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Introduction
In Ontario, the development of health promotion activities is influenced by the World Health Organization, which views the goal of health promotion as "enabling people to increase control over, and to improve, their health" (Ottawa Charter for Health Promotion, 1986, p. i). To achieve this goal, the use of multiple approaches, such as programs, services, policies, mass media campaigns and community action initiatives, are required. Health communication and community mobilization are two strategies for planning and carrying out comprehensive health promotion programs in accordance with the dimensions of the health promotion matrix adopted by the Ontario Ministry of Health (1991).

Health communication is the process of communicating health-related messages. Such messages may relate to the range of health promotion approaches, sites and interventions. The most common forms of health communication are education or persuasion campaigns aimed at changing the beliefs, attitudes and behaviours of individuals and communities. There is growing interest, however, in health communication strategies addressing the social, political and environmental barriers to good health.

Community mobilization is the process of working with communities to plan and carry out strategies addressing health-related issues. Community mobilization is a means of generating interest in, and commitment to, health-related matters in a community, and encouraging involvement in developing and implementing health promotion activities to address local health concerns. The methods used to mobilize communities vary according to the degree of control exercised by community members in the identification of priority issues and the development of appropriate responses.

Through an analysis of the relevant literature, the present paper attempts to clarify issues surrounding the combined use of communication and community mobilization strategies in health promoting initiatives. The paper is intended to serve as a conceptual resource for community health workers at public health units, community health centres, non-governmental organizations (e.g., Canadian Cancer Society) and community-based demonstration projects supported by the Ontario Ministry of Health.

The paper is comprised of five main sections. The initial section reviews primary health communication and community mobilization methods, discussing their main theoretical underpinnings and noting their respective strengths and limitations. The second section reviews the benefits of combining health communication and community mobilization strategies in health promoting interventions. Examples of community-based health promotion programs combining health communication and community mobilization strategies are provided in the third section of the paper. The fourth section reviews some key guidelines, based on the experience of community health initiatives to date, for enhancing the impact of communication campaigns at the community level. The fifth section of the paper compares the main approaches to community involvement in health communication campaigns and discusses the key assumptions underlying the application of each approach to health issues. Lastly, the sixth and final section of the paper summarizes the key points raised in the previous sections and reviews some key priorities for the combined use of health communication and community mobilization.

1:  An Overview of Health Communication and Community Mobilization Strategies

1.1
Health Communication Strategies

Definition and Rationale

Health Communication is the process of promoting health by communicating health-related messages. The two most common forms of health communication are education and persuasion campaigns aimed at increasing knowledge or changing health-related attitudes or behaviours. There is growing interest, however, in health communication methods such as media advocacy, which aims to alter the social, political and environmental determinants of health.

Health communication incorporates a number of diverse activities, including interactions between service providers and clients, classes and self-help groups, worksite and school programming, mass mailings, distribution of pamphlets and booklets, telephone hotlines, mass communication campaigns (e.g., television, radio and newspapers) and community events such as contests, races and fairs.

Health communication strategies can be directed towards individuals, networks or small groups such as families, organizations such as worksites and schools, and societal units ranging in size from communities to entire nations.

Key Health Communication Concepts

Channel refers to the way a health communication message is sent, in other words, the communication medium or path. There are direct channels which are interpersonal such as doctor to client, friend to friend, parent to child, and teacher to student. There are also indirect channels, which are mediated. These vary in terms of the size and diversity of the audience they reach from broadcast, such as television, radio and print (newspapers, magazines, mass mail) to narrowcast, such as grocery shelf labels, menu labels and no-smoking signs.

Vehicles are the specific formats used to deliver messages within channels. For example, on television there are various vehicles: movies, news shows, special events or programs such as sports or awards ceremonies, advertisements, public service announcements and infomercials. These vehicles vary according to the size and nature of the audience, the amount of sender control (i.e., one can buy advertising time but can only try to persuade a TV station to air a PSA), and the nature of the audience's beliefs regarding objectivity and credibility (i.e., people know advertisements seek to influence but consider the news to be truthful).

Communication refers to the exchange and sharing of information, attitudes, ideas or emotions. While early definitions of communication stressed a linear movement from a source to a receiver, current thinking stresses mutuality and shared perceptions; instead of "sending" or "receiving," people participate in the communication process.

Communication planning is a systematic and creative activity in which information, attitudes, emotion and ideas are managed to be exchanged and transmitted via specific messages through specific channels. Objectives and goals are established for communication efforts. Efforts to shape and disseminate messages in order to accomplish those goals and objectives are the elements of communication planning.

Medium is an intermediate agency, such as a billboard, that enables communication to take place. While it is often used synonymously with "mass media," an individual may also assume the role of a medium.

Message is that which is transmitted through the communication process. A message exists at three levels: a set of words or images expressed somewhere, somehow; the meaning of communication content as perceived or intended by the individual expressing it; and the meaning attributed to it by those receiving it.

Key Steps in Developing a Health Communication Campaign

Step 1: Getting Started 

This initial step consists of three activities: defining the health issue(s) to be addressed by the campaign (e.g., AIDS); assessing the resources (financial, human, time, etc.) available to carry out the campaign; and discovering key details about the priority health issue(s).

Step 2: Developing a Health Promotion Strategy 

This phase involves the following steps: setting goals and objectives, identifying the audience for the campaign, identifying interventions (i.e., communication campaign activities, such as PSAs), and planning the evaluation for the communication campaign.

Step 3: Analyze and Segment Audience

Audience Analysis is the process of identifying the needs of audience members, and determining the perceived costs and benefits of addressing those needs. 

Audience Segmentation is the process of defining subgroups of the priority audience, so the sponsors of a health communication campaign can develop messages and programs that meet their needs. When dividing a priority audience into segments, campaign developers consider: geography (region, county, census tract), demography (age, gender, family size, ethnoracial background, occupation, social class), social structure (workplaces, schools, religious organizations, voluntary agencies, local governments) and psychography (personality, lifestyle, readiness for change)

Health communication campaign planners use direct and indirect methods to segment audiences.

· Direct methods include: random sampling surveys, questionnaires, observational techniques and qualitative methods (e.g., focus groups). 

· Indirect methods, which are more widely available to health organizations, include archival methods (e.g., census data) and secondary material such as marketing surveys or opinion polls.

Step 4: Inventory Communication Resources

Campaign planners conduct an inventory of the resources, financial and otherwise, available to carry out the communication campaign.

Step 5: Set Communication Objectives 

(i.e., identify what the communication campaign is designed to achieve).

Step 6: Identify Vehicles and Channels for the Communication Campaign 

As was noted earlier, channels are the means by which messages are sent (e.g., radio), while vehicles refer to the specific formats used to deliver messages within channels (e.g., infomercial).

Step 7: Sequence Campaign Activities

One option for carrying out this step involves the preparation of a communication plan. This plan, which includes a timetable, sets out the key health communication campaign activities and how they will be delivered.

Step 8: Develop Campaign Messages 

(i.e., the information transmitted by the campaign).

Step 9: Develop Campaign Identity 

(the "image" projected by the campaign).

Step 10: Develop Campaign Materials

Step 11: Implement the Communication Campaign 

Planners and members of the priority audience work together to deliver, assess, review and revise the campaign.

Step 12: Evaluate the Communication Campaign

A thorough evaluation can be used to identify the effective aspects of the campaign, modify campaign components requiring improvement and help other groups to develop similar campaigns.

Strengths of Health Communication as a Health Promotion Strategy

Knowledge of the Priority Audience

A tight, continuous focus on the consumer has been identified as one of the greatest assets of health communication (Lefebvre and Flora, 1988; Mintz, 1988; Novelli, 1990). Through its emphasis on the needs and characteristics of the priority audience, health communication has provided critical information, such as the attitudes and perceptions of the priority audience, for the effective design and delivery of health promoting messages and activities.

