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Abstract

Background: Successful comprehensive population-based approaches to chronic disease 

prevention leverage mass media to amplify messages and support a culture of health. We report 

on a community-engaged formative evaluation to segment audiences and identify major themes to 

guide campaign message development for a transformative health communication campaign.

Methods: Four key phases of campaign development: I) Formative evaluation to identify 

priorities, guiding themes, and audience segments (interviews/focus groups with residents, N=85; 

representatives of community-based partner organizations, N=10); II) Brand development (focus 

groups and closed-ended surveys; N=56); III) Message testing approaches to verbal and visual 

appeals (N=50 resident intercept interviews); IV) Workshop (N=26 participants representing 15 

organizations).

Results: Residents were engaged throughout campaign development and the resulting campaign 

materials, including the campaign name and visual aesthetic (logo, color schemes, overall look and 

feel) reflect the diversity of the community and were accepted and valued by diverse groups in 

the community. Campaign materials featuring photos of county residents were created in English, 

Spanish, and Hmong. Plain language messages on social determinants of health resonate with 

residents. The county was described as a sort of idyllic environment burdened by inequality and 

structural challenges. Residents demonstrated enthusiasm for the communication campaign and 

provided specific suggestions for content (education about disease risks, prevention, management; 

information about accessing resources; testimonials from similar people) and tone.

Conclusions: Communication to support a policy, systems, and environmental change approach 

to chronic disease prevention must carefully match essential messages with appropriate audiences. 

We discuss challenges in such messaging and effectiveness across multiple, diverse audiences.
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INTRODUCTION

Preventable chronic disease remains a leading cause of death and disability in the United 

States, accounting for 7 of 10 deaths1. Although these outcomes are largely the result 

of individual behaviors, individuals’ health choices are influenced and constrained by 

context—the policies, systems, and environments (PSE) in which people live, work, learn, 

and play. Modern public health approaches include efforts to influence these contexts2,3. 

Communication plays an essential role by changing the way the public perceives health and 

wellness, and by influencing policy and decision-makers by shifting norms from individual 

behavior change to systemic and structural change for healthier communities4. However, 

although the field of public health generally recognizes PSE, public health practitioners 

face challenges in communicating about the social determinants of health with community 

members5. To begin, the PSE approach stands in direct contrast to prevailing beliefs about 

the causes of poor health: Individuals in western societies tend to perceive health as being 

the (predictable) result of poor individual behavioral choices, or of immutable biological 

factors (i.e., genetic predetermination), despite ample evidence of the role of societal, 

political, and environmental factors beyond any individual’s control6–9. Even people from 

groups that collectively and individually experience disparities in health outcomes and 

who can clearly articulate the role of social, environmental, and political factors in health 

outcomes default to individual-level causal explanations for their own poor health10–12. 

The current historical moment of extreme political partisanship and polarization makes 

communicating about supra-individual causes of poor health and about health disparities 

even more difficult, as data from COVID-19 news coverage13 and messaging about to 

vaccination and prevention measures have shown14,15. Moreover, messaging about policies 

directly related to the social determinants of health (e.g., education, employment, gender) 

is rarely linked to health16,17. These communication challenges are compounded in rural 

communities, where the limited access to health care makes public, preventive health 

communication even more potentially impactful18,19.

This project thus aimed to advance understanding of strategies for communicating about 

the social determinants of health with residents of a diverse community. Specifically, we 

describe the process of developing a “healthy community” brand and identity as part of 

the County Department of Public Health’s funding from CDC’s Partnerships in Community 

Health (PICH) program. The overall aim of that project was to establish a broad-based 

collaborative to reduce the burden of chronic disease through a focus on four pillars of 

chronic disease prevention: tobacco (reducing exposure to secondhand smoke and reducing 

exposure to marketing and sales of tobacco products to minors), physical activity (increasing 

safe and affordable access to engage in physical activity), food (increasing access to 

healthy foods through farmer’s markets and facilitating farmer-to-corner market sales), 

and improving community-clinical linkages for preventive service (including a variety 
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of strategies, from providing certification for lactation consultants to creating a county 

prevention hub to which clinicians could refer patients). Providing a complete explanation 

of the PICH interventions is beyond the scope of this manuscript; however, we have 

provided a graphic (Fig. 1) to illustrate the overall conceptual model. Underlying the PSE 

model of change were three distinct communication approaches: strategic engagement with 

local news17, organizational communication for partnership and capacity building20, and a 

community media campaign that aimed to change social norms and increase knowledge 

about the social determinants of health. We report on the latter in the present manuscript.

