclusions and is far too few to find any between-

group differences (29).  Anothe r problem  in using fo cus gro up rese arch is th e temp tation to qu antify

participants’ answers (e.g., by asking for a hand count on agreement) which leads others to believe that

the data may adhere to the rules for quantitative data integrity, such as independent observations or

central limit theorem.   Focus group authors have long cautioned practitioners not to quantify results (29,

30, 31) because it misleads readers and destroys the true value of qualitative research, which is to gain a

richer an d deep er unde rstandin g of a topic , not a mo re precis e or acc urate m easure ment.  H ealth

comm unicatio n plann ers nee d to be ab le to judicio usly us e focus  groups  to their bes t advan tage wh ile

maintaining a high level of confidence in the findings.  Focus groups, not to be confused with group

interviewing,  should be not be used for message pretesting, except to explore answers to quantitative

measures.

There are several other qualitative research methods that can be used along with quantitative

methods to gather information in connection with pre-testing messages. These include methods such as

case studies, one-on-one interviews, and record abstraction (32, 33, 34). In most instances, we prefer

one-on-one interviews or central intercept interviews, as they are often called in communication research,

to test me ssage s. We  prefer this  metho d of me ssage  testing be cause : 1) it’s easie r to conn ect with

harder-to-reach respondents in locations convenient and comfortable for them; 2) we can access an

increased number of respondents within the intended population if an appropriate location is selected; 3)

it’s a cost-effective means of gathering data in a relatively short time; 4) we can get a larger sample size

than focu s group s, and 4)  these on e-on-on e intervie ws tend  to elimina te group  bias that is  possib le in

focus groups.

Lastly, once formative research ers have som e pretest data in hand, little comparison data are

available to help decide if the pretested materials performed “well enough” to create change in a real

world setting.   Aside from the Health Message Testing Service (35), few health communication programs

have c onduc ted quan titative me ssage  pretestin g, publish ed their find ings, or re lated pre testing da ta to
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outcome evaluation data.  Without knowledge of pretesting data and actual communication outcomes,

health communication planners cannot forecast how well a communication strategy will help reach

communication objectives.  The advertising world, which refers to message pretesting as copytesting,

may have some useful models that can be adopted to help overcome this lack of data.

Most advertising agencies employ some method of copytesting (36) and have established

marketing surveillance systems for the purpose of consistently collecting, analyzing, and cataloging the

data gen erated b y the co pytestin g proce ss.  The  rigor and  system atic collec tion of thes e data is

demo nstrated  by the 19 82 Po sitioning  Adve rtising C opytes ting (PA CT) ag reeme nt (37). The document

outlining the PACT agreement, prepared by 21 of the leading advertising agencies in 1982 (37), 

articulates nine principles of copytesting which target multiple measures, representative samples,

reliability, and validity.  Since the PACT agreement was published in 1982 (37), a plethora of research

firms ha ve bee n estab lished to h elp deliv er on the se nine  principle s (Beh aviorS can, the S tarch R eport,

AHF Marketing Research, ASI Marketing Research, Gallup and Robinson, McCollum/Spielman, and

Mapes and Ross (38).  These firms research, track, and collect copytesting data for primary purchasing

and reselling to retail organizations.  These data help identify the most effective and efficient

comm unicatio n strateg y for the m arketing  comm unicatio n dollar.   

While it is true that outcomes like consumer recall and purchase data are easily assessed and

collected in the retail marketing world,  cognitive and behavioral outcomes of health communication

activities are not as easily assessed or collected.  Thus, health communication campaigns that rely on

mass  media  outlets are  usually  challen ged w ith mak ing form ative de cisions  based  on relativ ely little data

and, ev en in the b est situatio ns, ma king de cisions  without u p-to-date  informa tion or co mparis on data. 