Continuous Monitoring

In the past, many community health planners paid insufficient attention to monitoring the impact of their efforts. Health communication planners, by contrast, continuously track the progress of their campaigns, a practice which helps to identify campaign components in need of revision (Ling et al., 1992).

Strategic Use of Mass Media

Many health communication efforts include the intensive, prolonged use of mass media channels, such as radio and television, to convey campaign messages. These campaigns are thus able to reach a much larger proportion of priority group members than other health promotion strategies (Sarner, 1984; Mintz, 1988). 

Limitations of Health Communication as a Health Promotion Strategy

Minimal Impact of Health Communication Campaigns in Isolation of Other Strategies 

When applied on their own -- without complementary strategies such as community mobilization -- the ability of some health communication campaigns to effect change is very limited. In particular, a large body of evidence suggests that health communication campaigns relying exclusively on media appeals are not a sufficient means of changing attitudes and behaviour. For example, a recent review of 24 published evaluations of health promotion programs revealed that media-alone interventions had little impact on behaviour (Redman, Spencer and Sanson-Fisher, 1990).

Resource Requirements 

Health communication campaigns require an investment of time, money and human resources that, all too often, is beyond the means of many health agencies. Regardless of how well designed a campaign may be, it will not succeed without adequate levels of financing and staff time. Health communication planners need to develop innovative ways of dealing with the obstacles posed by fiscal constraints. The failure to do so may result in a diminished role for health communication as a public health strategy (Ling et al., 1992).

Ethical Concerns 

Some health communication campaigns have been criticized for "blaming the victim" by implicitly holding people responsible for their own health while ignoring, or glossing over, the social, economic and environmental barriers to the adoption of a healthy lifestyle (Crawford, 1977; Labonte and Penfold, 1981; Faden, 1987). Since some traditional campaigns are based on the principles of corporate advertising -- which often regards "consumers" as passive recipients of information -- health communication is viewed by many practitioners as incompatible with the goal of community empowerment, the ability of community members to control their lives and environment (Grace, 1991; Labonte, 1994).

In response to these criticisms, health communication planners argue that its techniques are value-free tools that can be used for positive ends such as fostering interaction between community members (Ling et al., 1992). Effective health communication planners recognize the socio-environmental barriers people face in adopting health-related practices and, where possible, develop strategies to reduce or eliminate them (Lefebvre and Flora, 1988; Hyndman et al., 1992). 

The "Knowledge-Gap" Hypothesis

Health communication is often touted as an effective strategy for raising awareness of health-related issues among marginalized community groups (e.g., low income single mothers). In recent years, however, the ability of health communication to close the “knowledge gap” by reaching disadvantaged groups has been called into question, given that many campaigns may actually have the opposite effect (Viswanath and Finnegan, 1991; Viswanath, Finnegan and Kahn, 1993).

The Knowledge Gap hypothesis was first proposed by Tichenor, Donohue and Olien (1970), who argued that education influences the rate of knowledge gain through better comprehension, retention and communication capabilities, higher levels of previously stored knowledge and increased numbers of relevant social contacts. According to this hypothesis, therefore, individuals with high levels of education would learn more from communication campaigns, since they are better equipped to process and understand the campaign messages.

Not all communications research has supported the knowledge gap hypothesis; many studies have found narrowing gaps of awareness between groups with varying levels of education or no gaps at all (Gaziano, 1983; Wanta and Elliot, 1993). Nevertheless, health communication planners need to address the challenges posed by inequities in access to information channels. Communication campaigns in developing nations have been criticized for overlooking the low literacy rates among the intended audience and the fact that mass media channels, such as television and the press, are primarily available to the elite segments of the population (Luthra, 1988). Unequal access to information is present in the western world as well: the availability of new communication technologies (e.g., the "information superhighway") are, by and large, restricted to individuals with higher levels of income and education.

1.2
Community Mobilization Strategies

Definition and Rationale

Community mobilization, which is sometimes referred to as community action or community animation, is the process of helping communities to identify and take action on shared health concerns (Minkler, 1990). Since the late 1970s, community mobilization has emerged as a major health promotion strategy; key conceptual documents, including the World Health Organization's Alma Ata Declaration on Primary Health Care (1978) and the Ottawa Charter of Health Promotion (1986), have stressed the importance of direct community participation in the development of health-related programs and services. 

The rationale for applying community mobilization strategies to health issues rests on the following assumptions:

The Locus of Public Health Problems 

The causes of health related problems are rooted in the social, economic, political and environmental conditions present in communities, as well as the framework of community values and support systems influencing their occurrence. Community mobilization strategies help to reduce health problems by dealing with the underlying causes present in the community itself (Perry, 1986; Bracht, 1991).

Empowerment

Empowerment refers to the ability of individuals and communities to assume control over their own environment (Rappaport, 1984; Wallerstein, 1992). Participatory, "bottom up" approaches to community mobilization, where community members take a lead role in identifying priority health issues and implementing appropriate solutions, can be an effective means of facilitating empowerment. 

Community Competence/Capacity

Community empowerment cannot be achieved without community competence or capacity, the community's ability to engage in collective problem solving (Iscore, 1980; Cottrell, 1983; Fellin, 1987). By enhancing the leadership, negotiation and communication skills of participants, community mobilization strategies increase the capacity of community groups to address their shared concerns.

Key Community Mobilization Concepts

The Notion of "Community"

For the purposes of mobilization efforts, communities are usually defined as distinct geographic entities such as cities or towns (Holder and Giesbrecht, 1992). But communities can also be based on shared interests or characteristics, such as ethnicity, sexual orientation or occupational status (Hunter, 1975; Fellin, 1987); the most important determinant of a community is a shared sense of affiliation among its members.

Approaches to Community Mobilization

Although community mobilization is often viewed as a single, standardized strategy, it actually involves various methods of engaging community members. Several conceptual frameworks have been developed in recognition of this fact. The most widely recognized framework is Rothman's categorization of community mobilization into three distinct approaches (Rothman, 1970; Rothman and Tropman, 1987):

Social Planning is a task-oriented method that stresses rational problem solving -- usually by an outside expert -- to address community problems. Outside change agents gather facts about community problems and recommend the most appropriate solution.

Locality Development is a process-oriented approach that tries to build a sense of group identity and community. Community workers organize a broad cross-section of people into small task-oriented groups to identify and resolve shared problems.

 Social Action, a more participatory approach, is both task and process oriented. While increasing the problem solving ability of the community, social action also seeks to correct power imbalances between marginalized, oppressed groups and the larger society.

Rothman notes that while none of these approaches are mutually exclusive, most community mobilization strategies nonetheless possess characteristics that fall within one of the three categories (Rothman and Tropman, 1987). Fostering a sense of community and social support among women with low-birthweight babies, for example, would be most closely associated with the locality development model even if it incorporated aspects of social planning. Similarly, an effort to fight for better housing and income support payments would fall under the category of social action, even though a more cohesive community, a key objective of locality development, could emerge as an outcome.

Community-Based vs. Community Development 

A more recent framework developed by Labonte (1992, 1993) for public health workers divides community mobilization into community-based and community development strategies:

Community-Based Strategies link programs and services to community groups. The issue under consideration (e.g., substance abuse) is defined by the sponsoring agency, interventions are implemented according to defined timelines and decision-making power rests with the sponsoring organization rather than the community participants.

 Community Development Strategies differ from community-based strategies in several respects. The problem or issue is defined by community residents rather than the sponsoring organization. Community development is an ongoing process, based on continual negotiations between organizations and community groups with the community worker serving as a liaison. Community development projects generally take longer to implement, requiring many hours of planning and mobilization activities. Lastly, community development emphasizes enhanced community capacities (e.g., collective problem solving skills), rather than measurable changes in individual traits, as the desired outcome. 

