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Communication research and theory can increase the impact of
campaigns in the field of injury prevention

D
ozens of communication cam-
paigns have been designed and
implemented on local, state, and

federal levels for purposes of reducing
injury related risks and rates of injuries
(including both unintentional injury
and intentional injury resulting from
violence). However, practitioners rarely
turn to communication research and
theory in order to design and implement
campaigns. Theory driven research and
literature from the communication dis-
ciplines can provide useful insight into
campaign development. After extensive
and detailed review of communication
research that addressed injury preven-
tion campaigns, we developed guide-
lines that may improve the results of
campaigns that use communication
tools for purposes of reducing injury
rates in the US.
Communication campaigns are

designed for a relatively well defined
and large audience, and they typically
are limited to a given time period.1

Campaigns include the organized use
of both mass media and interpersonal
sources of information to increase
awareness and knowledge about injury
and safety and to increase rates of safety
behaviors. Mass media include televi-
sion, radio, newspapers, billboards, and
the Internet. Interpersonal sources can
include face to face meetings, home
visits, and workshops. Printed materials,
such as brochures and pamphlets, may

be considered a mass medium and can
also be used in interpersonal contexts.
We summarize here four theoretical

perspectives that emerged from a com-
prehensive literature review conducted
of all communication research pub-
lished from 1992 to 2002: 162 journal
articles, book chapters, and books were
collected. The literature was examined
according to: theory; methodology;
audience targeted; scope of interven-
tion—that is, individual message, inter-
personal versus media tactics, or full
campaign; and any cultural specificity.
We conclude here with a set of guide-
lines developed from the theoretical
perspectives and research findings.

COMMUNICATION RESEARCH ON
INJURY PREVENTION
CAMPAIGNS
The research literature on communica-
tion campaigns for injury prevention
focused mainly on communitywide and
school based efforts.2–20 In general,
communitywide campaigns are effective
at increasing safety practices associated
with bicycle helmet use and children’s
car seat use, but have had little effect on
other safety practices.8–11 Usually, cam-
paigns increased knowledge about
injury prevention when various chan-
nels of information—both mass media
and interpersonal—were used.
However, knowledge gain did not
necessarily correlate with increases in

preventive behaviors. Research has
found that mass media messages can
increase awareness, knowledge, and can
change some short term behaviors.21–24

Interpersonal efforts increased motiva-
tion to comply with requested behavior
changes more so than media mes-
sages.25–27 Interpersonal communication
has included: workshops where experts
talk one on one with audience mem-
bers; community health fairs; and home
visits by healthcare professionals to
address injury concerns of audiences
who are less ambulatory. Other factors,
such as use of opinion leaders, level of
change requested, and personal rele-
vance of the message to an audience
mediated intent to change behavior.7 9

These factors derive from theoretical
perspectives and are described in more
detail below. One group of studies in
schools highlighted the importance of
considering self identity, race, and
socioeconomic status in campaign
design: authors found that increased
helmet use occurred only for white,
female children from high income
families.16 17

Several studies in communication and
injury applied one of four theoretical
traditions. The first tradition stems from
psychology, and the health belief model
is one theoretical model derived from
this cognitive tradition. The second
tradition, also from psychology, focuses
on the use of fear appeals and whether
there are certain factors that can make
fear appeals in messages more effective
for health behavior goals. The extended
parallel processing model has been used
to test the effects of fear appeals on
injury prevention. The third tradition is
developed from a sociological perspec-
tive, where flow of information and
community dimensions play significant
roles, and where methodology is more
quasi-experimental than formally
empirical. Within this tradition, the
diffusion of innovations model has
informed research on injury prevention
communication. Finally, the fourth tra-
dition stems from public relations
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research, where the situational theory of
publics has been used. This theory
intersects community level effects with
individual effects from campaigns.

Health belief model
According to the health belief model,
preventive behaviors are influenced by
five factors: (1) perceived barriers to
changing behavior; (2) perceived bene-
fits of new behavior; (3) perceived
susceptibility to a risk or injury; (4)
perceived severity of the outcome of that
risk; and (5) cues to action, which can
be internal, such as perceptions and
opinions, or external, such as environ-
mental events, media messages, or
physician recommendations. Cues to
action trigger the other four factors.
Communication campaigns are a cue to
action and, therefore, have an indirect
effect on attitude change and behavioral
outcomes.14 28 Additionally, the theory
explains the importance of self efficacy,
the level of confidence an individual has
about accomplishing the recommended
behaviors. Giving individuals tools for
increasing self efficacy—through media
messages, interpersonal interactions,
and opportunities for trial behavior—
will increase intent to perform preven-
tive behaviors. Response efficacy (belief
that the behaviors recommended are
effective) has also been shown to be
important.
The value of the health belief model

to injury prevention campaigns has
already been supported through numer-
ous studies.29 Research has shown that
messages encouraging small scale
changes to prevent injury, such as
turning handles of pots to backs of
stoves, have been successful in increas-
ing response efficacy, and in turn,
behavior changes in audiences.30–32 One
study that used the health belief model
assessed farmers’ attitudes and beliefs
about farm equipment accidents.28

