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First Word

Welcome to the first issue of Public Affairs in Health (PAH). The specificity of the title of
our new journal is deliberate. The discipline of public affairs covers a wide spectrum of
government agencies, businesses, and organizations. This journal focuses on the work of the
public affairs specialist in the field of public health. We recognize, however, that the position
description for the latter is not universal and tasks and responsibilities vary depending on

the mission and goals of the respective group that has oversight. But, the expected outcome
for the work of these individuals is the same — effective communication. From managing
crises to annual immunization drives, the public affairs specialist in public health must

craft the right health message, for the right audience, at the right time, via the right delivery
mechanism.

PAH focuses on the practitioner — how did the theory, idea, or hypothesis actually work in
real-life, in real-time? PAH will highlight these activities and achievements in the categories
of: “Best Practices,” “Original Research,” “Milestones in Public Health (M.P.H.)”, and
“Essays.”

Despite the admirable work accomplished by these communication professionals, many of
them still do not have a “seat” at the table when decisions are being made during a crisis or
the early planning stages of a major public health initiative. This oversight may be due to
the fact that: 1) public affairs specialists often don’t document their own work; and 2) while
other public health disciplines have legitimate or implied leadership credentials, the role of
the public affairs specialist is seen as supplementary or incidental. The lofty goal of PAH is
to help correct the misconception that their role is secondary to the success of a public health
campaign or event.

Finally, rest assured that we won’t “shoot the messenger!” Whether good news or bad news,

we look forward to reading and sharing your stories from the field.

Sharon KD Hoskins, MPH
Managing Editor




Health Disparity/Equity: Operationalizing Terms of Use

Doresa A. Jennings PhD, M. ED

Abstract

This paper proposes the need for and the opportunities of
operationalizing terms normally found when evaluating
and reporting results of public health practices that deal
with health disparity/equity. The purpose of this paper is to
put forth a framework in an effort to garner consensus in
the use of terms often seen in the evaluation of programs
with a focus on health disparity/equity, especially within
the area of health communications. The terms dealt with
in this paper are: fairness, health equity, health disparity,
underserved populations, health access, and health
outcome.

Introduction

According to the White House (2009), President Obama
supports legislation to encourage research that will examine
gender and health disparities. A focus on the issue of

health disparities in research should increase in the very
near future. It is also reasonable to guess there may be
health disparities/health equity reporting requirements

for organizations that receive federal, state, and/or local
dollars for health research and services. With the increased
focus in these areas, it is the author’s desire to propose a
standardization and operationalization of terms commonly
associated with this very important area of research. This

is especially true in health communications, a public health
area often noted for its work in health disparities and health
equity (Thomas, 2005).

If we begin to see in health communication a resurgence
of articles and study results focusing on health disparity
and associated topics, it will be much easier to interpret,
utilize, and expand on the knowledge if there is an
agreement on the meanings associated with and the
parameters defined by those terms. To start with, defined
consensus on the operationalization of terms within public
health communications could be a useful start to this
endeavor. While consensus is never easy (and in some
ways, limited by time), it can make the research of the area
of concentration more impactful and make the specific
research more meaningful to the broader field of public
health.

The terms this paper will be focus on are: fairness, health
equity, health disparity, underserved populations, healthcare
access, and health outcome. These particular terms were
chosen due to their frequency of use in research proposals,
journal articles, and official releases from public health
organizations, especially in health communication(s).
Without agreement on terms, it can undermine data results
and reduce confidence in analysis. Lack of confidence

in analysis can cause a hindrance in the ability to help
intended audiences. One reason the operationalization of

terms of use is so important in health communications is the
nature in which results are disseminated and utilized. The
very nature of health communications brings with it a broad
distribution of the research it produces, from historical
professional public health audiences and clinicians, to
release of information to the general public from press
releases, various print and television media, websites, and
even blogs. Messages have the potential to reach such a
wide array of audiences that ensuring the messages are
encoded with the proper terms and generate appropriate
decoding are key.

Terms and Their Use

Fairness — when the concept of “equity” is examined and
put forward, a common term recently used in the media as
well as federal and other governmental entities is that of
fairness. While the term fairness can be seen in releases

of data from public health organizations throughout the
world, it is not always fully defined in a measurable way.
One aspect not always defined is the fairness of what? Are
we looking at the fairness of the opportunity to have health
care choices or the fairness of the actual health outcome?
According to Webster’s Dictionary (2008), fairness is
defined as being free from bias, dishonesty, or injustice.
However, something can, in fact, be free from bias and still
not meet the criteria often being examined in the public
health area. It is proposed in this paper that when the term
“fairness” is often utilized by public health organizations,
especially in the establishment of new public health rules,
programs, or policies to promote health outcomes in for
specific groups or populations, a more appropriate term

of distributive justice would probably best be utilized.
Distributive justice deals with what is “fair” or “right” with
respect to the allocation of goods in a society which, for our
intents and purposes, would be health care (Phelps, 1987).

According to the Standard Encyclopedia of Philosophy
(2007), principles of distributive justice are normative
principles designed to guide the allocation of the benefits
and burdens of economic activity. In the public health,
the economic activity would be those funds designated
specifically for the relief of health inequity seen in
various populations. Taking the conversation away from
“fairness” in terms of equal distribution of resources, to
that of distributive justice more rightly shows the funding
of activities whose purpose is to expressly deal with an
unequal burden of disease and/or lower health status.

Health Equity — a situation in which, regardless of
individual behavior, individuals have access to equal
opportunities for positive health outcomes. Oftentimes,
this term is used when a more appropriate term of “health
inequity” is meant. According to the Center for Health
Equity (2009) health inequities are a subset of health



inequalities or disparities involving circumstances that
may be controlled by a policy, system, or institution so that
the disparity is avoidable. In other words, health inequity
is a situation in which, regardless of individual behavior,
an individual would not have access to positive health
outcomes than can be reasonably expected given their
situation.

An example of health inequity would be an environment

in which access to a high quality hospital or clinic is not
available within a reasonable distance. Another example
would be an environment in which access to high quality,
healthy foods is not available within a reasonable distance.
Examining the concept of health equity when evaluating
public health programs or policies, the author proposes
using the term health equity when explaining how on par
health outcomes are across groups and health inequity when
examining the differences between groups.

Health Disparity — a situation in which health outcomes
are unequal and the divide can be made by factors such as
race, socioeconomic status, or location (Carter-Pokras and
Baquet, 2002). While we would expect to find differences
in health outcomes amongst individuals — when these
differences can be traced to an individual’s race, socio
economic status, or location — we must begin to examine if
this is an illogically occurring health disparity. For instance,
obesity is seen in greater numbers for individuals, regardless
of race, of lower socioeconomic status. Due to the fact that
this is an illogical divide (as many individuals of varying
socioeconomic status theoretically should have access to
the same foods, health messages, doctors, etc.) The question
that needs to be examined is “why” we find greater obesity
in certain segments of the population, thereby uncovering

a health disparity needing to be addressed. The author
proposes that the health disparity be defined in terms of the
measurable health issue rather than a general demographic
term. Utilizing this health term will allow the intervention to
be more easily evaluated for effectiveness and generalized
to appropriate demographic populations.

Underserved Populations —generally “groups” that have
less access to healthcare than their comparative numbers in
the general population would expect. These groups often
consist of: low-income individuals, uninsured persons,
immigrants, racial and ethnic minorities, and the elderly.
The author proposes using this term when the group can be
easily defined and readily compared to a larger population.
The author also proposes defining “underserved”in
measurable terms so that health communication
interventions can be evaluated on their effectiveness of
closing this service gap.