Strengths of Community Mobilization as a Health Promotion Strategy

The Health Benefits of Empowerment 

As was noted previously, facilitating the process of empowerment is a primary objective of many community mobilization efforts. Community development and, to a lesser extent, community-based programs have enabled participants to exercise a greater degree of control over their environment.

Research has identified empowerment as health-enhancing. Wallerstein (1993) identifies three conditions related to empowerment and health: social networks; community participation; community competence. Assessments of community interventions promoting these conditions have revealed a number of positive health impacts including enhanced helping abilities among community members, increased levels of social support, enhanced coping capacities, increased life satisfaction and decreased susceptibility to illness (Israel, 1985; Cohen and Syme, 1985; Gottlieb, 1987; Eng, 1989).

Maintenance of Changes Over Time 

Participants in community mobilization strategies are more likely to develop a sense of "ownership" over the intervention(s) used to address their shared health concerns. This sense of ownership, in turn, helps to sustain the intervention over the long term (Bracht, 1991).

Limitations of Community Mobilization as a Health Promotion Strategy

Domination by Professional Interests

In practice, many community mobilization strategies do not measure up to their participatory ideals. Many of the initiatives that claim to involve community members in a meaningful way ultimately emerge as "top-down" ventures, where health professionals play a dominant role in the identification of community priorities and the formulation of appropriate responses (Farrant, 1991; Hyndman and Giesbrecht, 1993). Far from being mechanisms of empowerment, initiatives of this nature often leave community members feeling frustrated, exploited and incapable of dealing with their concerns (Hunt, 1990).

Resource Requirements

Another limitation when applying community mobilization in public health is the amount of resources, time and effort required to mobilize community members around a health priority. Long term change at the community level requires a substantial investment of resources to support local residents as they develop the capacity to address their health concerns.

2: The Complementary Roles of Health Communication and Community Mobilization Strategies 
For the purposes of health promotion programming, health communication and community mobilization strategies are often regarded as mutually exclusive. In particular, persuasion campaigns, which have been accused of treating community members as passive recipients of professionally developed interventions, are often viewed as incompatible with the capacity-building objectives of community mobilization. Yet in many ways health communication and community mobilization strategies are complementary; each approach can strengthen the impact of the other.

Health communication strategies enhance community mobilization in two key respects:

1. Communication techniques can mobilize communities to take action by increasing their awareness of shared health concerns.

In participatory community organization projects, communication channels, both interpersonal and media, are used to make community group members aware of shared health concerns (e.g., unsafe drinking water) and to mobilize them to action (Boeren, 1992). Communication channels are especially important for the mobilization of "communities of interest," geographically dispersed groups whose sense of "community"  arises from shared characteristics and interests or a common sense of purpose (e.g.,. AIDS advocacy groups).

2. Communication strategies enhance the capabilities of community groups, thereby increasing their capacity to act on issues affecting their health.

The development of community capacity, the collective ability for problem solving, is crucial for the successful resolution of shared health problems by community group members (Minkler, 1990). Effective communication skills (e.g., working with the media) are a key element for building community capacity (Bracht and Tsouros, 1990). Training in health communication techniques provides community group participants with the knowledge and skills necessary to take part in efforts aimed at changing the social and environmental conditions affecting their health.

Conversely, community mobilization complements health communication strategies:

1. Community mobilization activities strengthen the impact of media-based communication initiatives.

Health communication campaign sponsors often rely solely on the media to bring about shifts in health-related behaviours (Flora and Cassady, 1991). Evaluations of these “media-alone” interventions, however, have consistently found little or no impact on behaviour. By contrast, significant changes in health behaviour have occurred when media appeals were combined with community-based activities (Farquhar et al., 1977; Flay and Burton, 1990; Redman, Spencer and Sanson-Fisher, 1990; Hastings and Haywood, 1991). There is also some evidence that the effect of community mobilization, or any organized group activity, may reduce the "knowledge-gap" resulting from some communication campaigns (Viswanath and Finnegan, 1991).

2. Community mobilization enables community groups to secure access to communication channels.

Through raising public awareness of new ideas and practices, communication channels can play a key role in health promotion programming (Flora and Cassady, 1991). But communication sources tend to be selective in their portrayal of health-related issues; in particular, individual “lifestyle” factors are often emphasized at the expense of social, political and environmental barriers to health (Wallack, 1990b). Accordingly, the health priorities of marginalized communities, which often lack access to the basic determinants of health (e.g., income, shelter), are seldom reflected in the content of television news broadcasts and other communication channels (Olien, Tichenor and Donohue, 1989). Community mobilization strategies enable marginalized community group members to increase support for their health priorities by gaining access to key gatekeepers of the media and other communication channels.

3. Community mobilization enhances the effectiveness of health communication efforts by defining and framing health problems as the communities of interest perceive them.

In a recent critique of health communication campaign research, Guttman (1993) notes that communication strategies addressing health issues tend to adopt, at face value, the definition of the health-related problem held by the campaign sponsors rather than the intended audience. As a result, many health communication initiatives have little or no impact because they fail to address the perceived health needs of the priority group. The active involvement of community group members in message development helps to ensure the relevance of health communication campaigns.

Together, health communication and community mobilization can facilitate the planning and implementation of effective health promotion initiatives. The following examples illustrate the complementary roles of these approaches.

3: Applications of Health Communication and Community Mobilization Strategies
3.1 
Community Advocacy Efforts for Tobacco Regulation I: The National Campaign to Pass Bill C-51
Media Advocacy is an approach to health communication aimed at addressing the social causes of health and illness through media appeals --  was originally applied to counter the powerful influence of the U.S. tobacco lobby (e.g., Pertschuk, 1988). In recent years, community coalitions have adopted this approach to press for more stringent tobacco regulations in Canada.

The National Campaign to Pass the Tobacco Products Control Act (Bill C-51), which bans tobacco advertising, involved about 25 organizations representing health agencies, churches, teachers and physicians. The National Campaign was based on successful community mobilization and advocacy campaigns conducted in the U.S., such as the California Proposition 99 Campaign, which resulted in the introduction of an earmarked tobacco tax (Ferrence and D'Souza, 1993).

Several strategies were instrumental in the National Campaign's lobbying efforts for the passage of Bill C-51. At the outset of the advocacy initiative, the Campaign successfully lobbied the Minister of Health and Welfare, who became a strong ally. Media appeals were used to undermine tobacco industry opposition to the proposed legislation. A full-page advertisement in a major newspaper featuring photos of the prime minister and a prominent tobacco industry lobbyist, along with information about their close business connections, was widely credited with saving the legislation. Concurrently, a Campaign "war room" located close to Parliament Hill was used to lobby MPs and physicians.

Through the efforts of the National Campaign, which commenced in 1987, the ban on media advertising came into effect at the beginning of 1989. However, this was later challenged successfully in court by the tobacco industry.

Highlights

· The National Campaign illustrates how the combined use of community mobilization and media advocacy can encourage restrictive tobacco policies. 

· A community mobilization strategy enabled the anti-smoking activists to gain easier access to the communication channels required to raise public support for stronger regulations against tobacco products, and to counter the impact of opposition to the proposed regulatory changes. 

· In addition, the communication appeals targeted directly at decision makers strengthened the impact of concurrent lobbying and advocacy efforts by making legislators more receptive to the concerns of the anti-smoking activists.

3.2
Community Advocacy Efforts for Tobacco Regulation II: The Ontario Campaign for Action on Tobacco

Launched in response to concerns that the Ontario government might water down or delay proposed legislation restricting access to tobacco (The Ontario Tobacco Control Act), the Ontario Campaign for Action on Tobacco (OCAT) was supported by a coalition of health and advocacy groups, including the Lung Association, the Heart and Stroke Foundation and the Ontario Public Health Association. OCAT's community mobilization strategy utilized existing channels to link participating organizations in a members' network, which mobilized locally to advocate for the passage of the Act (Seibert, 1994). As was the case with the National Campaign (to pass Bill C-51), the advocacy activities conducted by OCAT were based on U.S. advocacy initiatives.