However, as was noted above, for health communication planners to bring the best messages to the

preven tion ma rketplac e to attack  the root ca uses o f the health  problem s of our tim es, they  will need  timely

comparison data systems, not unlike those established by the private sector,  to identify and improve

weak and inadequate programs before implementation.

PROCESS EVALUATION ISSUES

Gene rally spe aking, process evaluation is used  to answ er ques tions ab out whe ther a pro gram is

delivered as planned (28). In the present context, process evaluation addresses questions concerning
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how well and under what conditions a mass media health communication campaign was implemented,

and the size of the audience that is exposed to the message. A number of issues should be understood

and addressed when planning and conducting a process evaluation of mass media campaigns. These

include: 1) the utility of process evaluation,  2) theoretical considerations and cause/effect attributions,

and 3) changing an intervention during the course of an evaluation.

The Utility of Process Evaluation

The clamor for data on the intended effects of campaigns by stakeholders has led many

evaluators to become preoccupied with program impacts and outcomes (26, 39, 40). This focus on the

effects of interventions has led many evaluators to rely heavily on controlled experimental methods.  An

enticing  feature of th ese m ethods  is that an u ndersta nding o f how a c ampa ign wor ks is no t neces sary to

estimate its net effects through random experimental methods (41). Hence, evaluators can satisfy the

demand for effects without carefully considering, through the auspices of process evaluation, the program

mech anism s that prod uce the se effec ts. 

The negative result of evaluating outcomes without knowledge of implementation is that

stakeh olders re ceive v ery little inform ation upo n whic h to act (26).  That is, ev en thoug h an ex perime ntally

based evaluation may demonstrate that an intervention produces intended effects, if the implementation

proces ses of a  camp aign are  not acc ounted  for throug h a form al proce ss eva luation, the re is very  little

basis for taking action to improve a program because stakeholders lack information about what produced

the observed outcomes (26).  For exa mple, if an  evalua tion of a P SA c ampa ign to incr ease m oderate

physical activity among adults in a particular community does not include surveillance to determine what

proportio n of the targ et audien ce is ex posed  to the PS A, it is imp ossible  to attribute o bserve d effects to

the intervention.  Weiss (42) make s this poin t where in she s ays: “Does it make any difference...whether

the program is using rote drill, psychoana lysis, or black magic?  The re are evaluators who are

sympathetic to such an approach. They see the program as a ‘black box,’ the contents of which do not

concern them; they are charged with discovering effects.  But, if the evaluator has no idea of what the

program really is, s/he may fail to ask the right questions”  (in 26). The point is, without process

evalua tion, one c annot diffe rentiate be tween  a bad ca mpaig n and on e that is po orly imp lemen ted.  This  is



8

particula rly true if one  is trying to im prove c ampa ign effects  through  modify ing, enha ncing a nd, if

necessary, eliminating campaign processes.  In sum, the best evaluation considers both processes and

effects.

Theoretical Considerations and Cause/Effect Attributions

Although many recognize the importance of both process and summative evaluation, these

asses smen ts are so metim es con ducted  indepe ndently  as if there is  no con nection  betwee n the two . This

results in a post hoc “cut-and-paste” job where, after the data are collected on both process and outcome

markers, the evaluators attempt to link effects with specific processes.  To prevent this, we advocate that

health communication evaluators clearly delineate, a priori, linkages between program processes and

intended outcomes.  The importance of this is explained by Patton (26), Weiss (40), and Chen (41) who

all state that evaluators should define a campaign’s “theory of action” before initiating evaluation.  That is,

before beginning the evaluation, each important intervention process (independent variable) should be

explicitly linked with each desired outcome (dependent variable). This approach is often referred to as

theory-based evaluation (41). 

In theory-based evaluation, the standard for comparison is the program’s theory, or sub-theories,

if the evalu ation is aim ed at exa mining  sub-co mpon ents of the  program . Therefo re, the first ph ase in

theory-based evaluation is theory construction. This requires an understanding of what program theories

are and how best to develop them.