Healthcare Access — the amount of opportunity a person
has to access healthcare and other health needs (like
prescription and over-the-counter medications). Healthcare
access is not limited to having health care facilities in the
area, but whether or not individuals can actually attain

the services of those facilities. However, there are some
situations where facilities are not within the reach of certain
populations.

Health Outcome — the outcome one would expect

for a given condition given proper health treatment
(AcademyHealth, 2004). The reason this concept is often
reviewed when looking at disparities in public health is
because we often see health outcomes not expected for
certain groups. We would not normally expect to see a
difference in outcomes to health treatments of individuals
statistically traced to socioeconomic status. However,
differences in health are seen throughout the U. S. and that
can be traced to socioeconomic status. Health outcome
helps us to closely examine what is the “expected”

health result versus what is the “observed” health result
(O’Donnell, n.d.).

Defining Populations

Another proposed area for making evaluations more
understandable and useful for a variety of public health
audiences is that of more defined populations. Often times
broad populations are defined with one title including such
groups as: minorities, women, and low socioeconomic
status. The author proposes that it would be useful to be
clear in terms of what individuals are included in the terms
being used. When referring to “minority,” does this include
all nonwhite individuals or specifically African-Americans
and Hispanics? It is also important to determine specifically
who is included in the population. Is a researcher dealing
with all African-Americans or only those African-
Americans that fall within a specific socioeconomic status?
It is equally important to be clear on who is “not” included
in the defined population as it is to be clear on those that
will be examined.

One way of gaining consensus in population definitions
would be the utilization of already established demographic
groupings. Some well noted organizations with clearly
defined demographic groupings include: the United States
Census Bureau, the United Nations, and the U.S. State
Department. Utilizing an already established demographic
groupings chart will allow for a more cohesive
understanding of the data being presented. This consensus
is particularly useful when evaluating the results of public
health campaigns for wider dissemination.

Parameters

One thing the individual researcher must be conscious of
in the area of health equity research is that of parameters.
Many of our definitions deal with populations groups (i.e.
minorities, low socioeconomic status, etc.). While defined
populations have been common in research for hundreds of
years, our demographic terms can encompass a wide range
of individuals whose individual experiences vary widely.
We can also enter situations in which individuals fall
within several of our chosen populations, which can begin
to hinder our analysis efforts. For instance, at what point
(if any) would socioeconomic status play a larger role in
health outcome than ethnic/racial status? We also encounter
individuals who fall within our chosen populations on

one factor (i.e. racial/ethnic status), but within our control
group in another factor. This can lead us, again, to have



interpretation issues with our data. For instance, would an
African-American with a multimillion dollar net worth
have health outcomes more similar to the group labeled
“minorities” or the group labeled “higher socioeconomic
status?” What about a Caucasian male living well below
the poverty line? When establishing our population groups
for study, we want to be cognizant to set our parameters

to clearly include those groups who are truly targeted for
the public health intervention or health communication
campaign message. The first benefit the setting of proper
parameters would have is not diluting our groups to the
point of covering up true impact of our campaigns (i.e.
setting the parameter of low-income minorities as opposed
too broad minority category). Parameters allow us to
focus our results so that those who wish to duplicate our
success or avoid our failures can have a more defined scope
from which to concentrate. With limited dollars available
for public health interventions, scoping succinct groups
will give us more efficient campaigns to produce and
implement.

We have seen throughout the field of public health that very
successful programs in one area can have considerably less
success when trying to be implemented on a broader scale.
Having more focused parameters will help organizations
make better decisions on where programs may have the
greatest impact.

Conclusion

The goal of this paper was to help start the conversation

on ways to operationalize and standardize terms when
evaluating public health programs that focus on health
equity/health disparity. The intent of this paper is not to

set the standards to be applied across the field of public
health, rather as a call for researchers to stringently apply
the use of terms and parameters to their research. By
having congruence of terms, published work can be more
readily acted upon by others in the field of public health.
Consistency of terminology allows limited dollars to

be more efficiently utilized by not duplicating mistakes

and also promotes better analysis of the data. Health
communications is a field of public health that is increasing
in size and impact, so having consensus on terms will do us
all a great service. The more meaningful we make our terms
in the health communications, the more widespread our
work can be utilized, even outside of our field. In the past
five to ten years, the importance of health communications
to overall public health activities has become more evident
and making our research available to the widest possible
audience will ensure our most successful programs have
the ability to be implemented on the widest possible and
appropriate level. Having very well defined and meaningful
terms will be a great start to this important process.

Will there be risks to our field if there is a move to more
consensus based terms of use in our research? Yes. The
biggest reason is that many of these terms are “legacy”
terms, meaning they have been used so often that can have
meanings (although diverse) already associated with them.
However, clearly defining the terms, thereby making them
understandable to persons within and outside of health
communications, can help to overcome this risk.
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The Virtual Joint Information Genter: A Technological Tool for kmergency
Lommunication

Bret M. Atkins, M.A.

Abstract

As audiences and information needs become more specific,
so must the tools used to meet the needs of those audiences.
One example is how government agencies and other
response organizations create and utilize specific products
and methods to share information with the news media.
Another tool, used primarily during crises for information
retrieval, processing, and release is the joint information
center, or JIC. This paper presents information on how the
current utilizations of JICs, frequently conducted within
the confines of a physical or corporeal location, may be
improved upon with the supplement of or replacement with
an electronic method of operational communication called a
virtual joint information center, or V-JIC.

Introduction

As audiences and information needs become more specific,
so must the tools used to meet the needs of those audiences.
One example is how government agencies and other
response organizations create and utilize specific products
and methods to share information with the news media, such
as the news release, the interview, and

Academic research about the use of a JIC is quite sparse.
Table 1 shows the number of articles written during the
past twelve years found in academic databases using the
terms “risk communication,” “crisis communication,” and
“joint information center.” These terms are commonly
used by governmental agencies practitioners who create
the aforementioned news products regarding events in
which their organizations are involved. The search used the
EBSCO service for an inquiry within the databases shown.
The parameters requested all peer-reviewed material from
January 1997 to early 2009; the search was not limited

to full-text results. While the search undoubtedly did not
capture all articles, it does reflect the abundance of risk
communication scholarship and the paucity of research on
joint information centers.

A JIC is defined by the federal government as “a facility
established to coordinate all incident-related public
information activities. It is the central point of contact

for all news media at the scene of the incident” (U. S.
Department of Homeland Security, 2004, p. 37). JICs

are where information is gathered, verified and used to
produce news products, and released to the media and other
stakeholders.

the news conference. These methods
have long been used during no crisis
times as well as during public health
emergencies. Reporters have come

to expect this manner of information
flow and incorporate it into their news
production procedures.

Another tool, about three decades old
and used primarily during crises, has
been added for information retrieval,
processing, and release — the joint
information center, or JIC. This paper presents information
on how the current utilizations of JICs, frequently conducted
within the confines of a physical or corporeal location, may
be improved upon with the supplement of or replacement
with an electronic method of operational communication
called a virtual joint information center, or V-JIC.

containing term

Joint Information Center

The Incident Command System (ICS) describes a public
information officer (PIO) as a crucial task position within
the command staff, and describes a JIC as a useful tool for
the PIO (U. S. Department of Homeland Security, 2004).
ICS formed in the 1970s following devastating wildfires in
California, and the JIC concept began “around the time of
the eruption of Mount St. Helens” (AudienceCentral, 2007,
para. 1). The volcano exploded in March 1980.

Term Risk communication Crisis communication Joint information
center
Number of articles 2,094 731 1

Databases queried were Academic Search Premier, Business Source Premier, CINAHL Plus with Full Text,
Communication & Mass Media Complete, Education Research Complete, ERIC, Military & Government
Collection, PsycARTICLES, PsycINFO, SocINDEX with Full Text.