OCAT sought the endorsement of its eight-point tobacco use prevention plan by the health community. A pamphlet produced by OCAT encouraged members of the health community and the general public to lobby their MPPs and the Ontario Minister of Health to support the proposed legislation. Featuring photos of children in order to emphasize the sale of tobacco to minors, the pamphlet stressed a number of concerns raised by the public and the press, such as tobacco smuggling. Although strengthening public education was one of the key objectives, OCAT identified the tobacco industry, rather than individuals, as its main target for change. The communication campaign was supplemented by press conferences and the direct lobbying of MPPs.

Highlights

· The advocacy activities of OCAT and other anti-tobacco lobby groups were credited with securing the passage of the Ontario Tobacco Control Act in 1994. 

· An evaluation of OCAT's strategy, undertaken prior to the passage of the legislation, revealed that 250 health and community organizations utilized OCAT's campaign material to lobby provincial legislators. 

· The communication campaign encouraging key community health organizations to lobby MPPs for passage of the legislation thus appears to have been successful in achieving its intended objective.

3.3
Reaching Out: A Communication/Community Mobilization Strategy to Encourage the Use of Prenatal Services

A 1979 survey of prenatal services by the Saskatoon Community Health Unit (SCHU) revealed that few native, young, single or low-income pregnant women -- all of whom are at increased risk of having low birthweight babies -- were attending prenatal education classes. At the same time, poor pregnancy outcomes were occurring among underserved, at-risk women in the community. The SCHU received funding to develop a community outreach program in response to this situation (Bell and Edouard, 1992).

The program began with a communication campaign to increase community support for women at risk of having low birthweight babies. The program coordinator contacted key agencies and individuals associated with the priority population in order to involve them in the development of the campaign and subsequent preventive interventions. These contacts were maintained through participation on local boards. Components of the campaign included the production of an identifying project logo, targeted mailings to local physicians and media promotions.

A key component in the community mobilization process was the creation of a project advisory committee comprised of influential native women who were active in local community agencies. They guided the development of the program, provided referrals, and established program credibility. 

In response to the advisory committee's recommendation, native women were hired to serve as community health workers (CHWs). CHWs visit program recipients within ten days of referral. At this time, the nature of the program is explained. During subsequent visits, the CHW provides feedback on the client's diet, and offers health information and practical assistance such as transportation to grocery stores or physician offices. Program recipients whose diets are judged to be poor also receive milk and vitamin supplements.

To maximize the accessibility of the program, all telephone referrals are accepted. Posters and promotional literature are displayed at agencies and locations frequented by priority group members.

Program coverage, rather than birth outcomes, served as the main criterion for evaluation. Data collected over a four year period (1984/85-1988/89) indicates that the percentage of the priority population taking part in the program is increasing over time.

Highlights

· The increasing rates of program utilization among priority group members can be attributed to three main aspects of the communication/community outreach strategy (Bell and Edouard, 1992): 

· First, establishing an advisory committee of influential native women resulted in a credible communication/outreach program that addressed real, rather than perceived, community needs. 

· The second factor contributing to the program's success was the use of trained native women as CHWs. These women have become recognized "leaders" in their community, as well as trusted sources of communication about low-birthweight issues. 

· Lastly, the provision of milk and vitamin supplements gave tangible support to women in need.

3.4
A Participatory Approach to Communicating Children's Health Issues: The "Kids in Action" Program

The Kids in Action Project was implemented by the Lawrence Heights Community Health Centre and the University of Toronto Department of Behavioural Science. The project was developed as an alternative to traditional health promotion activities for children, which typically consist of prepackaged interventions based on adult assumptions about the needs of young people. While children can benefit from such programs, they may not fully address issues that are meaningful to them (Kalnins et al., 1991).

A fourth grade class at Flemington Public School, a local elementary school in the catchment area of the community health centre, was chosen for the project. A multi-stage process was used to identify the health priorities that were relevant to the children (Pollock et al., 1991). The first activity consisted of taking the children for a walk around their neighbourhood and asking them to identify specific components of their community (e.g., playgrounds). The students were then asked to make a map or mural representing their community. This community map served as the focal point for the third stage of the process, during which the children were asked to identify places and things in their neighbourhood that have a negative impact on their health. The children expressed their ideas by placing descriptive adjective symbols (e.g., noisy) at appropriate places on small maps that were prepared for them. Following this activity, the entire class transposed their symbols onto the larger community map.

The children used the resulting visual display to develop interpersonal communications reflecting positive (e.g., this school is safe because...) and negative (e.g., this school is scary because...) aspects of the neighbourhood and their potential impact on health. These communications were recorded on lists given to the children, who then selected their priorities through an anonymous voting procedure. The children decided that drug use was their main health concern.

Once the priority issue was identified, the children worked in groups to generate questions related to their concern. These questions focused on identifying potential "helpers" to assist the children in understanding why older kids use and sell drugs. The children were responsible for researching their questions by going to the library, inviting community resource people to make class presentations and surveying community members such as their parents and teachers. Representatives from the local police force, public health department and housing authority were invited to the classroom to answer questions and to ask how the children could help to prevent drug use.

After this activity was completed, the children worked on setting goals for their project. This was accomplished by asking the children to describe what changes they would like in their neighbourhood, recording their ideas, developing a goal statement for each idea, and working with them to choose an achievable goal. After generating several lists of possible options, the children decided, through discussion and consensus, which activities to undertake.

The children concluded that they could help prevent drug use by letting the community know how they felt about drugs and drug dealers in their neighbourhood. They communicated their views through posters, rap songs, skits and rap dances. The children distributed their posters throughout the community. A video of the rap dances, songs and skits was produced and provided to other schools by the children. The children's activities were featured on local television programs, and the children organized an open house to inform the community of their work.

 The children felt that they had done a good job of communicating their message. Facilitators noted that the children engaged in the project with enthusiasm, working cooperatively in small groups and assisting one another when necessary. Pre and post-project interviews, however, revealed an inherent egocentrism in the children's response to problem solving; when asked how to deal with a hypothetical community problem, the children offered  immediate, personal coping strategies rather than permanent solutions. For example, children responded to the problem of crossing a busy street by stating that they would "cross somewhere else." 

These results indicate that program facilitators need to realize that participatory communication projects represent a very novel way of thinking for young people. Children may need a great deal of encouragement to understand concepts such as neighbourhood, community and working co-operatively (Pollock et al., 1991).

Highlights

· The Kids in Action project illustrates the importance of effective communication skills for collective action to address shared health problems: 

· A communication campaign was the activity selected by the children to raise awareness of the drug problems in their community. 

· The project's use of community mobilization strategies enabled the children to identify their priority issues and deliver their messages through  media channels (e.g., television) they would not otherwise have been able to access. 

· While the skits, songs and posters produced by the children may not be a sufficient means of eliminating drug use in their community, they helped to convey the importance of the problem while providing the children with valuable skills and a sense of accomplishment.

3.5
A Community-Based Model for AIDS Prevention

Health communication and community mobilization strategies are the key components of a comprehensive AIDS prevention program coordinated by Community Care for AIDS (CCA), a private, non-profit organization in Galveston, Texas (Bruhn, 1990). Initiated in response to the rising number of AIDs patients in the area, the project involves a variety of community groups, including HIV positive individuals, members of the gay community and high school and community college students.

Participatory communication strategies were the initial focus of CCA's efforts. Several community forums were held in local high schools and community colleges, where a panel of CCA members fielded questions about AIDS, distributed literature, played videotapes and informed the audience about local resources. These forums were filmed by the local television station and broadcast at periodic intervals. The CCA-sponsored educational initiatives included workshops for health professionals, media appeals, and a telephone information and referral service.