Our specific mandate was a communication campaign that would help to create and 

support a culture of health in a rural community by informing, educating, and empowering 

residents and decision-makers for individual behavior change and civic engagement. The 

communication campaign underscored the coalition-led PSE approach to improve access 

to healthy foods, physical activity, and smoke-free environments that formed the CDC-

funded Partnerships to Improve Community Health program. However, the campaign 

was from the beginning intended to transcend any specific funding source, providing an 

overarching culturally and linguistically appropriate brand that could be used for prevention 

efforts for the foreseeable future. In what follows, we describe the audience testing and 

message development processes we undertook to determine key messages and approaches 

to accommodate three distinct languages and cultural perspectives about multiple prevention 

topics within one overarching brand.

METHODS

To develop a campaign that would be culturally and linguistically appropriate and tailored 

to the county’s residents, we conducted multiple rounds of mixed methods research with 

multiple, distinct intended audiences. Broadly, the intended audience includes all County 

residents; in particular, the campaign sought to reach residents in underserved communities 

of the county, including Spanish-speaking Latino and ethnic Hmong populations. We 

employed an iterative, mixed methods approach to develop and test campaign names, logos, 

and messaging for the campaign. Our approach had five distinct phases:

i. Formative evaluation: First, we conducted a series of focus groups with 

residents (N=89 participants) to explore perceptions of health and safety in 

the community. Second, we conducted interviews in-depth interviews with 

representatives from organizations that serve distinct geo-ethnic communities 

across the County (N=10) to identify priorities and guiding themes for the overall 

brand and campaign. Together, this information informed initial campaign 

concepts and helped to determine audiences.

ii. Message Testing Round 1 (Focus Groups): After developing and narrowing 

a list of potential campaign names, we conducted four (4) focus groups in 

three languages (English, Spanish, and Hmong) to obtain intended audiences’ 

feedback on five (5) campaign names and creative assets (fonts, color schemes). 

In addition, participants filled out a close-ended survey (N=56). Based on 

this initial round of testing, we worked with members of the Collaborative, 
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representing distinct geo-ethnic communities in the County, to select two final 

campaign names and develop prototype logos for each.

iii. Message Testing Round 2 (Focus Groups): We conducted three (3) focus 

groups to assess the effectiveness of different approaches to verbal and visual 

appeals. Participants (N=50) in three groups were asked for feedback on six 

prototype campaign logos.

iv. Message Testing Round 3 (Intercept Surveys): During this round of testing, 

we conducted intercept surveys with residents (N=50) to assess responses to two 

different campaign messages and visual concepts.

v. Public Workshop: Lastly, we conducted a workshop with representatives of 

key community organizations and community members (N=26 participants) to 

finalize the campaign name/brand and obtain feedback on campaign messages.

Focus groups were conducted by trained student facilitators with native language abilities 

(English, Spanish, or Hmong) using a Facilitator Guide. All materials were provided in the 

language preferred by the participants. Focus groups lasted approximately 60–90 minutes 

and were attended by the facilitator and at least one notetaker. Participants completed a short 

demographic survey and received a $25 gift card upon completion. The protocols for human 

subjects research were approved by the Institutional Review Boards of the University of 

California, Merced and John Snow, Inc., and data were collected March 2016 through March 

2017.

Setting

A growing, rural county located in California’s geographic heart within the San Joaquin 

Valley, home to much of the state’s agricultural production. The county is ethnically and 

linguistically diverse: the majority (58.2%) of residents are Hispanic or Latino, 28.9% are 

White, 8.1% are Asian, and 4.1% are Black; more than half of county residents report 

speaking a language other than English at home.

RESULTS

Phase I: Formative evaluation

The initial step in campaign development was to understand perceptions of health, safety, 

and community connectedness and challenges related to these. We conducted focus groups 

with community members (N=89 participants; Table 1), asking first the extent to which they 

perceive their community as safe and healthy, barriers to safety and health, and the major 

issues they experience. In addition, we sought to understand the strengths that residents 

perceive about their communities, including the ideas, images, and words that evoke positive 

emotions and that may be used in branding materials. The goal of this activity was to 

identify major themes to guide the development of the essential elements of the campaign 

brand, including the campaign name and logo.