Other tasks accomplished in the JIC include: (a) monitoring
news coverage to ensure accurate information is being
disseminated and received properly, while correcting
incorrect information about the emergency response that
appears in the news media; (b) managing news conferences
and press operations for disaster area tours; (c) providing
basic facilities to assist the news media in disseminating
information to the public and to credential media
representatives; (d) providing all stakeholders directly or
indirectly affected by the emergency with access to timely
and accurate information about response, recovery, and
mitigation activities and their limitations; and (e) ensuring
government communication resources are managed
effectively and duplication of effort by departments is
minimized (U.S. Department of Homeland Security, 2005,

p. 3).



Corporeal Joint Information Center

Not surprisingly, communications personnel at JICs make
use of relevant equipment such as computers, telephones,
fax machines, and two-way radios. Despite the time-
savings available when using these electronic tools, the
corporeal nature of the JIC creates limitations of available
space and response time, according to Marc Mullen, Vice
President of PIER Systems, a provider of electronic-based
V-JICs. The selection and preparation of the physical
facility can cause significant delays in producing and
releasing crucial information. There is yet to be any
incident where people were ready for it; where they had the
(JIC) room ready. Unless it’s a dedicated communications
center; then people still have to drive to it. The place for

a V-JIC comes when you have to respond — when you

get to any major or sudden event (M. Mullen, personal
communication, April 10, 2007).

The V-JIC, as defined by the U. S. Department of
Homeland Security, is an electronic substitute when a
“physical co-location is not possible” (U. S. Department
of Homeland Security, 2008, p. 72) and may include
secure (password-protected) Web sites, e-mail, telephone
conference calls, or two-way radio communication.

If providing information more rapidly is more likely

to occur when using a V-JIC, why are there not more
systems in place? Certainly cost is a factor in adopting any
technology, but the reasons are likely more complex. There
is an abundance of research on the adoption of new ideas
or technologies called diffusion of innovations that may
provide insight and avenues for disseminating V-JICs more
broadly.

Diffusion of Innovations

Diffusion of innovations is a stalwart model of how ideas,
products, systems, and technologies are dispersed and
accepted or rejected. Since its beginning more than 40 years
ago, the more than 5,000 related research studies make

it among the top social science frameworks developed
(Haider & Kreps, 2004; Singhal, 2005). Its chief designer,
the late Everett Rogers, defined diffusion as “the process

in which an innovation is communicated through certain
channels over time among the members of a social system”
(Rogers, 1995, p. 5) and an innovation as “an idea, practice,
or object that is perceived as new by an individual or other
unit of adoption” (1995, p. 12). Rogers identified and
typified groups by how quickly they adopt an innovation.
Ranging from fastest adoption to slowest, the groups are
innovators, early adopters, early majority adopters, late
majority adopters, and laggards (McAnany, 1984).

Research is mixed regarding the adoption of Web-based
tools — Prandelli and colleagues found only gradual use
of Web-based collaborative tools (2006, p. 125) in their
study of five manufacturing and retail industries. There is
evidence to suggest the diffusion model is applicable to
study the public sector (Frederickson, Johnson, & Wood,
2004), and more specific research on public health entities
finds that various characteristics of the group itself factor

into how quickly it embraces an innovation (Rivera &
Rogers, 2006). Not surprisingly, management is found to
play a crucial role in adoption as well (Peansupap & Walker,
2006).

Virtual Joint Information Center (V-JIC)

While technological limitations have until relatively recently
confined the structure of a JIC to a physical location,
advances in computer hardware and software, the Internet
and access to it, and a rethinking of JICs and message
production have enabled the inception of the electronic-only
V-JIC.

The internet and the accompanying improvements in the
capability of computer systems to create, distribute, and
receive information have together created new methods of
knowledge transfer and new opportunities for those wishing
to utilize them. As organizations adopt more technology, the
comfort level with technology increases, ideally followed
by changes in administrative rules, and finally, changes in
behavior.

But as Prandelli and colleagues discovered (2006, p. 125),
the adoption rate is slower than technically feasible because
of human and organizational delays and limitations. Using
the federal government as an example, after computers and
Internet connections made telecommuting (i.e., working
from a remote location) technically feasible, legislation was
enacted in 2000 to allow the practice, (Office of Personnel
Management, n.d., p. 1) but nearly a decade later, the number
of executive-branch federal employees telecommuting is still
less than 8% (Office of Personnel Management, 2008, p. 2).

The lack of scholarly research about V-JICs in and of itself is
not surprising. The concept is relatively new; the structure is
temporary (used almost exclusively for infrequent crises), the
number of users is small — most likely just a few hundreds of
communications professionals, and a V-JIC is a “behind the
scenes” tool, similar to an operational status board or e-mail.

By viewing the concept of V-JICs as another form of virtual
community, similar to electronic forums and online social
networks, however, more studies do surface. Hsiu-Fen (2006)
found that trust in the structure of a virtual community and
the organization operating it was positively linked to the
amount of use by the community. Other studies found that
electronic interaction and increased information sharing are
linked (Sharpton & Jhaveri, 2006), online work within an
electronic community structure can lead to improved work
offline (Graff, 2006), and how the site is designed and who
designs it may affect how well users can accomplish tasks on
the site (Faiola & Matei, 2005).

Ideally, a V-JIC system should be able to allow staff to
conduct all tasks they would be able to in a physical JIC. This
would include gathering, confirming, and vetting information
and using it to produce or distribute information products to
response partners. To do these tasks, the V-JIC system must,
at a minimum, contain a method of transmitting, receiving,
and storing written products.



Examples of V-JIC systems

One of the early commercial V-JIC systems, the Public
Information Emergency Response or PIER Systems, was
developed by Gerald Baron. Baron’s public relations

firm represented the company Olympic Pipeline in 1999
when a massive gasoline spill ignited and killed three
people (Baron and Company, n.d.; McClary, 2003). PIER
Systems was developed based on his experiences providing
information during the emergency.

Preparing for a potential hazard triggered the development
of a second V-JIC system. The Umatilla, Oregon facility of
the federal Chemical Stockpile Emergency Preparedness
Program (CSEPP) is one of several in the country with the
mission to safely store, disarm, and destroy stockpiles of
chemical weapons. The staff created an electronic status
board and Smart Book (Umatilla County Emergency
Management 2005; Umatilla Joint Information Center,
2007) with hyperlinks to information crucial to the agency
and its stakeholders in the event of a chemical leak, spill, or
explosion.

Third, Oregon’s state health department has developed its
own V-JIC platform. The system was designed for use by
response partners, not the media or Internet public, and
thus is password protected (Oregon Department of Human
Services, 2007). A brief demonstration tour in early 2007
showed a robust site with varying levels of security (i.e.,
system administrators could limit access to only users
responding to a specific incident) and easy-to-use features
to post and retrieve information about an incident (C.
Holmgren, personal conversation, February 16, 2007). The
system has been used for exercises and real-world events,
and serves as the central resource for vetted information,
thus minimizing inconsistent messages (C. Holmgren,
personal conversation, April 13, 2009).

The three previously mentioned systems are designed to be
specifically crisis-oriented V-JICs. However, the Stargazer
system, created by the nonprofit Stargazer Foundation,
offers certain social contact applications free of charge

to individuals, families, and small nonprofits (Stargazer
Foundation, 2007). For government agencies and other
entities that wish to utilize the JIC features of the Web-
based communication system, a nominal fee is charged.

In addition, new social networking products and systems
are on the forefront of Internet technology. Web sites such
as Facebook, LinkedIn, and Ning are used by families,
friends, and professional associates to share information
(e.g., messages, images, files); these same functionalities
are found on proprietary V-JIC systems.