Community members were actively involved in the development of CCA's communication activities. For example, several hundred volunteers gathered at a local beach to spell out the message "AIDS AWARE WE CARE." A photograph of the volunteers was superimposed on billboards along with a telephone number to call for AIDS information and referral.

More intense outreach efforts have been developed for "at-risk" groups. These interventions include screening services at gay bars, education for health professionals at a local AIDS treatment facility and an AIDS education curriculum for local public schools.

A self-help group for people with AIDS is staffed by CCA volunteers. This group is also open to the partners and friends of AIDS patients, as well as those at risk of testing HIV positive. Other CCA initiatives include visits to AIDS patients by community volunteers and the provision of food and clothing to homeless community residents, many of whom are HIV positive.

The involvement of strong community leaders was cited as one of the key reasons for the project's success. Since the stigma surrounding AIDS often inhibits effective countermeasures at the local level, influential community spokespersons are needed to deal with bureaucratic and political barriers (Bruhn, 1990).

Highlights

· The CCA project demonstrates how participatory communication strategies can enhance a community's capacity to deal with AIDS:

· The communication appeals developed by the project raised community awareness of  AIDS, thereby broadening the base of local support for measures to meet the needs of the local HIV positive population. 

· Participatory communication strategies also helped to increase the credibility of the project's media appeals.

3.6
Community Health Promotion Through Interpersonal Communications I: The A Sua Salud Project

Training community members to reinforce health-related messages through interpersonal (“face-to-face”) communication is an effective and inexpensive way to strengthen the impact of community-based health promotion programs. When complex health promoting actions are  taught, effectiveness is enhanced if face-to-face contacts are provided by communicators who priority group members perceive as being similar to themselves (Bandura, 1977; 1986; Rogers and Shoemaker, 1971).

Interpersonal communications by community members was one of the key change strategies employed by the Programa A Su Salud (To Your Health), a health promotion project implemented in Eagle Pass, Texas. The project was developed to assess the impact of health communication campaigns using culturally relevant role models selected from the local community (Amezcua et al., 1991).

The objectives of A Su Salud were to promote healthy behaviours and reduce risks among low-income persons in Southwest Texas. Specifically, the project aimed to: reduce the prevalence and prevent the onset of cigarette smoking; modify eating habits related to cancer risk; reduce alcohol abuse; increase the use of appropriate preventive services and practices; increase physical activity; and promote the use of automobile seat belts. To achieve these outcomes, A Su Salud relied on two main strategies: the use of media messages based on culturally relevant community role models, and the reinforcement of these messages through print materials and face-to-face communications by trained community volunteers.

Two sets of television programs were produced for the project. In the initial series, community role models presented health information in a news format, with well-known community physicians serving as project spokespersons. The second series featured community residents who had recently made health promoting changes. Over the course of the broadcasts, these individuals discussed what made them decide to change, how they changed and how they felt now because of the change. Changes included going in for medical checkups, stopping smoking, weight loss and the initiation of exercise regimens.

Volunteers for the face-to-face communication component of the project were recruited from randomly selected areas of the community. The basic requirements for participation as a volunteer included: being respected within their neighbourhoods or other social networks, willingness to serve their community, leadership personality and a high degree of personal organization. All volunteers received training in social reinforcement skills (i.e., encouraging positive actions) and community outreach techniques.

Trained volunteers were expected to perform three basic tasks: contact other community residents and tell them about the television programs and other media appeals; draw attention to the community role models; and reinforce health promoting behaviours. Volunteers distributed printed guides containing the schedules of television programs and newspaper articles featuring the role models. A viewing guide was issued at six-week intervals to allow opportunities for re-contacting community members specifically to discuss the health issues addressed in the television appeals. Volunteers utilize all possible social systems for interpersonal communications, including churches, civic groups and sports clubs.

A sample of the most active volunteers (166) were interviewed as part of a preliminary evaluation of A Su Salud. These individuals, who contacted an average of more than twenty people, reported that the community members they spoke with had viewed an average of nine programs featuring role models. Among the contacted community residents, 21 were reported to have quit smoking, 10 reduced their alcohol consumption, 328 increased their use of preventive care services, 368 changed their diet and 353 increased their level of physical activity.  

Highlights

· Although the results of a more rigorous evaluation are not yet available, the present outcomes support the complementary impact of media appeals and interpersonal communications delivered through the mobilization of community role models (Amezcua et al., 1991). 

· The mobilization of these individuals to encourage healthy behaviour changes appeared to enhance the impact of media-based communications, a phenomenon which has been observed in a number of health promotion projects (Redman, Spencer and Sanson-Fisher, 1990).

3.7
Community Health Promotion Through Interpersonal Communication II: The Bilingual Community Educator

The use of priority group members to deliver health messages is an essential strategy for health promotion programs involving ethnoracial communities. Without trusted community members to provide health information in a sensitive and appropriate manner, cultural barriers to communication may deter the acceptance of heath-related ideas and practices by members of ethnoracial groups.

A Women's Health Centre in Brisbane, Australia trained members of ethnoracial groups to communicate the importance of pap smears and breast self-examinations. The need for this intervention emerged when women from various ethnoracial groups attended a series of meetings held to identify their health needs. These sessions revealed that many women did not know about breast and cervical cancer. Discussing these health issues in group sessions was problematic due to language and cultural barriers, as well as the sensitive nature of the information. To deal with this problem, the health centre staff decided to organize awareness raising sessions on breast and cervical cancer (Prasad, and Shinwari, 1993).

Women belonging to the ethnoracial groups taking part in the program were asked to identify bilingual women in their communities who could serve as educators. Women who agreed to assume this role attended a day-long training session which provided information on breast and cervical cancer and facilitating small group discussions.

 Educators were given promotional material -- flyers, newspaper advertisements and radio ads -- for translation. The health centre then printed flyers in twelve languages. Educators recorded radio announcements in their respective language. In addition, key members of each ethnoracial community were asked to publicize the series of small-group educational sessions. Sessions were offered in settings accessible to the community, such as social clubs, church halls, private homes and ethnoracial organizations.

Eighty sessions were conducted over a six-week period. Over seven hundred women took part in these groups. Participation rates varied by community.

Feedback from the community educators confirmed that participants responded to the information in a positive way. Participants were willing to undergo pap smears and mammograms, but they were reluctant to access these services by themselves: language, lack of transportation and negative experiences with health services in the past were cited as major barriers. In response to these concerns, the health centre organized group visits to local screening services. The community educators coordinated the visits, offering assistance and support to the participating women.

Many of the community educators stated that they had personally benefited from the project. They acknowledged that their participation had increased their levels of self-esteem and confidence, particularly since the project had involved them in meaningful communication with their peers (Prasad and Shinwari, 1993). This unanticipated consequence demonstrates that participatory interpersonal communication projects can yield positive health benefits for the communicators as well as the communities they serve.

Highlights

· The positive impact of this project can be attributed to the use of trained community members to implement the communication campaign encouraging the utilization of breast screening and pap smear services. 

· Through sustained interpersonal contact with the priority community, the educators were able reassure those who were apprehensive about breast screening, identify barriers to the utilization of breast screening programs and ensure that all project activities and materials were culturally appropriate. 

· The achievement of these objectives could not, in all likelihood, have been realized with a project that relied on media appeals alone.

3.8
A Popular Education Approach to Health Communication:  The Alcohol and Substance Abuse Program

The Alcohol and Substance Abuse Prevention Program (ASAP) is a unique educational curriculum for middle and high school students in predominantly Native American communities in New Mexico, which are at high risk of substance-related problems (Wallerstein and Bernstein, 1988). Upon completion of the program, participants serve as peer educators for younger children.

ASAP is based on the principles of empowerment education developed by Paulo Freire (1973). Freire argues that education is not neutral; it takes place within the context of people's lives. Traditional, didactic education methods have been criticized by Freire for encouraging marginalized groups to accept a limited role in society.