Findings showed that farmers believed
farm equipment injuries were severe
and serious, that safety measures were
effective, and that they were capable of
using safety measures. However, they
did not believe themselves to be suscep-
tible to serious accidents, and therefore
did not personalize the safety messages
targeted to them.

Extended parallel process model
The extended parallel process model
applies the same concepts as the health
belief model, but centers on the use of
fear appeals and fear arousal.33–39 Several
factors influence the relation between
fear appeal and resulting behavior
change. For example, a highly threaten-
ing fear appeal will fail without an
equally strong efficacy component.38 39

Three outcomes are possible by

individuals responding to a fear appeal.
First, a danger control response can
occur when an individual takes action
or intends to take action to avert a
threat. Second, a fear control response
can occur when an individual is too
fearful to take action. A third alternative
is to ignore the message, which typically
occurs if the threat is perceived as
irrelevant or insignificant.39

The extended parallel processing
model may offer a situational dimension
to campaign design, where the type of
injury may dictate whether a fear appeal
should be used. On one hand, promot-
ing fear may backfire because it may
increase feelings of helplessness in the
face of an injury considered unpredict-
able and unpreventable. On the other
hand, fear may help increase attention
of injuries related to violence on college
campuses or extreme sports performed
by adolescents—as long as messages are
coupled with strong efficacy compo-
nents.

Diffusion of innovations
Diffusion of innovations explains how
and why new behaviors are adopted into
communities. In terms of the behavior,
called an ‘‘innovation,’’ the following
characteristics enhance the probability
of its adoption: (1) its compatibility
with sociocultural values, economy,
and current technology of the commu-
nity into which it is introduced; (2) its
trialability, where it may be experimen-
ted with on a limited basis; (3) relative
advantage over previous practices;
(4) low complexity; (5) cost efficiency
or cost benefits; and (6) observability, or
the degree to which the results are
visible to others.40–42 Audience members
can range from innovators—who
make the innovation visible to the
community and who are often opinion
leaders in the community—to laggards,
who are the most conservative and
suspicious of an innovation and may
never adopt.40

Campaign planners have applied dif-
fusion of innovations principles by
considering the importance of opinion
leaders, by using multiple forms of
messages for widespread diffusion, and
by relying on community and interper-
sonal communication networks for the
basis of diffusion.5 7 9 Strategies such as
community involvement and commu-
nity coalitions are used to share infor-
mation about safety and practicing
safety measures. As many injuries occur
in the home and on the streets of local
communities, opinion leaders have a
large role in instigating prevention
efforts. Opinion leaders are people
who are influential in guiding norms
and opinions within communities. One
study reported on the impact of a

three year Child Pedestrian Injury
Prevention Project.5 This project com-
prised pedestrian safety lessons in
schools, home activities, and establish-
ment of a committee of citizens who
advocated for changes to speed limits
near schools, traffic calming, and a
programme to map and mark footprints
to show children safer pedestrian
routes. Significant differences were
found over the three year period for
pedestrian safety behaviors, such as
crossing the road and playing on or
near the road.

Situational theory of publics
According to the situational theory,
three factors predict information seek-
ing, attitude change, and behavior
change.24 43–46 The first factor is level of
involvement, a measure of how person-
ally relevant a problem can be for an
individual. Also defined as perceived
emotional connection, involvement
increases the likelihood of individuals
attending to and comprehending mes-
sages. The second factor is problem
recognition, which is the extent to
which individuals recognize a problem
facing them; people do not stop to think
about situations unless they perceive
that something needs to be done to
improve the situation. Constraint recog-
nition is the third factor and is the
extent to which individuals see their
behaviors as limited by factors beyond
their own control. For a campaign to
move people to develop organized cog-
nitions and perhaps change behavior, it
must show them how to remove con-
straints to their personally doing any-
thing about a problem.46 A couple of
studies have applied the situational
theory of publics to injury prevention
efforts regarding drunk driving.24 46

These studies identified the need to
differentiate publics according to level
of involvement and constraint recogni-
tion. This would then be used to design
different campaign messages for differ-
ent publics.