If the progra m theo ry is exa mined  as a wh ole, only o ne prog ram the ory is ne cessa ry. How ever, if

one wants to know about different sub-components -- domains of the program theory, as Chen (41) refers

to them -- such as its development, delivery, cost, or effects domain, a separate sub-theory must be

constructed for each  program domain to be evaluated. Chen (41) notes that program theory domains can

be considered independently (basic types) or in some combination (composite types). In short, the

evaluator must construct a separate theory for each basic and/or composite domain selected for a theory-

based evaluation, with each theory serving as a standard of comparison.

The idea of comparing what theoretically should happen to what actually happens, in terms of the

performance of the program, and/or comparing a problem theory against the reality of the problem as

discovered by a theory-based evaluation is a rather simple notion. What is not so straightforward is how to
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construct a problem theory or an expected program theory of action (i.e., the standard of comparison) that

accurately reflects how a program is supposed to perform and the nature of the problem(s) it is designed

to overcome. Fortunately, a number of different strategies have been developed to assist with this process

(40, 43, 44). These strategies help users systematically construct program development, implementation,

and cause/effect theories and sub-theories that serve as standards of comparison against which

evaluation data can be compared to identify the extent of discrepancy or congruence that exists between

how the campaign activities are supposed to bring about intended effects and what actually happens (44).

Changing an Intervention During the Evaluation

Evalu ation is an  iterative pr ocess  design ed to pro vide rele vant an d timely  feedbac k to

stakeh olders to  make  decisio ns aim ed at imp roving th e progra m. The  implicit as sump tion is that if this

feedback dictates the need to change the program to improve it, the program should be changed,

particularly with social marketing program s where the aim is to respon d rapidly to feedback. Howe ver,

chang ing a pro gram is  at odds w ith the scie ntific dictum  to standa rdize or “k eep the in terventio n cons tant”

through out the co urse of a n evalu ation. 

To overcom e these conflicting purposes w e suggest that evaluators and pro gram implem enters

agree, fro m the o utset, to an  approp riate sch edule s pecifyin g whe n feedba ck will be  reported  and, if

appropriate, changes in the program will be made. Threats to the validity of the findings can be minimized

by ensuring that: 1) changes in the campaign processes are documented, 2) process evaluation tracking

protocols are modif ied to account for these changes; and 3) measurements are taken on key outcome

variable s both be fore and  after imp ortant ch anges  are ma de in the im pleme ntation pro cess. T his will

ensure the constancy needed to pick up effects that may result from changes in the campaign processes

while allowing planners to respond to timely and relevant feedback that can be used to improve the

program.

SUMMATIVE EVALUATION ISSUES

Summative evaluation of a mass-mediated health communication program assesses whether the



10

intende d audie nce w as reac hed an d the imp act and  outcom e objec tives of the  program  were a chieve d to

the satisfaction of the stakeholders. In this section we will discuss issues around both of these types of

summ ative as sessm ent. 

Issues Pertaining to the Summative Assessment of Reach

In order fo r a mes sage to  have a  desired  influence , receive rs mus t first attend to it (5).  Hence, an

early effect of communication that must be observed in a summative evaluation is whether the intended

audience paid attention to the desired message.  As stated previously, even if a program is implemented

as planned, and desired e ffects result, these effects can not be attributed to the intervention unless there

is evide nce tha t the cam paign a ctually re ached  the intend ed aud ience.  

A necessary first step in determining whether the intended audience was reached by mass

communication messages is to determine whether a message airs and the number of times it airs. If one

can afford paid advertising, this process is greatly simplified because the time, place, and frequency of

airing ca n be co ntrolled.  H owev er, for a num ber of rea sons-- with cos t being a le ading fac tor--paid

advertis ing is se ldom u sed by  public s ector he alth com munic ators in the  United S tates. 