As an alternative, Freire proposes a dialogue approach where everyone participates as equals or "co-learners."  This approach, in which the "teacher" plays a facilitative "problem posing" role,  is implemented in three stages: listening to the issues raised by the group; participatory dialogue about the issues raised and the development of codes, concrete means of communicating identified issues (e.g., drawing); and action or positive changes envisioned by people during the dialogue. This  methodology of listening, dialogue and action is incorporated in to each phase of the ASAP program.

Listening is promoted in all levels of the ASAP program. Participating students undertake several visits to a local hospital and detention centre. At these sites, the students interact with patients, family members of patients and jail residents with substance-related problems and participate in a curriculum incorporating methods from other adolescent health programs (e.g., resistance to peer pressure). During brainstorming sessions, students formulate their own questions to ask patients and jail residents. They role play active listening, open and closed interview methods and explore their personal biases prior to visiting with patients and their families. Through take-home projects between site visits, students interview family members and local leaders to find out more about community problems. Program facilitators also take part in the colearning process by discussing program content in response to issues raised by the students.

The dialogue process is also built into all components of the ASAP program through small group discussions, life experience sharing sessions, and the development of communication codes. During the hospital visits, the most poignant code is the patient's life story. Other codes developed by the students include newspaper articles, slides, collages, songs and two short video films. These codes enable students to engage in constructive dialogue about deeply felt issues and experiences.

An example of the dialogue process is the use of two "trigger" videos produced by the students. One of these videos concerns a young woman who speaks with the youth for over an hour about her alcoholism. The four minute concentrated video trigger, "No One To Turn To," captured her life story of losing her mother when young and being raised by siblings who drank in front of her and paid her with beer for babysitting. During discussion sessions on this film with their peers, participants use Freire's dialogue strategy, summarized in the acronym SHOWED: 

· naming the problem or what we SEE; 

· defining what's really HAPPENING to her; 

· discussing how her story relates to OUR lives; 

· questioning the root causes of this problem, or WHY she has become an alcoholic; 

· exploring how we can become EMPOWERED with our new understanding; and 

· determining what we can DO about these problems in our own lives.

The problem posing process culminates in prompting discussion participants to take action. Using the above film in peer education sessions with younger children, for example, the students pose questions such as: How can she get help?  What would you do if your family gave you beer? How can we prevent community problems and improve community self esteem?

Program participants indicate a greater awareness of the potential consequences of their own drinking, an increased level of confidence in talking about difficult issues, and a greater sense of responsibility and caring for others. The intervention also enabled students to develop "self affirming helper roles" and to enrich their social support systems. Posttest results at one of the participating schools indicate a significant increase in students' perceptions of alcohol as a dangerous substance.

Some of the students expressed frustration in working with their families and altering community values. The impact of the program on the "big picture", the larger communities from which the students come, is unclear.

Program facilitators felt that the positive changes in the attitudes and interpersonal skills of the participating students were due to the interactive, empowerment-focused nature of ASAP. Combining Freirian methodology with other prevention and health promotion strategies is recommended by the program developers. 

Highlights

· The ASAP experience illustrates how activities that increase the communication skills of marginalized community groups strengthens their capacity to deal with their shared health concerns. 

· The participatory process used to develop ASAP communication materials gave participants a greater understanding of the underlying causes of drug and alcohol abuse in their communities, which, in turn, may help to foster appropriate community responses to these causes.

3.9
Communication Skills Training for Effective Community Action: The Tenderloin Senior Organizing Project

As was noted previously, effective communication skills are an important component of a community's collective capacity to act on shared health concerns. Communication skills training is, therefore, a key part of successful community development efforts such as the Tenderloin Seniors' Organizing Project (TSOP).

Originally known as the Tenderloin Seniors' Outreach Project, TSOP was established in the late 1970s in response to the needs of elderly hotel and rooming house residents in the "Tenderloin" district of San Francisco (Minkler, 1992). Seniors residing in the catchment area of the project suffer from poverty, social isolation, powerlessness and a myriad of health problems including alcoholism, depression, hypertension and malnutrition. The goals of the TSOP were: to improve physical and mental health by reducing social isolation and provide relevant health education; and to facilitate, through dialogue and participation, a process through which participants work together in identifying, and seeking solutions to, shared problems and concerns. 

One of the first issues addressed by TSOP participants, who are organized in hotel-based coalitions, was the problem of malnutrition due, in part, to a lack of access to fresh fruits and vegetables. Residents of three hotels contracted with a local food service and operated their own hotel-based "minimarkets" one morning per week. In a fourth hotel, residents established a cooperative breakfast program, which qualified their residence for participation in a local food bank. Other participants worked with TSOP staff to produce a "no-cook" cookbook of inexpensive nutritious recipes, which was published and distributed free of charge by the local health department.

More recent TSOP initiatives have addressed seniors' concerns about crime. A coalition of TSOP participants started the Safehouse project, recruiting neighbourhood businesses and agencies to serve as places of refuge where seniors can go in times of emergency. Coalition members also convinced the Mayor of San Francisco to increase the number of patrol officers in the neighbourhood. These and other measures helped to bring about an 18 percent reduction in crime during the year following the Safehouse project's inception.

To facilitate community action, TSOP conducts ongoing leadership and communication training. The training sessions consist of one-on-one and small group activities through which participants focus on interpersonal and communication skills, techniques for facilitating meetings and strategies for working with (or against) bureaucracies to bring about change. Early training exercises included a series of "media workshops" where TSOP participants met with reporters who helped them to practise effective ways of expressing their concerns to the press. 

Ongoing skill building sessions with individuals and small groups are the most important communication training activities conducted by TSOP. These sessions include the extensive use of role playing exercises -- conducted prior to meetings with city officials and other gatekeepers -- through which members can practise their responses to hypothetical scenarios. In recent years, groups of TSOP members have undergone more advanced training in communication and leadership skills. Led by a prominent community organizer, these sessions cover such topics as issue selection, values, critical reflection and the negotiation process. Such training exercises have enabled TSOP to develop an effective group of community leaders.

While not without its problems, the TSOP has sustained community involvement and support for close to two decades. Community indicators such as a reduced crime rate and documented changes in the health and life satisfaction of project participants suggest that TSOP has been effective in fostering the process of individual and community empowerment (Minkler, 1992).

 Highlights

· The TSOP demonstrates the importance of effective communication skills to achieve the advocacy and lobbying goals of community coalitions. 

· The ongoing training in interpersonal and media communications offered by TSOP enabled participating seniors to conduct effective advocacy campaigns for policy changes addressing their priority health issues.

3.10
Community Mobilization and Media Advocacy for Alcohol Policy Support: The Community Action Project

The New Zealand Community Action Project (CAP) was an alcohol problem prevention campaign which compared communities exposed to a mass media campaign with, and without, supplemental community organization activities, against reference sites. The objectives of the CAP were to increase the level of support for more restrictive alcohol policies among the general population and to increase the amount of information supporting regulatory measures in the local print media (Casswell and Gilmore, 1989; Stewart and Casswell, 1993). To achieve these outcomes, the principles of media advocacy were applied to the community organization strategy and the print media campaign.

Community organizers worked with the media in an effort to re-frame the discussion of alcohol use and alcohol-related problems. Through personal contacts with reporters, press releases and letters to the editor, organizers drew attention to the role of structural and environmental determinants, such as the role of the alcohol industry, in creating problems related to excessive drinking. Organizers also worked with local community councils on alcohol, often serving as spokespersons. The councils, which included representatives of key community institutions (e.g., alcohol treatment agencies), helped to establish credibility and legitimacy for the organizers when alcohol-related issues were publicized.

The media advocacy print campaign consisted of four newspaper advertisements on alcohol policy issues. The subject matter, however, proved to be highly controversial, and the campaign did not proceed as intended. In particular, most newspapers in the intervention communities refused to print an advertisement that showed children consuming alcohol. This particular appeal was conceived as a means of raising awareness of children's vulnerability to alcohol industry advertising. Although the ad was not widely carried by the print media, community organizers were able to capitalize on the controversy by discussing it in letters to local newspapers.