A sixth system is perhaps the least costly and easiest to
establish and adopt for agencies or organizations. It is

not a discrete V-JIC, but the use of various electronic
components such as the computer; Internet connectivity;
e-mail; an intranet or Internet repository for files, such

as Microsoft’s SharePoint© system; an online, real-time,
instant messaging program such as AOL Instant Messenger;
and a telephone or two-way radio. For the purposes of this
paper, this system will be referred to as a fractional V-JIC.

Case study of V-JICs

One may better understand the various functions and
usefulness of a V-JIC through an examination of their use.
The following section describes events using the fractional
V-JIC titled, “Gastrointestinal illness outbreak — Ohio —
2004.”

In summer 2004, the Ohio Department of Health (ODH)
along with staff from other local health departments in

the state, the Ohio Environmental Protection Agency, and
staff from the Centers for Disease Control and Prevention
(CDC) assisted the Ottawa County Health Department

in their investigation of 1,450 cases of gastrointestinal
illnesses in visitors to and residents of South Bass Island,
located in Lake Erie, just offshore from Port Clinton, Ohio.

At the time, this was the second-largest waterborne
infectious disease outbreak in the nation. The investigation
determined the likely cause to be widespread groundwater
contamination due to failing septic systems, the particular
geologic features of the island, and heavy use of water and
septic systems because of large numbers of visitors during
the height of the tourist season.

Staff from ODH’s Office of Public Affairs activated

a physical JIC in the Ottawa County Courthouse,

about 2 miles from the county health department — the
command center for the incident. At the JIC, the public
communication efforts served to provide information

to the media, residents, visitors on the island, elected
officials, response partners, and other interested parties.
The methods used combined typical features of a physical
JIC (i.e., staff gathering at a single location to produce
news products) with electronic elements (i.e., using existing
office electronic methods to gather, confirm, use, share,
and disseminate information). This configuration, without a
specific V-JIC platform, fits the term fractional V-JIC.

The JIC was activated for eleven days and responded to
more than 2,100 inquiries from media and those calling into
the public information line. Because ODH had adequate
staffing and technical capability to establish an information
line call center at its headquarters, it was decided to
conduct that portion of the public information operation
there, rather than at or near the physical JIC (about a 2-hour
drive away).

Updated information for the information line staff

(and other response partners) was produced at the

JIC and distributed by e-mail each morning. Later in

the day, metrics about the number of calls received at

the information line center were sent to the JIC and
incorporated into other material, such as Web site updates,
fact sheets, and activity reports.

Media monitoring is another typical function at a JIC.
Because this outbreak received a great deal of media
interest and inquiries, a robust monitoring operation was
necessary. Rather than set up televisions and radios in

or near the JIC, staff at ODH headquarters coordinated

a multi-city effort to monitor the media. Nearly all TV
news coverage came from two cities — Toledo to the west



and Cleveland to the east. The ODH media monitoring
coordinator requested the public information officer

(PIO) from each city to monitor the news coverage in

their community and forward a written report via e-mail.
The coordinator from ODH combined those reports with
additional examples from news Web sites into a single daily
report and sent that report via e-mail to the JIC.

In an effort to provide adequate information about the
progress and process of the public health and environmental
investigations into what was making people ill, information
was posted on the ODH Web site, and links to the content
were provided to response partners for linking from their
sites. The news products generated included news releases,
fact sheets, and at the conclusion, a series of summary
reports from the various agencies involved in the event.

Conclusion

Not surprisingly, the recommendation from any vendor
producing a V-JIC software system is to purchase a V-JIC
software system. More impartially speaking, however,
several agencies small and large from the local to the
federal level of government have bought or created their
own V-JIC systems used for communication responses.
The creation of a national advisory group would allow
greater investigation into the current state of technology
being used. The agencies involved should be those that
typically have an active role in crisis response. This would
include, but not be limited to, public health, emergency
management, hospitals, law enforcement, and fire
departments. The advisory group can also capture best
practices from organizations utilizing a V-JIC system. The
need for organizations to be able to respond actively with
their own information quickly is crucial, and efforts to

do so may be made more productive through the use of a
virtual joint information center.
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Leveraging the Power of the Faith-based Community and its Gritical
Gommunication Role during Public Health kmergencies

John P. Philbin, Ph.D., APR and Nichole M. Urban, MPH, CHES

Abstract

Faith-based leaders are trusted and can serve an integral
role in delivering critical health information, especially
during times when victims, responders, and observers
may question the credibility of communication from

other sources. Faith-based community leaders are key
partners in preparing for, responding to, and recovering
from disasters—because they are trusted. Considering the
decline in public confidence in government and industrial
institutions, public affairs officers should integrate risk
communication principles and faith-based leaders into their
strategic communication plans.

The New York State Department of Health (NYSDOH)
conducted several risk communication workshops

to establish and enhance relationships among faith
communities. These workshops had the following
purposes: (1) Train faith community and health department
representatives in risk communication practices and
principles; (2) Offer an opportunity for the two groups to
discuss ways to collaborate on public health emergency
preparedness and response; and (3) Provide an opportunity
to network.

Introduction

When communication is discussed in the context of health
departments and other emergency services organizations,
most often it is associated with interoperability challenges
of the technology. However, there is a “human” element
to communication that can have profound psychological,
emotional, physiological, and behavioral consequences on
how affected populations and observers prepare, respond,
and recover from disasters.

A growing body of empirically-based research from
risk communication reveals there are principles of risk
communication that can enhance our ability to make
more effective decisions, communicate more clearly,
and be understood more easily. So, why aren’t we
integrating them more into our public health emergency
communication efforts?

As a science-based approach, risk communication

research reveals that there are proven methodologies to
improve the likelihood that critical information will be
received by those who are involved in high stress, high
concern or controversial situations. Risk communication
principles may be successfully applied to create positive
outcomes. For example, understanding that people process
information in “chunks” according to the research, leaders
can develop and organize communication in a manner that
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improves the chances that messages will be received and
accepted by recipients.

Additionally, communication during high stress situations
demands attention to three principle attributes: compassion,
conviction, and optimism.

Important Role for Faith-Based Community
Leaders

The New York State Department of Health (NYSDOH),
in its continuing efforts to better prepare their response to
emergency situations, has invested in risk communication
workshops to establish and enhance relationships

among faith communities. NYSDOH understands the
communication challenges regarding public health
preparedness are great; however, by leveraging the
credibility, integrity, and trust enjoyed by faith-based
leaders, NYSDOH is taking advantage of fundamental
attributes that facilitate the delivery of emergency
information to significant portions of our communities.
Faith-based leaders are trusted and can serve an integral
role in delivering critical health information, especially
during times when disaster victims, first responders, and
observers may question the credibility of communication
emerging from non-faith-based sources.

In 2007, to aid in developing partnerships between health
departments and their local faith communities, NYSDOH,
with the Consortium for Risk and Crisis Communication,
offered free risk communication workshops throughout
the state. These workshops had the following purposes:
(1) Train faith community and health department
representatives in risk communication practices and
principles; (2) Offer an opportunity for the two groups to
discuss ways to collaborate on public health emergency
preparedness and response; and (3) Provide an opportunity
to network together.

More recently, NYSDOH continued this important work
by conducting additional risk communication workshops
throughout the state. There was an emphasis on mass-
fatality messaging and acquiring feedback from participants
on how to respond to a lack of capacity at medical facilities
and inadequate medical equipment such as ventilators,
which is likely to emerge as an issue during a pandemic.
These workshops sought to improve participants’

risk communication skills and address the following
psychosocial impacts of disasters, which included: (1) Risk
and protective factors; (2) Stages of response and recovery;
(3) Intervention strategies; (4) Individual and collective
preparedness and recovery; and (5) Issues of special
populations.