Community members had strong opinions about life in the county and articulated 

simultaneously strong positive and strong negative descriptions of their communities. 
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Participants from across social classes, ethnic groups, language spoken, and geographic 

communities described the county as a sort of idyllic environment that was nevertheless 

burdened by inequality and structural challenges. However, members also described the 

negative aspects, including specific issues of infrastructure, joblessness, the environment, 

and violence. All these descriptors were qualified with a disclaimer that one’s experiences of 

life depend on the specific neighborhood in which one lives: Participants were acutely aware 

of the vast differences that exist between the more affluent and well-resourced North Merced 

(city) and other areas of the county. The most common health concerns were consistent 

with those driving the burden of chronic disease: obesity, diabetes, allergies, asthma, and air 

quality. Participants also identified structural barriers to healthy living, including inequality, 

poverty and lack of economic opportunity, violence (including gang violence and drug use), 

and environmental issues such as pollution and drought.

In general, participants reacted positively to the idea of creating a community-wide 

campaign and provided specific guidance. We also conducted interviews with community 

partners and Public Health Department staff to determine their vision and priorities for the 

community-wide campaign and any initial ideas for campaign names, logos, and imagery. 

Combined, this formative research guided the development of initial campaign names and 

logo concepts.

Phase II: Message Testing Round 1

The first round of audience testing included four focus groups with members of the intended 

audiences, conducted in English, Spanish, and Hmong. The goal of the first round of 

audience testing was to obtain audience evaluations of five (5) proposed campaign names 

and visual elements including sample fonts and color scheme. Participants first discussed 

each campaign name, before reviewing a series of five handouts that included the campaign 

names in different color palettes and fonts. The campaign names tested were:

• Inspire Health

• Merced County: Where Health Grows

• Viva Health

• Heart of Health, Merced County

• All In for Health

Of the five campaign names that were tested, two stood out as most favorable and elicited 

minimal or no negative responses: “All In for Health” and “Inspire Health.” “All In for 

Health” was the top choice and also seemed to evoke the campaign goals of engaging 

individual and social change. It also evoked for many participants a sense of inclusiveness 

of diverse constituencies and of a range of conditions that contribute to health. In contrast, 

while “Inspire Health” was the second-ranked choice, participants linked the name with 

individual behavior change rather than with structural determinants.
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Phase III: Round 2 of Testing

Based on the first round of audience testing, we worked with partners from the collaborative, 

representing diverse geo-ethnic communities, to select two campaign names to move 

forward – “All In for Health” and “Where Health Grows”. Though there was a lack of 

consensus in Round 1 of testing on the campaign name “Where Health Grows”, partners 

chose to move forward with this option, eliminating the second-ranked “Inspire Health” due 

to its association with individual behavior change. Six prototype logos were developed based 

on audience preferences for color schemes and font choices and tested with participants in 

three language-based focus groups (English, Spanish, and Hmong bilingual). Participants 

received a series of color handouts, each with one logo/campaign name combination. They 

were asked for their emotional reactions as well as whether they thought the logo and/or 

campaign name represented Merced; after all logos had been discussed, participants were 

asked what they thought about each campaign name and to select a favorite logo/name 

combination.

Overall, “All In for Health” received the most positive feedback, with participants from 

the Spanish-language group enthusiastically feeling that it represented the county and that 

the spirit of inclusivity was aspirational and motivational. As in the first round of testing, 

both groups described that this name implied a sense of unity, strength, inclusiveness, 

and community members coming together. This campaign name was also described as 

aspirational. Participants also suggested that it was inviting, meaning that the community 

was being invited to take part in the initiative: “it can be the hands of different children or 

different people that are representing that in one way or another, they’re taking care to have 

better health.” Participants in the English- and Spanish-language groups generally reacted 

positively to the use of the hands in the logo image and indicated that it seemed clearly 

connected to the campaign name. However, “Where Health Grows” was also positively 

received by many and was the preferred choice among participants in the Hmong focus 

group.

Color preferences differed between audience segments. While the yellow and pink 

combination was well-ranked across all groups, participants in multiple groups associated 

the yellow with drought and dryness, especially in the instance of the yellow leaves. 

Negative feedback about the yellow color particularly contrasted with feedback from 

participants in the English-language group reflecting that the green signified that the flower 

looked alive. The Hmong group also felt strongly that green should be incorporated in the 

branding.

Reactions to the logo images also differed by audience segment in culturally consonant 

ways. For example, Hmong participants expressed concerns about the original version of 

the logo: Intended to illustrate hands working together, the initial version of the logo had 

significant white space that was interpreted by Hmong speakers first—they saw fishbones in 

the white space rather than the pink or yellow hands.
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Phase IV: Message Testing Round 3

Based on the second round of audience testing, we created sample campaign messages and 

visual concepts for “All In for Health” to test through intercept surveys. The goal of this 

round of testing was determine which types of imagery and messaging most resonated with 

the distinct intended audiences. Surveys given to 50 community residents presented two 

different styles of campaign messages and two visual concepts, described below.