When paid advertising is not an option in a mass media campaign, health communicators often

rely on PSAs which are aired at no cost to the producer.  Unfortunately, airing of PSAs in the U.S. is at the

discretion of Public Service Directors at the various television and radio stations, making the tracking of

airings difficult.  Attempts to overcome these difficulties have included relying on services that monitor

comm ercials a nd PS As.  Fo r exam ple, Niels on Me dia Sigm a Serv ice (NM SS) o perates  an elec tronic

tracking service that detects the airing of PSAs in over 1,100 broadcast stations (including 40 Spanish

language stations) in all 211 designated market areas plus 28 national cable networks.  This service

ascerta ins the nu mber o f times a P SA p lays, the m arket(s)  where  it played, th e station c all letters, air

date, and air time. This monitoring goes on 24 hours a day, seven days a week.

To get some idea concerning the extended reach of broadcast and print media that may have

been triggered by our mass media campaigns, we consistently track both broadcast and print media. The

services used to track broadcast media is called Video Monitoring Services, Inc. (VMS). The print news

tracking service we use is Lexis-N exis . 

VMS monitors news and public affairs programming in 46 of the top media markets. This includes
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300 local television stat ions and 50 network and cable channels such as CNN, CNBC and MS-NBC. VMS

also m onitors s elected  news  radio pro gramm ing gen erated b y 60 rad io stations  in 15 of the  top me dia

markets.

Lexis-N exis co ntinually  updates  and m aintains  a Regio nal New s library w hich co nsists o f a

combination of news sources grouped together by geographical area. It contains more than 125 full- text

U.S. regional news sources together with selected documents from Business Dateline, ABI/INFORM, and

abstracts from Miami Herald and Philadelphia Inquirer. The UPI State & Regional wire service is also

included.

Togeth er, NM SS, V MS a nd Lex is-Nex is servic es allow  us to estim ate the ov erall reac h of both

broadcast and print media. Although these data satisfy the need to determine whether, when, and where a

PSA  is aired, alo ng with th e exten ded rea ch of co llateral m edia that m ay hav e been  triggered  by th

campaign, these services and the data they generate do not account for who attended to, comprehended,

and yielded to the key messages of a campaign. Further audience research must be carried out to make

this deter minatio n. 

In the U.S., to determine who was watching or whether those who were watching were attending

to the central messages broadcast on television as a part of a national health communication campaign

one can rely on services like the Nielson Station Index (NSI) which generates information regarding the

TV viewing behavior of individuals (>100,000) l iving in randomly selected households in each of the U.S.

TV markets.  NSI characterizes viewers demographically by their age and gender.  Data are collected

using diaries for each TV in a participating home.  Participants record the programs they watch and for

how lon g, the statio n the pro gram w as aired  on, and th e date an d time the  program  was air ed.  Data

collected with diaries are further verified and adjusted based o n TV “set meters” that electronically capture

household viewing events in a sample of TV markets.

To further characterize the audiences who “may have” viewed a particular message, NSI data can

be merged with geo-psychographic data aggregated into neighborhood clusters that represent

demographic and/or psychographic profiles of individuals living in different neighborhoods in various

locations across the U.S.  Merging these data with NSI data allows for the indirect approximation of the

psych ograph ic chara cteristics  of those w ho view  a mes sage in  questio n.  For ex ample , through  their

PRIZM cluster analysis system the Claritas Corporation--perhaps the most prominent vendor of geo-
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psychographic data clusters--provides information on households categorized to one of 62 neighborhood

audience segments based on six criterion factors: social rank, household composition, residential mobility,

ethnicity , urbaniz ation, and  types o f housin g.  Also a vailable  in the data base is  informa tion on m edia

habits, small and large purchase patterns, political beliefs, geographic location, and demographics. The

point here is that the process of merging a variety of data sets allows for an indirect approximation of who

is watch ing wha t and wh en they  are wa tching. 