The workshops focused primarily on faith-based leaders;
however, attendance was complemented with staff from
local health departments, social work agencies, and
non-governmental organizations (NGOs). The training
centered on understanding best practices in risk and
crisis communications,
psychosocial principles and
practices, and employing
these techniques in high stress
situations, especially given .
the high probability of mass-
fatality that may accompany
a public health emergency or

*  Why me?
*  Why not me?
* s there a God?

disaster.

* Has God abandoned us?
By using a science-based, * Is God punishing us?
critical body of knowledge *  How do I/we get through this?
that has enormous potential «  How do I/we know if God is listening?
benefits to communities that +  How can we forgive those who have done
will play important roles this?

in response and recovery,
NYSDOH is enabling

communities that can serve vital communication facilitation

roles in preparing for, responding to, and recovering from
disasters.

Best Practices for Faith Leaders
Communicating during Public Health
Emergencies

Most individuals who have experience in incident
management or as first responders understand the
imperative to establish pre-need relationships with others
who will arrive in support of a disaster operation. What
many experienced professionals in this environment do
not fully understand or appreciate is how communication
must change to account for the resulting stress. Risk
communication principles can have immediate and long-
term positive effects on our ability to prepare for, respond
to, and recover from disasters. The empirical data from
the research used in these workshops support this. The
fact is that communication under normal circumstances

is different than communication during times of stress.
Disaster victims, as well as those who are responding,
process information differently; therefore, it is important to
communicate in a manner that will increase the likelihood
that the information will be received and understood by
recipients.

Workshop participants were nearly unanimous in their
assessments and observations that the risk communication
information they received during the eight-hour training
was very valuable and they intended to employ the tools
and techniques when they returned to their communities.
The research suggests that the key components of early
intervention with respect to mental health should focus

on securing basic needs, providing psychological first aid,
conducting needs assessments, monitoring the rescue and
recovery environment, providing outreach and information,
delivering technical assistance, consultation, and training,
fostering resilience and recovery; conducting triage and
referral, and providing treatment.

The most frequently asked questions of faith
leaders during a disaster or crisis

Why did God let this happen?

Of considerable importance for the participants of these
workshops, however, is the special role that faith leaders
serve in assisting the communities affected by disasters
(See Box “The Most Frequently Asked Questions of Faith
Leaders during a Disaster or Crisis”).

Although there is research that
reveals the “77 Most Frequently
Questions Asked by Journalists
During an Emergency or Crisis,”
(Hyer & Covello, 2005) which
can aid in preparing responses in
advance of disasters, additional
research would affirm and
provide more frequently asked
questions of faith leaders.
Workshop participants believed
there was significant value in
preparing responses to these
questions in advance based on
risk communication principles.

Conclusion

Faith-based community leaders can play an important
role in preparing for, responding to, and recovering from
disasters—because they are trusted. When combined with
the decline in public confidence in institutions, such as the
government and industry, public affairs officers should
consider more formally integrating risk communication
principles and faith-based leaders into their strategic
communication plans.
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Grisis and Emergency Risk Gommunication: Bandura
Pandemic Influenza Response

Barbara Reynolds, PhD

Abstract human population has no immunity to it through earlier
exposures), virulent, and easily transmitted from person to
Albert Bandura’s social cognitive theory stresses the person. At present, the HSN1 virus is not easily transmitted
importance of observational learning and the concept of from person to person (DHHS, 2008). A pandemic
self-efficacy (Grohol, 2004). One’s self-efficacy, or one’s influenza vaccine can not be manufactured in pandemic
confidence in one’s ability to perform, stems from four quantities until the pandemic influenza strain emerges. This
sources: personal physical and emotional states, mastery leaves public health officials with the quandary of how to
experiences, vicarious experiences, and social persuasion. protect people from the influenza virus during the early
Public health can apply social cognitive theory to help phase of a pandemic when vaccine and antivirals will be
protect communities during a severe influenza pandemic. in extremely short supply. The answer at this time is the
The effort to build or raise personal and group efficacy is implementation of nonpharmaceutical interventions or NPIs
worthwhile because a severe pandemic will touch nearly (Bell, 2006; Stohr, 2005).
every person and community for an extended length of
time. To save lives and the societal infrastructure, any The NPIs currently under consideration require changes
advantage offered by social cognitive theory to ensure in individual and community behaviors. The goals of the
individuals and entire communities believe their use of NPI behaviors are to limit the spread of the pandemic,
NPI strategies are valuable and that they have the ability reduce illness and deaths, and lessen the impact on societal
to take recommended actions is worthwhile. Knowledge infrastructures such as reducing workplace absenteeism
alone is not enough; knowledge must be combined with and numbers of hospitalizations. CDC has identified the
self- and group efficacy for people and groups to engage following four pandemic mitigation interventions: isolation
in successful health behaviors. Social cognitive theory of ill people in their home or the hospital; voluntary home
is foundational to the CDC’s crisis and emergency risk quarantine of non-ill family members for at least 4 days
communication (CERC) framework and should be (i.e., two transmission periods) when a household member
considered when communicating about NPIs. is presumed ill with pandemic influenza; dismissing

students from school attendance and closing child care
programs; and social distancing to reduce contact among

Introduction adults (e.g., cancel large public gatherings and telecommute
to work). Retrospective studies of behaviors by individuals
Editor’s Note: Since this paper was written and accepted and U.S. cities during the 1918 pandemic suggested that
for publication, the public health community has this approach would achieve the stated goals. For this
recognized a novel influenza type A/HINI virus as causing strategy to be effective in a severe pandemic, individuals
illness and death among humans. The novel HIN]I flu and communities would have to adopt these behaviors early
virus is being confirmed as causing illness among humans once the virus arrived in their community and be willing
in nations around the globe, and The World Health to sustain them for possibly as long as twelve weeks.
Organization has moved to Phase 5 of the global pandemic Therefore, for this plan to be a viable option, individuals
plan. The CDC has cautioned that, while planning for the and entire communities must believe the program is
possibility that avian influenza HSNI would emerge as a effective and that they can meet its requirements.
pandemic influenza strain, other influenza viruses with the
potential to cause an influenza pandemic could emerge. Albert Bandura’s social cognitive theory may be an
With that understanding, the preparation for H5N1 or any important psychological approach to public communication
potential pandemic virus is critically relevant today as about NPI behaviors in a severe influenza pandemic.
community mitigation measures are being instituted and However, in relationship to the implementation of NPI
recommended. strategies, the theory raises questions regarding cognitive
aspects of learning, societal influences on individual
The world is preparing for the next pandemic of influenza behavior, individual and group efficacy, and the variability
(CDC, 2007). If the next pandemic is as severe as the 1918 in behavioral responses for individuals when experiencing
pandemic, the Centers for Disease Control and Prevention high emotional distress. This paper describes mechanisms
(CDC) estimates that approximately 2 million Americans of the social cognitive theory and suggests those most
could die. Concern is heightened because the HSN1 avian appropriate for use within the crisis and emergency risk
influenza virus circulating now and causing deaths among communication framework as it relates to the use of NPIs
humans and birds is highly virulent. The H5N1 virus does in pandemic response.

not yet meet the criteria to be declared a pandemic strain.
For an influenza virus to qualify, it must be novel (i.e., the
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Cognitive Goal-Seeking, Social Cognitive
Theory, and Efficacy

Social psychology uses approaches of inquiry from three
disciplines: behaviorism, Gestalt, and cognitive psychology.
Social psychologist Kurt Lewin described this interaction
and espoused that there is a relationship between individual
desires and situational opportunities (J. Feist & G.J. Feist,
2002).