The evaluation of the CAP revealed a statistically significant effect for three alcohol control policies: restrictions on advertising, restrictions on availability and price deterrents. Support for these measures declined significantly in the reference communities while remaining stable in the four intervention cities. In addition, the perception of alcohol as a harmless necessity for social functions decreased significantly in the intensive condition cities. The overall impact of the CAP thus appears to have been positive, albeit primarily by buffering the intervention communities from the effects of a concurrent nation-wide campaign for the liberalization of alcohol policies (Casswell and Gilmore, 1989).

Highlights

· The CAP, like a number of health promotion projects, demonstrates how complementary community mobilization efforts can enhance the impact of media communications: while all communities exposed to the media campaign displayed less support for liberal alcohol sales policies, the communities receiving the intensive intervention (media plus community mobilization) were also less likely to view alcohol as a harmless substance. 

· The project sponsors attribute this result to the ability of the community organizers to support the media campaigns by simultaneously "targetting" supporters and opponents of the alcohol policy changes at the local level.

3.11
A Sua Saude ("To Your Health"): A Community Resource for Promoting Moderate Drinking

A Sua Saude ("To Your Health") is a health promotion program developed to reduce the risks associated with alcohol consumption among middle-aged men (35 to 55 yrs) in Italian and Portuguese communities. The program was designed to reach middle aged men, since they were identified by Italian and Portuguese health professionals and community members as a group at risk of developing alcohol-related problems (ARF, 1994).

The program was developed by the Addiction Research Foundation in collaboration with Italian and Portuguese community agencies based in Metro Toronto. In addition, a number of concerned individuals from both the Italian and Portuguese communities contributed to the development of the program.

A Sua Saude consists of a kit intended for use by community-based agencies and organizations currently working with, or interested in working with, the Italian or Portuguese communities to promote moderate drinking practices among middle-aged men. Available in Italian and Portuguese, the kit materials were developed to accommodate the needs and interests of a wide variety of users. 

The kit materials were designed to give community users as much flexibility as possible. As such, they are not intended to be prescriptive; rather, they suggest options that can be adopted or set aside by community users, depending on local needs and circumstances.

The kit includes health communication and community mobilization resources for promoting moderate drinking practices and alternatives to alcohol use among middle age men. A Sua Saude suggests three options for achieving this goal: raising awareness of moderate drinking and alternatives to alcohol consumption through public service announcements in the mass media; presenting community workshops to educate people about the effects of alcohol, and to model positive skills to assist men in reducing their consumption of alcohol; and stimulating informal discussions about drinking practices among men and other family members through various community activities. 

Highlights

· Within the parameters of the above options, community members are encouraged to choose and modify the health communication and community mobilization activities suggested in A Sua Saude, and to develop their own activities as well. 

· Although the program has not yet been subject to a formal evaluation at the community level, the active involvement of community members in its development and its utilization of complementary health communication and community mobilization strategies make it a promising approach for reducing alcohol problems among the priority audience.

4: Guidelines for Enhancing The Impact Of Community- Based Communication Campaigns

The previous examples illustrate the complementary roles of health communication and community mobilization strategies for addressing public health issues. Such efforts have yielded valuable insight into the principles of effective participatory communication appeals. The following section reviews some basic recommendations for the planning and implementation of participatory communication efforts that have been learned -- through success as well as error -- from experience to date.

1. Community advocacy campaigns must be creative and focused in their approaches to addressing health issues.

The limited resources available to community-driven communication campaigns restricts their ability to compete with the "anti-health" messages disseminated by corporate advertisers and other powerful interests (Pertschuk, 1988; Wallack, 1983). To gain the attention of a public saturated with media appeals, many of which contradict the messages promoted by public health campaigns, effective community health advocacy requires innovative approaches. Tightly coordinated communication campaigns that present health issues in a novel way have a greater impact on public awareness.

To gain access to communication channels, many community groups resort to controversial tactics aimed at provoking debate and capturing media attention. A creative publicity event, such as carrying body bags at a demonstration against drinking and driving, owes its impact to the way it shocks the audience when first encountered. Similarly, the provocative newspaper ad produced by the National Campaign  to Pass the Tobacco Products Control Act (Bill C-51), which drew attention to the influence of tobacco lobbyists, captured the attention of the public and was widely credited with bringing about the passage of the legislation (Ferrence and D'Souza, 1993).

A potential problem with dramatic communication appeals, however, is their potential to backfire. While controversial tactics are consistently successful in gaining attention, they may sometimes be perceived as offensive which, in turn, results in diminished support for the issue(s) addressed by a campaign (Olien, Tichenor and Donohue, 1989). For example, the New Zealand Community Action project had to withdraw a controversial set of ads against the de-regulation of alcohol sales when a number of newspapers refused to print them. Accordingly, campaign participants need to be sensitive of community values when contemplating the use of "controversial" communication appeals.

2. Communication campaigns at the local level need to be flexible and responsive to unforeseen events.

The ability to capitalize on unforeseen opportunities is essential for effective advocacy campaigns at the community level (Pertschuk, 1988; Olien, Donohue and Tichenor, 1989). Community advocates are constantly on the lookout for newsbreaking developments which can provide a "peg" for press releases or other communication appeals addressing their priority health issues. 

The Community Action Project is a good example of how effective health communication campaigns can be implemented in response to current events. A concerted lobby for the loosening of restrictions on alcohol sales provided health advocates with the opportunity to launch a successful counter-initiative promoting responsible drinking practices.

3. Participatory communication campaigns need to anticipate the reaction of key stakeholders.

Community change efforts do not occur in a vacuum; they are shaped by interactions with key groups and institutions whose actions must be anticipated and who will be concurrently monitoring the actions of organized groups working to achieve community change (Alinsky, 1971; Schelling, 1966). Miscalculations about the responses of established community adversaries, such as the tobacco industry, can lead to the failure of communication campaigns at the community level. Misguided assumptions about the health needs of the priority audience can also result in a communication campaign with little or no impact. The lack of attention to community opinion during the initial stages of the Berkeley Wellness Guide project, for example, led to the production of an inappropriate resource that met with a lukewarm response from the community whose needs it was meant to serve. 

4. Frequent, continuous exposure to communication appeals is critical to the success of community-based campaigns.

To be effective, a message must reach the priority audience, be repeated frequently (up to a point) and consistently, but with some novelty, for long periods of time (Flay and Burton, 1990). Commercial advertising meets all of these conditions, but health campaigns, particularly those conducted at the community level, rarely do. Community-based initiatives with limited access to resources and media channels can promote the dissemination of messages through identified opinion leaders and interpersonal communications. This strategy was used, with apparent success, by a number of projects, including the Programa A Su Salud and the Bilingual Community Educator Program to promote breast screening. 

5. Effective communication campaigns at the community level maximize favourable interpersonal communications about the campaign issue(s).

Community-based campaign planners need to maximize positive interpersonal communications about priority health issue(s), particularly among local residents. The more people talk about (and therefore think about) an issue, the greater are the chances of change (Flay and Burton, 1990).  Encouraging community opinion leaders to raise awareness of health issues by discussing them with other community members -- the primary communication strategy used by the Bilingual Community Educator program to promote breast screening --  is perhaps the most effective means of fostering interpersonal communications.

6. Community-based campaigns need to ensure that a sufficient level of community cohesion exists for effective interpersonal communication.

The effective dissemination of messages through interpersonal communication requires an optimal level of community cohesion, social networks and mutual support that may not exist in many communities. The levels of social isolation and powerlessness among members of marginalized groups may deter the emergence of "natural opinion leaders", or depressed economic conditions may result in strained relations among neighbours, adding to the challenge of community outreach. In these instances, special efforts are required to develop a sense of community prior to fostering the process of community mobilization around a campaign issue.