What is st il l missing, however, is whether these audiences attended to the messages.  Some

approaches to determ ining whether a particular audience attende d to and compreh ended mes sages are

to: 1) conduct a general population survey to determine audience awareness of a campaign; 2) add

specific  relevan t question s to an O mnibu s surve y; 3) rely o n data co llected in n ational pr obability  samp le

survey s; and/or  4) add tag s to a telev ised m essag e whic h are de signed  to motiva te viewe rs to call a

particular number for more information with the assumption that a burst of calls just after the airing of a the

message with such a tag almost certainly indicates the audience attended to the messages.  Questions

directed at those who call in can help further determine whether those who attended to the message

actually  unders tood it.  All of th ese su mma tive eva luation ap proach es hav e been  used a t the CD C in

attempts to monitor the reach of our HIV/AIDS health communication efforts carried out by what was the

National AIDS Information and Education Program (45). 

As w ith trackin g electro nic me dia, one m ust be hig hly crea tive in dete rmining  who is e xpose d to

messages in newspapers or magazines and even more so with collateral materials such as brochures,

flyers, posters, and billboards. This often becomes labor intensive and expensive.

Issues Around Assessing Intended Effects 

Flay and Cook (46) have identified three models which have been used to conduct summative

evalua tions of he alth com munic ation pro gram e ffects.  The se are th e adve rtising m odel, the im pact-

monitoring model, and the experimental model.  The advertising model is used most frequently and

consists of a baseline survey before the program is implemented followed by another survey at the end of

the program.  The evaluation of the Cancer Prevention Awareness Campaign (47) is a representative

example of this approach.  A national probability survey was conducted before the launch of the campaign

and ag ain a ye ar later, after a  multi-ch annel c ancer p reventio n cam paign w as imp lemen ted.  Mate rials



13

included booklets, radio and TV PSAs, and special events.  The evaluation compared knowledge of risk

factors and concern about cancer before and after the campaign.  This evaluation model is simple and

often criticized because the lack of a control group prohibits establishing a direct cause and effect

relationship between the campaign and its outcomes.

 The impact-monitoring model uses routinely collected data from a management information

system to monitor outcomes and impacts of a health communication campaign.  For example, as part of

their evaluation of the national AIDS campaign, CDC examined knowledge, attitude, and behavior

measures from its annual National Health Interview Surveys.  This method is easy and cost-effective, but

it usually m easure s only b ehavio ral outco mes a nd often fa ils to prov ide inform ation wh ich can  explain

succe sses a nd failure s.    

The experimental model contrasts two or more equivalent groups, one of which is a no-treatment

control group.  An anti-smoking campaign, designed to recruit women cigarette smokers with young

children  to call for info rmation  on quitting , used this  evalua tion mo del (48).  The ca mpaig n includ ed a m ix

of profes sionally  produc ed broa dcast a nd print m edia wh ich enc ourage d moth ers wh o were  smok ers to

call the National Cancer Institute’s Cancer Information Service (CIS) for information on quitting.  Careful

placem ent of me dia me ssage s was  possib le beca use pa id adve rtising w as use d.  Fourte en me dia

markets in New York, Pennsylvania, and Delaware were size-matched and one of each pair was

randomly assigned to the experimental group who received the campaign and the other to the control

group.  Response  to the campaign was  gauged by m onitoring calls to the area CIS offices from sm okers

residing in these experimental and control media markets.  This model is usually considered the most

rigorous, but has been challenged as inappropriate for evaluating what is essentially a messy social

process (49).