GUIDELINES FOR INJURY
PREVENTION CAMPAIGNS
The following guidelines were developed
out of the communication research
literature summarized above and the
four theoretical perspectives that have
informed the research in communica-
tion and injury prevention.

N Multicomponent, multichannel cam-
paigns. Campaigns that incorporate
interpersonal, mass media, and
printed sources of information will
be more effective than campaigns
that put all resources into one chan-
nel. Mass media channels can help
increase knowledge and awareness,
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while interpersonal contact is more
effective at motivating trial behavior
and safety actions. For example,
campaign channels could include
printed brochures and billboards,
news coverage of special events,
public service advertisements, work-
shops in the community with
experts, home visits, and booths at
local shopping areas staffed by
informed volunteers.

N A mix of voices to spread campaign
messages. Messages should be spread
through use of both authority figures
and peers as spokespeople. The com-
bination increases the likelihood of
attention, credibility, and support for
campaign goals.

N Simple steps to injury prevention.
Messages focusing on simple, minor,
or easy prevention techniques, such
as turning pot handles to the back of
the stove, are more successful than
those focusing on complex preven-
tion tactics, such as installing railings
in a home or rewiring faulty electrical
outlets.

N Encouraging the confidence to make
change. Messages need to increase
perceptions of susceptibility and
severity of risk, but they also need
to increase self efficacy. Audience
members need to believe they have
the capability of performing a
requested action; this will reduce
their perceptions that injuries are
unpredictable and unpreventable.
People who look similar to audience
members could be used in messages
to perform a preventive action and
then get rewarded. Messages could
include instructions or simple steps
to encourage confidence.

N Benefits emphasized over risks. The
benefits or rewards for being safe
need to be clearly outlined in cam-
paign messages and need to take
precedence over risk or fear arousing
messages. This addresses the need for
response efficacy, which has been
shown to increase audience confi-
dence about the adequacy of a pre-
vention tactics.

N Success of fear appeals is dependent on
amount of efficacy information. Fear
appeals or highly threatening mes-
sages will not be effective if they are
presented alone. They must be paired
with messages that increase self-
efficacy, response efficacy, and per-
ceived personalization or relevance.

N Addressing and reducing constraints/bar-
riers to action. Messages need to
address constraints and need to also
be sensitive to the distinction
between perceived and actual con-
straints. Perceived constraints, such
as low self efficacy, can be addressed

through messages. Some, but not all,
physical and economic constraints
may be addressed as well, for exam-
ple, by providing resources, free
materials, or transportation to
workshops. However, reducing bar-
riers such as socioeconomic con-
straints and literacy levels may be
beyond a campaign’s ability.

N Opinion leaders as gatekeepers to attitude
and behavior change. Opinion leaders
can increase the likelihood of a
community accepting a campaign.
These individuals should be invited
to help plan, develop, and implement
the campaign. Including them will
gain commitment from communities
and will increase audience attention
and intent to change behavior.
Opinion leaders integrated into cam-
paign development will also help
with understanding peer/social
norms, which could feasibly be bar-
riers to individual behavior change.

N Consideration of mediating factors in
message design. Sex, age, ethnicity,
race, education, and income all med-
iate the level of effect from cam-
paigns. If audiences do not perceive
themselves at risk for an injury, or if
they perceive an injury to have few
repercussions on their everyday life
(low personal involvement), they are
less likely to pay attention to mes-
sages or attempt to engage in safety
behaviors.

CONCLUSION
Communication research can improve
injury prevention campaigns, and we
offer here guidelines for campaign
development that derived from commu-
nication theory. However, these guide-
lines may actually create more questions
than answers. Admittedly, the guide-
lines are not exhaustive, and they derive
from a literature review rather than
from empirical testing. Future research
should not only work at testing the
empirical validity of them but also at
expanding and elaborating them for
purposes of producing more effective
injury prevention campaigns. For exam-
ple, using methodology such as the
Delphi process and other focused group
discussions might develop more detailed
guidelines. Other factors in campaign
messages or campaign tactics could be
added to the theoretical models. For
example, the role of media advocacy in
reducing injury rates has not been
adequately addressed. In addition, the
research here focused on communica-
tion only, leaving out the value or
impact of engineering and enforcement,
two relevant factors in increasing indi-
vidual behavior change. The influence of
communication on enforcement and

engineering, and the relation between
these three factors, should be studied as
well. The guidelines proposed here
begin to address necessary distinctions
for developing injury prevention
campaigns, and we hope they also spark
greater scholarly and practical attention
towards the value of communication
theory and research for the injury field.
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