To create an environment conducive to interpersonal communication, community workers and volunteers with the A Su Salud Program organized and hosted block parties to help neighbourhood residents get to know one another. These events helped to increase levels of community cohesion and support, thereby increasing community receptivity to interpersonal communications by trusted local residents (Amezcua et al., 1991).

7. When developing communication campaigns at the community level, there are tradeoffs in both small and large coalitions.

Smaller community coalitions are better able to respond to external events and are less likely to disagree about strategy. Larger community groups, by contrast, are more representative of the community, carry greater political weight, and may provide greater access to financial and human resources. However, larger groups may be less likely to reach consensus on appropriate communications tactics, and are less flexible about changing directions in response to new circumstances (Ferrence and D'Souza, 1993).

8. Community participants require time to develop the knowledge and skills needed for effective participation in communication campaigns.

The capacity to organize, research, plan, debate and communicate effectively is not common in most people (Hunt, 1990). Skills necessary for effective participation in communication campaigns are often developed over a long period of time. Campaign participants impatient for quick "results" need to be mindful of this fact. A number of projects discussed in the previous section, including "Kids in Action", the Tenderloin Seniors' Organizing Project and the Alcohol and Substance Abuse Project, devoted a great deal of time to skills training at the outset to prepare participants for active involvement in the planning and implementation of project activities.

9. A resource assessment of available communication channels in a community can enhance the effectiveness of a campaign.

A communication resource assessment is the first step towards identifying the potential role of communication channels in community-based health promotion campaigns. There are three distinct stages in this assessment: identify existing communication opportunities by conducting an inventory of possible communication channels; learn about the interests and motives of the "gatekeepers" who control access to these channels; and create independent communication opportunities when necessary (Durazzo, Flora and Foote, 1988).

10. Community-based campaigns at the community level should initially focus on short-term achievable objectives to increase community confidence and build support.

Giving initial support to clear, short term priorities (e.g., organizing a media event around cooperative community kitchens) can, over the long term, be more effective than immediately attempting to address large-scale problems (poverty, hunger). Achievable, short-term successes are needed to sustain participant commitment, especially among members of previously unorganized communities (Minkler, 1992). 

Short-term successes are particularly important for maintainingthe involvement of marginalized community group members, whose past attempts at tackling structural inequalities may have met with failure. Communication campaigns involving disempowered groups need to address issues that have some immediate payoff to the participants in terms of improved everyday living circumstances, such as the Tenderloin project's early efforts to provide low-income seniors with greater access to affordable, nutritious food.

5: A Practice Framework For Community Participation In Health Communication Campaigns

As strategies for promoting an optimal level of health, communication and community mobilization are premised on divergent theoretical perspectives. The former emerged, for the most part, from the fields of corporate advertising and social psychology, while the latter is  derived primarily from the field of social work and the practical experiences of social change movements. Given the different origins of these strategies, the community health literature often regards health communication and community mobilization as incompatible approaches. In practice, however, health communication and community mobilization are critical components of all health promoting endeavours; all communication campaigns require some degree of community participation, just as effective communication techniques are an essential part of the community mobilization process. Both strategies vary according to the degree of direct community involvement, the extent to which an intervention is guided by the needs and input of community participants.

The primary approaches to community participation in health communication campaigns are presented in Table 1. Based on Rothman's categories of community organization models (Rothman, 1970) and the public health practice frameworks reviewed by Labonte (1992), the table identifies three approaches to the development of health communication campaigns: traditional (sponsor-driven), interactive (community-based) and community-driven (community development).

This approach to health communication is used by the large scale media-based campaigns conducted by government agencies and non-profit health organizations. The objectives of these initiatives are precise in focus, and most often confined to the reduction of specific behavioural risk factors. Community participation in sponsor-driven initiatives is usually reactive in nature (e.g., providing feedback on developed materials through focus groups or other means of formative evaluation).

This approach to campaign development, most often used by public health providers at the municipal level and community-based prevention projects, extends the scope of sponsor-driven campaigns to consider the impact of environmental factors on particular health behaviours. Community group members play an active role in the planning and implementation of interactive campaigns, but the issues addressed by these efforts (e.g., substance abuse) are usually determined a priori by the sponsoring organization.

Initiated in response to the felt needs of community members, this approach is usually aimed at the psychosocial and socioenvironmental barriers to healthy behaviours rather than the behaviours themselves. Health professionals lend support to these campaigns in an advisory capacity, sharing their expertise and resources to support the community's response to its identified health concerns.

Table 1

	
	Sponsor-Driven
	Interactive (Community-Based)
	Community Driven (Community Development)

	Problem Definition
	Behavioural Risk Factors
	Behavioural Risk Factors
	Psychosocial Risk Factors

	

	
	Community conditions hindering adoption of healthy lifestyle changes (e.g., smoking in the workplace)
	(e.g., social isolation)

Socioenvironmental Risk Factors (e.g., poverty)

	Campaign Development
	Professionally developed
	Developed by health professionals and/or

community agencies with the involvement of communitymembers and groups
	Developed by community members with

support/advice from health professionals

and community agencies

	Opportunities for

Community Involvement
	Low (Focus Group Participants)
	Medium (Advisory Board members,

volunteers)
	High (Community members actively involved in all aspects of communication campaign)

	Principal Communication

Strategies
	Social Marketing
	Social Marketing Media Advocacy for 

environmental supports and lifestyle changes
	Media Advocacy for healthy public

policy changes

Interpersonal/group communication to policies fostering healthypromote community cohesion and social support

Interpersonal Communications

	Principal Communication

Channels
	Media Appeals: television, 

radio, newspapers, billboards,

posters

Print Material: booklets, 

pamphlets

Promotional Material (buttons, keychains, etc.)
	Media Appeals: PSAs, posters, billboards, mailouts 

Print Material

Promotional Material

Media Coverage (e.g., news-paper articles)

(e.g., health fairs)
	Media Events: press conferences,

demonstrations

Print Material: pamphlets, flyers

Media Coverage: newspaper articles,

letters to the editor

Special Community Events: public forums,

plays, concerts, popular education work- Special Community Events shops, etc.

	Criteria For Success
	Increased awareness of 

behavioural health risks

Increased adoption of

healthy lifestyles

Recall of communication

appeals
	Increased awareness of behavioural health risks

Increased adoption of

healthy lifestyles

Adoption of policies 

supporting healthy lifestyle

choices
	Improved levels of community cohesion,

social support and problem solving capacity

Improved community action for more equitable distribution of power/resources

Reduction/elimination of identified community health risks (e.g., pollution)


As is the case with other conceptual classification schemes, the attributes of these approaches to communication campaign development are presented in a simplistic, stereotypical fashion. Interactive approaches, for example, may often take on some of the characteristics of community-driven approaches and vice versa. It should also be noted that these approaches are complementary, not exclusionary. Effective communication campaigns initiated in tandem with strategies allowing for the active input and involvement of key community interests may prove to be a powerful combination for promoting health at the local level.

6: Summary And Conclusions

This paper reviewed the ways in which health communication and community mobilization strategies can be combined to address health-related issues. Although these two fundamental approaches to health promotion are sometimes regarded as incompatible, they can strengthen the impact of each other in a number of ways. As was noted previously, health communication strategies enhance the impact of community mobilization by enabling communities to take action by increasing their awareness of shared health concerns and enhancing their communication skills. Community mobilization, by contrast, complements health communication efforts by strengthening the impact of media-based communication campaigns, enabling community group members to secure access to communication channels and enhancing the credibility of health communication efforts by defining and framing health problems as the communities of interest perceive them.

Given the complementary roles of health communication and community mobilization, research and programming efforts should be directed towards ways of combining these strategies more effectively. Health communication campaigns initiated in tandem with strategies allowing for the active input and involvement of key community interests may prove to be a powerful combination for promoting health at the local level.
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