The ch oice of an  approp riate mo del of eva luation de pends  on an un derstan ding of the  way he alth

communication campaigns work.  Hornick (49) presented a compelling argument against the controlled

randomized experimental design.  He contrasted the l imited effects attributed to such well-known

community-based health promotion efforts as Stanford’s Three and Five City Studies, the Minnesota and

Pawtucket Heart Health Programs, and the Community Intervention Trial for Smoking Cessation

(COMM IT) with the impressive evidenc e of behavioral change from  the National High Blood P ressure

Education and Control Program (NHBPEP), the original televised smoking counter-advertising campaign
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between 1967 and 1970, the public communication around the AIDS epidemic in the U.S., and the current

Californ ia anti-sm oking c ampa ign.  He a ttributed this  surprisin g contra st in effectiv eness  to the con straints

imposed by the research design itself.  It is quite misleading to think that no background communication

on a health issue is occurring in control com munities; treatment comm unities may only have  slightly more

exposure to messages about these issues.  Stanford, for example, claimed that it provided 25 hours of

expos ure on a verage  to heart dis ease m essag es ove r five yea rs in its trea tment c omm unities.  T his

estimate suggests that most people only received one hour of messages per year on each of the five

behaviors promoted.  Hornick (49) contrasted this limited exposure to the more intense scale of the

NHBPEP  which represents the complex social diffusion process--deliberate communication messages,

the conversations that ensue, the coverage by other media sources, the demands put on institutions

which then respond, health institutions which offer different advice and treatments, the commercial

institutions which make new products and advertise different benefits, and on the political institutions

which change public policy to be supportive of the health behaviors.  He argued that communication is a

social process, not a pill, and should be evaluated as such.

Hornick’s reasoning also reinforces the difficulty in disentangling communication effects from

those o f other interv ention c ompo nents o r disenta ngling the  effects of s everal c omm unicatio n activities .  If

we assum e that a complex social cha nge process has  occurred, we have  to either develop more

sophisticated tools for measuring this diffusion process and disentangling its separate components or be

conten t with ass essing  overall e ffects with out attributio n to individ ual com ponen ts of the inte rvention . It

may b e reaso nable to e xpect p ractitione rs to do on ly the latter in  routine ev aluation s of cam paigns  but to

ask health communication researchers to design studies to capture this complex social diffusion process

and dis cover h ow indiv idual co mmu nication  comp onents  contribu te to it.

Above all, we must resist the effort to design rigorous, controlled experimental studies that strive

to com pare the  effects of in dividua l comm unicatio n produ cts suc h as pa mphle ts, PSA s, and po sters w ith

the goal of answering which product is the most effective to use across all situations. That kind of

evaluation is inconsistent with the research and practice literature that recommends multiple messages

and channels and cautions that finding the right channels to reach the right audiences with the right

messages delivered by the right sources at the right times is best answered with formative research

condu cted ea rly in the ca mpaig n deve lopme nt.
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Even  after an ap propriate  evalua tion des ign is se lected, su mma tive eva luations  of health

commu nication campaigns face  some serious m ethodological issues.  The m ost commo n problems are

described in the following sections.

Measurement Problems

Frequently, health communication components of interventions have several objectives.  One of

the most crit ical measurement problems involves determining which effects to measure.  Earlier we

describ ed thes e potentia l effects, i.e., the  individu al has to a ttend to the  mess age, co mpreh end it, relate  it

to other information he has, yield to it, and translate his new beliefs into behaviors that are then tested

repeatedly.  Does the evaluator measure comprehension, attitude change, or behavior change?  One

might argue that the further along this chain you measure, the more important the effects.  On the other

hand, the potential effects of the messages decrease as one measures further along this chain, as does

ability to co ntrol extra neous  variable s.  For ex ample , is it realistic to  assum e that the d irect cau se of a

smok er quitting is  an anti-s mokin g PS A?  Un doubte dly, the ca usal ch ain is m ore com plicated  than that.  In

addition, many behavioral changes advocated in health messages are impossible to observe directly.  For

example, how can hypertensives’ use of medication or a woman’s breast self-examination be observed? 