Cognition and Goal-seeking

Cognitive psychology has provided social psychologists
important concepts to describe mental activity related to
perceptions and learning (Solso, 2001). A broad area of
cognitive psychological research which also can inform NPI
implementation strategies is how people develop and then
work to achieve goals. For example, Chartrand and Bargh
(1996) (as reported in Moskowitz, 2005, p. 398) suggested
that priming, or the implicit activation of goals, is possible
and that the goal desire could be triggered in a future
context after being primed in the preconscious. This concept
suggests that before a pandemic arrives, health officials
could engage in education and persuasive appeals to boost
the public’s ability to change their pandemic behaviors.
Selecting goals and the persistence applied to reaching

the goal depends on how appropriate the goal is in a given
context (Moskowitz, 2005). For example, an inappropriate
goal would be to have no contact with other people during
a pandemic (i.e., eighteen to twenty-four months). There
are, however, approach-related negative affects that can
interfere with goal-seeking efforts (Carver & Scheier,
2005). When people fail and believe further effort is futile,
their negative emotions (e.g., frustration, anger, sadness,
and despondency) can be precursors of giving up.

Social Cognitive Theory

People will not change unless they believe change is
important and they have the confidence that they are able
to change (Miller & Rollnick, 2002). However, there are
mindsets such as pessimism and chronic self-doubt that
can threaten confidence and thwart behavior change.

Social psychologist Albert Bandura developed the social
cognitive theory to explain social and individual influences
on behavior and the degree of effort and persistence people
will put forth in pursuing an objective, especially under
difficulty (Bandura, 1997). Importantly, social cognitive
theory recognizes human agency in that humans can
intentionally make things happen. It also recognizes that
personality is molded in part by one’s environment. Social
cognitive theory takes a step away from behaviorism by
exploring personal influence within environmental forces
and the application of forethought. In other words, “people
set goals for themselves, anticipate the likely consequences
of prospective action, and select and create courses of action
likely to produce desired outcomes and avoid detrimental
ones” (Bandura, 2001b, p. 7). A hallmark of social cognitive
theory is the recognition of human plasticity or functional
consciousness and the purposive use of information.
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Self-efficacy

Central to social cognitive theory is the concept of self-
efficacy, or one’s belief that one can execute a behavior
that will produce a desired outcome (Bandura, 2001a).
Self-efficacy influences what actions people attempt along
with the degree of effort they put forth, the amount of time
they will invest, and their persistence when faced with
setbacks. People with high self-efficacy will choose more
difficult tasks and put forth more time and effort in the face
of obstacles. Efficacy is about confidence, not outcome
expectations (Bandura, 1997). In fact, even in the face of
disconfirming evidence, once a person feels confident about
their ability to perform a task, their confidence level tends
to be stable (Carver & Scheier, 2005). In contrast, people
with low self-efficacy do not believe they are capable of
consequential behavior. High self-efficacy predicts higher
achievement, better health, and greater socialization
(Schwarzer, 1998). There are four main sources of personal
efficacy: physical and emotional states, observational
learning, mastery experiences, and social persuasion.
Within all four sources, the individual will cognitively
process information about oneself and the environment.

In studies related to positive health behaviors, Rimal
(2001) found that knowledge combined with self-efficacy
predicted successful behavior. However, knowledge of the
desired behavior alone was not enough to predict successful
behavior.

Physical and emotional states

Physical and emotional states influence efficacy. Typically,
strong emotions such as great stress, severe anxiety, and
intense fear will lower performance. Interestingly, people
may increase performance if they understand the fearful
emotional state is realistic for the context. For example,

a combat soldier facing a lethal enemy chemical attack
may feel intense fear but still don a protective mask faster
than when feeling less anxious during a non-lethal training
attack. Fear and anxiety are two separate emotions (Craig,
Brown, & Baum, 2000). Fear is a realistic, adaptive, and
time-limited response that is usually not anticipated, where
as anxiety is generally less adaptive, not-time specific,
anticipated, and less realistic. Nonetheless, they both are
alert signals that warn of danger. Fear triggers fight or
flight. In contrast, anxiety primes fight or flight but does
not engage it. The less agency or control a person perceives
they have in a situation, the more anxious they may feel and
their performance will suffer. Negative self-beliefs generate
worry, avoidance goals, and negative emotion which can
lead to self-handicapping and ever increasing anxiety
(Zeidner & Matthews, 2005). The fight or flight response
can be debilitated by chronic anxiety and increasing danger
to self and others if performance declines.

Mastery experiences.

Mastery experiences are the most influential of the four
sources of self-efficacy (Bandura, 1997). Generally, a past
successful performance raises self-efficacy: “I skied a black
diamond before so I can do it again.” Past failures typically
lower self-efficacy: “I wiped out on the black diamond



so I can’t ski that run.” However, there are six aspects

of mastery experience that correlate with those general
rules: the more difficult the task, the more a successful
experience will raise self-efficacy; tasks successfully

done alone raise self-efficacy higher than if one had help;
self-efficacy is lowered more if failure comes after having
put forth one’s best effort; failure during strong emotional
states is not as debilitating to self-efficacy; failure before
mastering a task is more detrimental to self-efficacy; and,
after mastery, an occasional failure is not as detrimental to
self-efficacy. Importantly, failures may be task specific and
not affect general self-efficacy (Smith, Kass, Rotunda, &
Schneider, 2006). Smith et al. found in their experiment,
which induced failure in a group (i.e., presented unsolvable
anagrams), failure significantly lowered task-specific
efficacy compared with the control group, but the failed
group maintained their general self-efficacy in comparison
with the control group. Bandura (1997) suggested that
efficacy expectations involve generality (i.e., some
experiences are generalized and others are limited to a
task), strength (i.e., one persists if expectations of mastery
are strong), and magnitude (i.c., level of task difficulty).
However, self-efficacy is for the most part task specific.

Observational learning.

While not as influential as mastery experiences,
observational learning or social modeling is a source

of self-efficacy. Most people learn through observation
and not experience—which could be laborious at best

and harmful at worst. Observational learning depends

on whether one is attuned to the observed behavior, the
degree of arousal in the observer, the ability for the person
to retain what he or she has observed, and one’s degree

of motivation to learn (Rimal, 2001). When an individual
observes a person of equal ability achieve success, the
individual’s self-efficacy goes up; but, it will go down if
they observe the person failing. For example, if a peer fails
his statistical exam, the observing individual’s self-efficacy
could be lowered. People perceived as dissimilar will not
affect self-efficacy. Of note, people in adverse situations
can model prosocial behavior to help others succeed.
“Seeing people in similar circumstances succeed by
perseverant effort in the face of difficulties raiser observers’
beliefs in their personal and collective efficacy” (Bandura,
2003, p. 171). Efficacy beliefs influence resilience to
adversity and the amount of stress or depression people
may feel in coping with highly demanding environments.
Self-efficacy beliefs, including empathetic and social
self-efficacy beliefs, have a pivotal role in prosocial
self-regulating behaviors. People will adopt an observed
behavior if they value the results and if the model is
perceived as similar to them and admired. This is often
reflected in the influence of television commercials.

Social persuasion.