• Concept A featured a first-person testimonial (e.g., “I’m all in for health. Eating 

more fruits and vegetables helps me stay healthy”) and portrait-style photos of 

diverse people in various settings (e.g. at a park, gardening) stating why and how 

they are “all in for health.”

• Concept B featured a third-person statement (e.g., “Everyone in Merced County 

should have the opportunity to make healthy choices”) paired with a close-up 

image of hands (mimicking the campaign logo) holding items such as fruit, 

exercise equipment, etc. that reflect different content areas.

The results of the intercept survey demonstrated a slight preference for messaging including 

third-person statements about opportunities for health in Merced County. This was also 

reflected in respondents’ feedback on visual concepts: most respondents preferred Concept 

A featuring portraits of people in a range of different settings, noting that these images 

were family-oriented, relevant, and reflected healthy choices or lifestyles. Some respondents 

preferred Concept B given the specific items (e.g., fruit or playing sports) shown in the 

images.

Phase V: Public Workshop

Lastly, we engaged a group of community partners to provide feedback on draft messages 

for the campaign. Messaging focused on healthy communities and social determinants of 

health and included specific messages about healthy eating, physical activity/safe and active 

environments, and breastfeeding in addition to general messages. Participants were asked to 

review messages pertaining to their specific expertise and asked to identify their preferred 

messages and any needed adjustments.

Putting It All Together: The All In for Health Campaign

The final campaign, All In for Health, reflects the diversity of the County with the intention 

of raising awareness of the social determinants of health to foster a culture of health. The 

campaign features photos of community members in various settings (community garden, 

local parks, etc.) to reflect the diversity of the county, as well as plain language messages 

regarding opportunities for health and social determinants of health in the third person. 

Print and digital materials - including postcards, posters, and social media content - were 

developed in English, Spanish and Hmong.

Given different preferences between intended audience groups, the final campaign logo and 

branding was implemented in two color schemes. English and Spanish-speaking participants 

preferred the yellow/pink color scheme for the logo while Hmong speakers preferred 

a green/teal color scheme. In addition, creative materials underwent multiple rounds of 
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adjustments to incorporate community feedback in terms of color selection and adjusting the 

logo to address negative space concerns.

Formative research with community members and representatives from partnering geo-

ethnic community organizations was essential to develop a tailored campaign that resonates 

with multiple, distinct intended audiences. The “All in for Health” brand and messaging 

have been adopted by the County’s Health Equity Coalition, which will carry out the 

County’s Community Health Improvement Plan.

DISCUSSION

In this manuscript, we have reported on a mixed-methods approach to designing and 

testing messages to communicate the social determinants of health in an ethnically 

and linguistically diverse community that is troubled by significant disparities in health 

outcomes, income, educational attainment, and access to health care. We successfully 

created a single campaign and overarching brand that is flexible enough to cover a range 

of health topics and activities happening under the grant-funded initiative and that appeals 

to diverse communities as well as to the many community partners that were part of the 

coalition and county leadership. Yet despite our ultimate success with this project, we 

identified several significant challenges to inform future research, and which can serve 

as lessons learned for future public health practitioners interested in developing similar 

campaigns.

To begin, a key challenge in developing the campaign materials was a core component of 

health communication—matching the right audience with the right message about social 

determinants of health. We began with an explicitly inclusive mandate: Our campaign 

should be developed with and for the members of the community who are at greatest 

structural disadvantage. Yet this goal turned out—perhaps unsurprisingly in retrospect—to 

be inappropriate for the kinds of messages that we originally sought to develop. That 

is, we found that residents of structurally disadvantaged communities were quite capable 

of articulating how structural barriers affected their health; thus, they did not “need” 

the persuasive or educational messages about the social determinants of health that we 

had been tasked with developing. This finding is somewhat consistent with research in 

diverse settings, from the rural southern U.S. to urban communities around the globe, 

which has found that residents of underserved communities who experience inequality 

are able to articulate the ways in which health is affected by supra-individual factors, 

based on their lived experiences21–26. However, our findings go beyond prior research 

in that our participants generally perceived the PSE approach as quite logical. That is, 

they not only articulated the role that their built environment and the policies and social 

structures governing their lives negatively affected their health, but they also articulated 

strong support for the coalition’s PSE approach. Nonetheless, our participants—residents 

of structurally disadvantaged communities—felt powerless to address these challenges. 