In such cases, self-reported behavior is measured.  Such measurement is subject to error because of the

tendency to over-report socially desirable be havior. Some ev aluations are able to validate self-report

measures with behavioral or physiological data. For example, smoking cessation studies often validate a

percentage of their self-report measures w ith saliva continine testing and proxy data from peo ple who are

will ing to observe the smoking behavior of an individual who partic ipates in the cessation program.

Most s umm ative ev aluation s of health  comm unicatio n progra ms atte mpt to m easure  expos ure to

the me ssage s by qu estionin g respo ndents  about the ir recall of the  mess ages.  U naided  recall ge nerally

produces an artificially low estimate of audience exposure.  Most evaluators use some form of aided

recall; that is, they provide the respondent with some information about the message and then ask if the

respondent remembers hearing or seeing i t.   With the use of aided recall , however, there wil l be some

over reporting of exposure.  Over-reporting occurs when respondents acquiesce or try to be helpful by

giving what they think is the desired answer.  In an attempt to avoid over-reporting, verbatim descriptions

of the messages often are requested.  Only respondents whose descriptions can be clearly tied to the
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message in question are identified as having been exposed.  This approach requires rigorous coding

procedures to classify the respondents.

A measurement compromise we suggest is the use of unaided questions followed by a series of

aided questions, such as , “Recently, ads showing fatal car acc idents in which seat belts were no t worn

have b een bro adcas t.  Have y ou see n any o f these ad s?”  Es timates  of the ma gnitude  of error du e to

over-re porting c an be c alculate d base d on m easure  of (spurio us) repo rted aw arenes s amo ng resp onden ts

not exposed to the ads (i.e., in a control condition) or on reported awareness to bogus messages.

Sampling Problems

As we described in an earlier section of the paper, most mass media health communication

campaigns are targeted to a specific segment of the audience but the evaluation frequently is not limited

to that segment.  When sampling for a post campaign evaluation, how does one find women who have not

had a m amm ogram , individua ls who  build cam pfires in the  forest, hyp ertensiv es wh o do not ta ke their

medic ation reg ularly, or d rivers w ho do no t wear s eat belts?   At best, the re are so me de mogra phic da ta

available, but these are far from perfectly descriptive of the target group.  This difficulty in identifying the

target group is compounded by the frequently low exposure to many of these messages.  It is not

uncommon for recall of a health message to be as low as 10 percent.  Consequently, every random

sample of 1,000 may only yield 100 persons who remember seeing the message.  Imagine how these

numbers decrease if we are looking for women who have not had a mammogram who recall seeing

mess ages re comm ending  mam mogra ms.  M ost surv eys us ed to m easure  the effectiv eness  of health

mess ages n eed to sc reen res ponde nts care fully, a time -consu ming a nd cos tly proce ss. 

SUMMARY AND DISCUSSION

Because of communication’s varied roles in public health interventions, there are a number of

issues involved in evaluating health communication campaigns.  This paper has highlighted these issues

and provided a number of ways to resolve them within the context of formative, process, and summative

evaluation.

Formative evaluation of health communication campaigns involves conducting research to assist

in developing the most effective communication strategy and then testing that mix to forecast how
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effective it will be in reaching communication objectives.  This entails breaking the audience into smaller

homo geneo us seg ments  and then  charac terizing, o r profiling, tho se seg ments  in order to  more c losely

tailor campaign messages and implementation.  Profiling audience segments can best be accomplished

with the b enefit of da tasets tha t include b oth etiolog ic data on  the distribu tion and d etermin ants of he alth

problems that may  be mitigated by mass  commun ication, and information on variables that allow planners

to understand how to best communicate with each audience targeted by the communication strategy (50). 

Form ative ev aluation  carried o ut prior to the  implem entation o f a com munic ation stra tegy is k ey to

ensuring that the strategy is feasible, produces intended effects in each target audience, and does no

harm. While it is consider an indispensable formative evaluation method, there are some issues

surrounding how pre-testing is carried out. Namely, which research methods should be employed and

how they are used  in the pre-testing process. In this vein, we recomm end that formative evaluators

judiciously select quantitative and qualitative methods that are best suited to pre-testing and that these

methods are em ployed in a technically acceptable m anner.