Although social persuasion is not a strong source of
individual or collective efficacy, research does show that
efficacy can be raised or lowered through persuasion
(Bandura, 1997). In response to disease outbreaks or
major disasters, Hall et al. (2003) noted that effective
risk communication to the public can reduce negative
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psychological responses. However, for persuasion to occur,
the individual must believe the person and the source are
credible, and the people being persuaded must be able to
carry out the activity. For example, someone in the line of
a tornado can not be persuaded to “go to the basement” if
the person lives in a mobile home without a basement. The
persuader’s status and authority can increase the likelihood
that they can raise specific task efficacy in others. In
addition, persuasion is more likely to work if it’s combined
with past successful mastery experiences related to the
current desired behavior. For example, people can be more
easily persuaded by the county emergency manager to
evacuate before a hurricane if they had done so successfully
in the past. A cautionary note arises about persuasion in
high stress or fear-inducing situations. While demand/
suggestion is effective in less fearful situations, because the
conditioned fear response can be so strong, persuasion will
produce only weak and temporary effects if individuals are
highly fearful (Bandura, 2003).

Group efficacy

Social cognitive theory also explores collective or group
agency in that people can share a “belief in their collective
power to produce desired results” (Bandura, 2001a, p.

14). The collective belief that the group can be successful
defines group potency (Hecht, Allen, Klammer, & Kelly,
2002). People often pool their resources, knowledge,
and mutual support to solve problems. Hecht et al.
found a “strong positive relation between potency and
performance” (p. 149). This was particularly important
when the group faced complex tasks that required the
efforts of every group member. Also, improving group
performance may be better realized through promoting high
group efficacy more so than by attaining high group goal
commitment.

Self-efficacy, culture, gender, and age

The concept of efficacy among diverse cultures is supported
by cross-cultural research (Bandura, 2001a; Lindley,

2006; Schwarzer, 1998). Efficacy is better expressed when
systems for success are oriented to culturally supported
social arrangements. For example, people acculturated to
be individualistic in their efficacy beliefs will feel most
efficacious in individually oriented systems. There are
differences in levels of self-efficacy among ethnic groups.
Euro-Americans were found to maintain higher self-
efficacy in the face of career-related barriers than did ethnic
minorities (Lindley, 20006). Interestingly, persuasion was as
important as performance experiences in predicting math
self-efficacy among African-American students, suggesting
a deficit in positive social persuasion in this domain.
Socioeconomic status also influences personal efficacy
(Fernandez-Ballesteros, Diez-Nicolas, Caprara,
Barbaranelli, & Bandura, 2002). Those with socioeconomic
advantages and, therefore, more resources and access

to support structures are likely to have greater self-
efficacy. The advantaged are also more likely to exhibit
collective social efficacy. In contrast, the economically
disadvantaged, including entire neighborhoods, may exhibit
learned helplessness resulting in deficits in motivation

and cognitive processes such as pessimism (Uomoto,



1986). They may be more depressed, anxious, and hostile.
Helplessness evolves from prior experiences and lack of
perceived control. Ohmer and Beck (2006) found that in
poor communities greater participation in neighborhood
organizations increased organizational collective efficacy
but still did not increase neighborhood collective efficacy.

In addition to culture and socioeconomic status, gender
and age influence personal efficacy (Fernandez-Ballesteros
et al., 2002). Men are more likely than women to believe
they can solve social problems such as terrorism and
economic crises. Also, younger people have greater
efficacy than older people related to solving social
problems. Women are equally confident in their ability to
manage life circumstances such as work, health, and family
relationships. For task-specific self-efficacy, men have

an advantage in areas where they have more experience.
For example, in math-related tasks, women'’s self-efficacy
was raised to the level of men’s self-efficacy after specific
success experiences with math (Lindley, 2006). Women’s
self-efficacy was affected more than men from both success
and failure experiences. Therefore, an individual’s task-
specific efficacy may depend on the degree of experience
in a particular domain, which may be limited because of
different socialized life experiences.

There are also cultural differences in the inclination to
behave prosocially (Caprara & Steca, 2005). Bandura
(2001a) warned that changes in society (e.g., complex
technologies and social fragmentation) may undermine
collective efficacy. “Pluralism is taking the form of militant
factionalism . . . thus [societies] are becoming more diverse
and harder to unite around a national vision or purpose”

(p. 18).

Social Cognitive Theory Applied to a
Pandemic Public Health Mitigation Strategy
Using CERC

Social cognitive theory combines social context and
human agency to explain and predict individual and group
behavior. Pandemic influenza presents a threatening
situational context for people everywhere. People fear and
avoid threatening situations if they assess their coping skills
as inadequate (Carver & Scheier, 2005). This suggests

that people may be susceptible to maladaptive behaviors

to compensate for their perceived lack of control and
inadequate coping skills during a pandemic. Therefore,

an effective pandemic influenza communication strategy
requires careful consideration of the threatening context of
pandemics and the psychological repercussions of an ill-
prepared public. After all, enacting the four NPI mitigation
behaviors can be difficult.

High self-efficacy is protective and has been shown to
increase people’s chances of survival during disasters
(Hall et al., 2003; Reissman et al., 2004). Self-efficacy

is a hallmark of social cognitive theory and has four
recognized sources: physical and emotional states, mastery
experiences, observational learning, and social persuasion.
Health officials offer four nonpharmaceutical mitigation
behaviors that individuals and communities are expected

to take to reduce the burden of the pandemic. These
interventions can be explored in relation to the four sources
of self-efficacy. An important question is whether self-
efficacy can be raised among people to improve adherence
to the behaviors, and which of the four sources may be
most effective for each pandemic influenza mitigation
behavior or NPI.

Physical and Emotional States

Anxiety lowers performance which can lower self-efficacy.
Uncertainty provokes anxiety (Seeger et al., 2003) and

a pandemic will be fraught with uncertainty. Therefore,
officials should attempt to reduce anxiety when possible.
Giving people things to do in a crisis that restores their
sense of control reduces anxiety (Reissman et al., 2004;
Sandman & Lanard, 2004). The challenge is to ensure

that people have the ability to take the recommended

steps. Therefore, officials must explore potential societal
and individual barriers to success and remove them when
possible. Officials should then compile those steps that are
more universally possible and ask people to do them first
so they gain mastery experiences before asking them to
take more difficult steps. For example, ask them to check
on their employer’s sick-leave policy for a pandemic
before asking them to plan to stay home 4 days each

time a member of the household becomes ill. To reduce
anxiety, people should be told early in planning what

will be expected of them (Aspinwall, 2005). Emotional
states should be considered for all four NPIs because the
situational context is so frightening. Likely, anxiety would
be most disruptive for efficacy beliefs about NPIs involving
extended child care and quarantine because of the logistical
challenges.

Mastery Experiences

The most reliable road to task-specific self-efficacy is
mastery experiences (Bandura, 1997). The NPIs that can
be practiced in advance in incremental steps should be. For
example, communities who would be expected to dismiss
students from school for 12 weeks could practice during
shorter durations how to maintain studies for students
outside the classroom (e.g., homework assignments posted
on the Internet or by automated calls to homes). While
mass isolation can’t be practiced effectively in advance,
voluntary home quarantine, school dismissals, and adult
social distancing (e.g., increased telecommuting in the
workplace) could be. Mastery experiences before the
pandemic would be useful to raise efficacy around school
and daycare dismissals, voluntary quarantine, and adult
social distancing. Mastery would be important in raising
efficacy for all four NPIs at the start of the pandemic.
However, public campaigns must ensure that people,
including the vulnerable, can master incremental steps.

Of the four sources to raise self-efficacy among people in
high emotional distress, mastery experience would be most
effective because it is the most consistent of the sources,
and action steps restore control and reduce situational
anxiety (Bandura, 1997; Smith et al., 2006).