Moreover, participants attributed responsibility for addressing the social determinants of 

health to actors outside of their communities, including elected policymakers, regional 

authorities, and others with greater privilege than themselves. Those external actors 

represent important audiences needed to advance a PSE approach; however, identifying them 
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and developing messages that would be persuasive to those groups fell outside of the scope 

of our project. A key takeaway, then, is that messages for under-resourced populations must 

have different intended outcomes than for more powerful groups that need to be made aware 

of the social determinants of health and persuaded to act. To put it bluntly, efforts to achieve 

health equity need to carefully consider the match between the goal or campaign objective 

and the intended audience—PSE approaches likely require the substantive engagement of 

majority populations (e.g., to support specific policies) that do not experience disparities, 

even as they aim to address health disparities.

In addition, our study demonstrates that with campaigns that encompass multiple languages 

and cultural perspectives, branding efforts may need to be flexible. For example, for this 

campaign, we needed two distinct color schemes to adequately represent the perspectives of 

the three major ethnic groups. An important implication is that adequate funding for such 

efforts needs to consider that there may be multiple campaigns.

Moreover, the people and settings chosen to portray communities matter. In this 

campaign, and in others where communities are underrepresented in stock images, original 

photography with actual residents was the only way to really capture the right “look 

and feel.” To ensure that the campaign creative reflected the communities, we prioritized 

available resources to hire a professional photographer for a photoshoot in the County using 

actual community members as models in recognizable community settings (e.g., a local 

park, a community garden, etc.). The resultant campaign photo library captures the ethnic 

diversity of the community as well as spaces and activities that are sources of pride for 

residents.

We also highlight the use of multiple methods27 to obtain feedback from intended audiences 

on visual appeal. Focus groups focused on testing sample color schemes, font choices, logo 

prototypes in a group discussion setting. For the final round of testing, we used intercept 

surveys to test two different message styles and two visual concepts with individuals. This 

mixed-methods approach allowed us to leverage limited resources for message testing to 

maximize the diversity of participants and the quantity and quality of responses for different 

components of the campaign development process.

Conclusion

Culturally and linguistically appropriate communication is an essential component of a 

comprehensive approach to changing the policies, systems, and environments that help 

people live healthier lives. Creating communication campaigns that effectively convey the 

social determinants of chronic disease prevention relies on thorough formative evaluation 

such as the process that we describe, and, crucially, a clear understanding of the intended 

outcome along with a match to the intended audience.
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Figure 1. 
Policy, Systems, and Environment Model of Community Change, supported by three distinct 

communication approaches

Ramírez et al. Page 12

J Commun Healthc. Author manuscript; available in PMC 2024 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 2. 
Phases of campaign development and results from each phase.
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Table 1.

Participant characteristics.

Mean / Percent
(N = 79)

Demographics 

Age, years 41.6 (SD: 14.5)

 18–29 27.4%

 30–44 30.1%

 45–54 20.6%

 55 and older 21.9%

Gender

 Female 72.2%

 Male 27.9%

Ethnicity

 Latino/Hispanic 78.5%

 Caucasian 10.1%

 Asian, including Hmong 4.0%

 African-American 2.3%

 Other, including mixed-race 5.1%

Country of birth

 United States 37.7%

 Mexico 61.0%

 Other 1.3%

Education, highest level

 Elementary school 29.9%

 Grades 7–8 14.3%

 High school diploma or GED 32.5%

 Some college or technical training 23.4%

Employment status

 Full-time 42.1%

 Part-time 19.7%

 Not employed 38.2%

Received food assistance in past year 59.5%

Total number of people in household 4.6 (SD: 2.1)

Have children ages 0–17 in household 96.2%

Language and Health Literacy 

Interview Language

 English 46.8%

 Spanish 53.2%

Spanish spoken at home 74.7%

English language ability less than “very well” 58.2%

Health literacy: Comfort filling out forms
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Mean / Percent
(N = 79)

 Extremely/quite a bit 58.2%

 Somewhat/A little bit/Not at all 41.8%

Health Behaviors 

Current smoker 18.0%

Exercise (days per week) 2.8 (SD: 2.3)

Tobacco smoke is ever allowed inside home 6.3%

Tobacco smell bothers me 96.1%

Tobacco enters home from outside at least monthly 16.0%
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