Once  a mas s med ia health c omm unicatio n cam paign is  underw ay, proc ess ev aluation  begins  to

assess how the program is roll ing out and working.  Without knowing how the campaign worked, we

cannot determine whether the program brought about desired effects or if other factors influenced those

effects.  This knowledge is also critical in determining what aspects of a mass media campaign should be

changed or eliminated, if any, to improve the campaign.  We recommend applying the principals of

theory-based evaluation to construct models that explicitly state how the program will bring about intended

effects in order to have a basis for comparing how the program actually worked. Furthermore, we

recommend that health communication researchers design studies to capture the complex social diffusion

process that occurs in and around a mass media campaign in an effort to systematically discover how

individual communication components contribute to the campaign process as a basis for explaining and

replicating them when they work.

Proce ss eva luation ca n be us ed to dete rmine a  program ’s effective ness w hile it is ong oing.  Th is

allows for changes to be made to a program midstream in order to increase the likelihood of desired

outcomes.  Implementers and evaluators of the program should agree from the outset on a schedule for

reporting feedback and making informed changes in the campaign to assure its maximum relevance,

efficiency and effectiveness.
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Summative evaluation of a mass media health communication campaign aims to determine

whether the intended audience was reached and the objectives of the program were achieved. This type

of evalu ation, how ever, is c omplic ated by  severa l factors.  

First, while we can monitor whether messages were disseminated, it is more difficult to assess

whether the intended audience was exposed to the messages and attended to them.  In the case of PSAs

in a nation al med ia cam paign, for e xamp le, a broad cast pla y verifica tion com pany c an help  determ ine if

the intended audience was exposed to the campaign’s messages.  But to find out if the audience attended

to those m essag es, it is often  neces sary to c onduc t survey s, rely on  data colle cted in na tional pro bability

sample surveys, or use tags on PSAs that are designed to motivate viewers to call a particular number for

more information.  The latter method assumes that a burst of calls just after a PSA’s airing will indicate the

audien ce saw  and paid  attention to  the PS A.  

To determine whether the campaign messages had the intended effect(s), we can employ one of

three m odels— advertiz ing, imp act-mo deling, an d expe rimenta l. The ad vertizing  mode l, consis ting of a

baselin e surve y before  the cam paign’s  implem entation a nd ano ther after its c onclus ion, is mo st freque ntly

used, but it is also draws criticism because it lacks a control group. The impact-monitoring model uses

routinely collected data from a management information system to monitor behavioral outcomes and

impacts of the campaign.  This method, while easy and cost-effective, fails to provide information that

explains success or failure.  The experimental model contrasts two or more equivalent groups, one of

which is a no-treatment control group.  We argue that this method is imperfect because it assumes that no

background communication is going on in control communities, a belief that is unrealistic.

Even after a summative evaluation design is selected, a number of concerns arise.  When using

surveys, over-reporting can result, especially when dealing with socially desirable behaviors.  For

exam ple, will driv ers wh o say th ey saw  PSA s on sa fety belts a dmit that th ey do n ot use the m?  Th ere is

also difficu lty in identify ing the targ et audien ce after the  camp aign.  Ex posure  may b e low, m any pe ople

may have forgotten seeing a message, and people may not admit to seeing a message if they have not

adopte d the beh avior en courag ed in the m essag e.  

We have identified and discussed issues that are important to consider in the conduct of

formative, process, and summative evaluations of mass media health communication campaigns. These

issues and our recommendations pertaining how they might be resolved should provide a basis for further
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improvements in conceptualizing, planning, implementing, and reporting feedback on evaluations aimed

at impro ving m ass m edia he alth com munic ation ca mpaig ns to pro mote h ealth-en hancin g beha viors.  
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