Observational Learning

An important source of observational learning would be
to share evidence and tell stories about how the NPIs,
enacted early in the outbreak by communities, saved lives
during the 1918 pandemic. In addition, some individuals
and communities will plan early on how to employ NPIs
in a pandemic. Their successes should be collected and
widely shared so people see how others are overcoming
barriers. Because peer success raises self-efficacy, it is
important that examples used are representative of diverse
groups, including those populations that may be most
vulnerable (e.g., those in poor communities). During the
pandemic, admired community members can model the
appropriate behaviors (e.g., staying home from work if

a family member is ill). Observational learning would

be useful during the pre-pandemic phase to reinforce the
demonstrable NPIs. During a pandemic, observational
learning would be most helpful for voluntary quarantine,
school dismissals, and adult social distancing behaviors
because these are more public behaviors where modeling
of the behavior could be acknowledged. Observational
learning would be less useful for the NPI of isolating the ill
because it is a private health-care behavior.

Social Persuasion

Social persuasion is a weak efficacy source and the weakest
source to help raise self-efficacy related to NPIs, especially
if people are fearful. If persuasion is used, the demand/
suggestion must come from a credible source and source
credibility may vary among diverse groups. Of note, most
national public health campaigns rely almost solely on
social persuasion to change behavior (Hall et al., 2003).
This strategy should be reexamined. However, Bandura
(1997) noted that sources of self-efficacy can be combined,
so social persuasion should not be completely abandoned
and instead added to other sources. After all, people differ
in their efficacy expectations despite experiencing the same
mastery experiences, suggesting a variability in cognitive
processing and multiple determinants of self-efficacy
(Wheeler, 2005).

Because NPI mitigation behaviors involve community-
level actions, group efficacy is also important and efforts to
raise efficacy related to NPI behaviors should also include
community organizations. There is much variability in
efficacy levels for diverse groups and communities (Walsh,
20006). Officials should assess community efficacy and put
forth more effort in communities that may have the lowest
levels of group efficacy, such as poor neighborhoods.

In addition, men and women enjoy high self-efficacy in
different domains. Officials should engage both men and
women in the community to reinforce efficacy related to all
four NPI behaviors. For example, women may have higher
efficacy in relationship to NPIs that occur in the home (e.g.,
voluntary quarantine) while men may have higher efficacy
related to social change such as canceling large public
gatherings. However, social fragmentation may make any
appeals for NPIs from the national level less effective.
Therefore, the national plan should be tailored to be
implemented at the community level and should recognize
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diverse groups and their unique barriers to building efficacy
and the ability to enact the NPIs.

Crisis and Emergency Risk Communication
and Social Cognitive Theory

An open and empathetic communication style that
engenders the population’s trust is the most effective
communication style when a response official is attempting
to galvanize the population to take a positive action or
refrain from a harmful act during a crisis (Seeger et al.,
2003; Wray & Jupka, 2004). To respond to communication
failures during public health emergencies including the
introduction of West Nile in the United States and the
anthrax incident of 2001, CDC developed and adopted

the integrative model of crisis and emergency risk
communication (CERC) (Reynolds et al., 2002). Seeger et
al. (2008) noted that CDC, after these failures, believed that
risk communication alone could not provide the necessary
communication approach for major public health crises.

As noted by Seeger and Reynolds (2008), society today
faces “threats that are dynamic, global, and becoming
increasingly prominent. . . . A successful component

of successful management [of these threats] is a more
sophisticated, dynamic, and comprehensive approach to
communication (p. 18).

The CERC model, based on experiential understanding
and selected theories, offers a phased approach to planning
and response, and encompasses the urgency of disaster
communication with the need to communicate risks and
benefits to stakeholders and the public (Reynolds et al.,
2002; Reynolds & Seeger, 2005; Veil, Reynolds, Sellnow &
Seeger, 2008). Reynolds et al. (2002) defined CERC as:
... the effort by concerned experts to provide information
to allow an individual, stakeholder, or an entire community
to make the best possible decisions about their well-being
within nearly impossible time constraints and help people
ultimately to accept the imperfect nature of choices during
the crisis (p. 6).

The CERC model emphasizes a participatory approach to
communication and considers the social, psychological,
and physical nature of the crisis context and proposes how
to reduce harm to individuals and communities through
communication. By focusing on the participatory nature
of a crisis and encouraging action to aid in understanding,
CERC also invoked the theories of sense making and
cognitive learning. In addition, CERC offers the following
six guiding principles for institutions or groups with official
crisis response roles (Reynolds et al., 2002; Reynolds,
2004; Reynolds, 2006):

1. Be first. If the information is yours to provide by
organizational authority—do so as soon as possible. If
you can’t—then explain how you are working to get it.

2. Be right. Give facts in increments. Tell people what you
know when you know it, tell them what you don’t know,
and tell them if you will know relevant information later.



3. Be credible. Tell the truth. Do not withhold to avoid
embarrassment or the possible “panic” that rarely
happens. Uncertainty is worse than not knowing—
rumors are more damaging than hard truths.

4. Express empathy. Acknowledge in words what people
are feeling—it builds trust.

5. Promote action. Give people relevant things to do. It
calms anxiety and helps restore order.

6. Show respect. Explain and empower decision
making even when troublesome decisions must be
communicated.

Seeger, Reynolds, and Sellnow (2008) noted CERC’s
success in identifying preparedness and response activities
for pandemic influenza and noted, “another area of
success for the CERC model is its comprehensive view
of risk and crisis. . . [and] addressing the complexity of
audiences in risk and crisis situations” (p. 505), including
often overlooked aspects such as empathy, self-efficacy,
and uncertainty-reduction. While each of the six basic
principles makes a critical contribution to successful
communication to the public in a crisis, the principle to
promote action is especially important when considering
the need for the public to engage in non-pharmaceutical
interventions during a pandemic. While CERC extols the
value of promoting action, it is the social cognitive theory
that gives communication professionals the elements to
promote action in the most efficacious way for individuals
and communities. How self-efficacy is developed and
strengthened is a necessary step in ensuring that calls

to action are more likely to be judged actionable by an
anxious population. Each NPI should be matched to the
appropriate ways to strengthened efficacy and selected
based on contextual awareness of the population’s
predispositions, level of fear, and resources.

Conclusion

Bandura has asserted that self-efficacy is a unifying
mechanism that explains common pathways to adaptive
coping behaviors (1997). Since Bandura proposed self-
efficacy and social learning theory in 1977, a body of

work has reinforced their utility in understanding behavior
change, especially as it relates to approach-avoidance.
Public health communication professionals who incorporate
CERC principles in their messaging have a means to ensure
they are applying social cognitive theory effectively to help
protect communities during a severe influenza pandemic.
The effort to build or raise personal and group efficacy is
worthwhile because a severe pandemic will touch every
person and community at some level for an extended length
of time. Any advantage offered by social cognitive theory
and CERC to ensure individuals and entire communities
believe recommended NPI strategies are effective and that
they can take recommended actions is merited because they
may save lives. Knowledge alone is not enough: knowledge
must be combined with self- and group efficacy for people
and groups to engage in successful health behaviors (Rimal,
2001).
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Crisis and Risk Communication
Launch date: 2002

Initially funded by the U.S. Department of Health and Human Services (DHHS), the Centers for Disease Control and
Prevention’s (CDC) Crisis and Emergency Risk Communication (CERC) course book and training was created in response

to the 2001 anthrax attacks. Crisis communication research and practices had not evolved to address the demands and
intricacies of a chaotic national emergency such as bioterrorism. CDC developed the concepts based on theories and practice
and CERC has evolved into the accepted communication strategy for all types of disasters by practitioners and academics
across the United States and internationally. Today, more than two dozen universities apply CERC principles in their public
health or communication curriculum. New books on emergency planning routinely cite CERC and, by 2008, CERC was
being widely discussed and supported in peer-reviewed literature. DHHS/CDC is credited with developing a new integrated
model of crisis and risk communication. The positive impact of CERC principles has been demonstrated in local and national
crisis events.
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