
  

 

Core Competencies for Adolescent Sexual & Reproductive Health.  By the Core Competencies  
Subcommittee of the California Adolescent Sexual Health Work Group (ASHWG).  September 1, 2008.   
http://www.californiateenhealth.org/CC_registration.php.   

 
 

 
September, 2008 
Core Competencies Subcommittee of the  
California Adolescent Sexual  
Health Work Group (ASHWG) 
 
 
 
 
 

Core Competencies for Adolescent  
Sexual & Reproductive Health  



  

 

Core Competencies for Adolescent Sexual & Reproductive Health.  By the Core Competencies  
Subcommittee of the California Adolescent Sexual Health Work Group (ASHWG).  September 1, 2008.   
http://www.californiateenhealth.org/CC_registration.php. 2 

Suggested Citation: Core Competencies Subcommittee of the California Adolescent Sexual 
Health Work Group (ASHWG) (2008). Core Competencies for Adolescent Sexual and 
Reproductive Health. Oakland, CA: California Adolescent Health Collaborative, Oakland.  
http://www.californiateenhealth.org/CC_registration.php 

. 

 
Contact Information: Inquiries or questions about this document can be referred to: 

California Adolescent Health Collaborative 
555 12th Street, 10th Floor 
Oakland, CA 94607 
510.834.4433 
ashwg@californiateenhealth.org 

The Core Competencies report was developed by the Core Competencies Subcom-
mittee of the California Adolescent Sexual Health Working Group, an association of 
public and private-sector professionals with a shared interest in developing the capa-
bilities of adult providers of adolescent sexual and reproductive health services.  The 
members of the Subcommittee are listed at the end of the report.  The views ex-
pressed in the Core Competencies report do not necessarily represent the official po-
sition of the institutions that the members of ASHWG or the Subcommittee are affili-
ated with, or the institutions that provided financial support for the development of the 
report.  The Core Competencies report is available to the public in a downloadable for-
mat at the California Adolescent Health Collaborative website:  
http://www.californiateenhealth.org/CC_registration.php 
 
The California Adolescent Health Collaborative  is a statewide coalition of representa-
tives from public and private agencies committed to a comprehensive, asset-based, 
multidisciplinary approach to improving the health and well-being of California youth. 
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The Core Competencies herein are specifically intended for adult providers and educators of 
adolescent sexual and reproductive health, and represent the foundation of professional 
capabilities that all providers should strive to possess in order to deliver effective, sensitive, 
and appropriate sexual and reproductive health programs and services to adolescents.  
It is our hope that every provider of adolescent sexual and reproductive health programs/services will 
possess, or strive to possess, at least a minimum degree of proficiency in each of the Core Compe-
tencies. 
 
Programs and agencies might use the Core Competencies to: 
• guide the hiring, training, development, and evaluation of staff, 
• increase collaboration and cross training between agencies, 
• support consistent health outcomes for adolescents, 
• ensure that all programs are grounded in a shared body of knowledge and skills. 
 
A variety of agencies and programs address the sexual health needs of adolescents in California. 
Programs may target sex education, pregnancy prevention, prenatal care, sexually transmitted 
infections (STI1), and HIV prevention, or relational issues. The staff and professionals who interact 
with youth include health clinic workers, test counselors, classroom teachers, case managers, clini-
cians, community educators, and health outreach workers, to name a few. 
 
To best meet the sexual health needs of adolescents who may be involved in two or more different 
categorical program/services, a coordinated approach based upon commonly-shared knowledge and 
skills must be undertaken. Additionally, a solid foundation in adolescent development, human sexual-
ity, and youth-centered approaches will help ensure that educational and prevention efforts are 
appropriate, consistent, and mutually supportive. 
 
The Core Competencies are not meant to satisfy the entire skill set necessary for specific roles or jobs 
within the different fields or disciplines involved in adolescent sexual and reproductive health. For 
example, staff working in a particular discipline (i.e., HIV, STI, or contraception), will require special 
knowledge and skills over and above those included in this document. However, the Core Competen-
cies do outline an essential set of knowledge and skills that all adolescent providers, regardless of 
discipline or specialty area, need to know about adolescent sexuality, pregnancy/contraception, HIV, 
and STIs so that interactions with teens are effective and consistent, and appropriate referrals can be 
made. As such, the Core Competencies are intended to be mutually inclusive, that is for example; the 
Professional and Legal domain applies to all other sections, and vice versa. 
 
The Core Competencies are not intended as requirements or mandates binding a program or an 
agency to particular standards. They do not represent a curriculum or outline of topics/issues to be 
taught to adolescents.  Rather they are intended as an interdisciplinary guide for providers to be used 
across various programs and service settings to enhance the level of service delivery and to improve 
continuity and consistency. 

1 The acronym STI is used for the sake of consistency and convention within this document, and does not reflect a preference over use of 
the more traditional acronym, STD.  For more information about the use STI and STD, go to http://www.ashastd.org/learn/
learn_statistics_vs.cfm  

Overview 
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ASHWG’s Core Competencies For Adolescent Sexual and Reproductive Health are consistent with 
and supportive of the Program Collaboration and Service Integration (PCSI) initiative launched 
recently by Dr. Kevin Fenton, Director of the National Center for HIV/AIDS, Viral Hepatitis, STD, and 
TB Prevention at the Centers for Disease Control and Prevention (CDC).   
 
The success of PCSI depends on consistency and continuity of staff capability across different 
programs.  Consistency and capability of staff across HIV, Hepatitis, STD, and TB programs can be 
achieved through the use of competency-based training and staff development activities – because 
the competencies will focus on essential knowledge and skill sets that must be shared among the 
staff from different programs – that is, CORE knowledge and skills. 
 
This is part of the rationale for Dr. Fenton’s PCSI Initiative as well as other national efforts that 
recognize the critical importance of developing competency-based training and curricula as a founda-
tion for cross-training as a means to accomplish program collaboration and service integration.  For 
more information on Dr. Fenton’s PCSI initiative, go to www.cdc.gov/nchhstp.   
  
Some of the other notable national efforts to define core competencies for public health staff include: 
• Council on Linkages between Academia and Public Health Practice 

Core Competencies for Public Health Professionals www.phf.org/competencies.htm The Council 
on Linkages between Academia and Public Health Practice has worked hand-in-hand with CDC, 
National Association of County and City Health Officers (NACCHO), the American Public Health 
Association (APHA), and other national organizations to develop core competencies for public 
health professionals. 

• Competencies for Applied Epidemiologists in Governmental Public Health Agencies Council 
of State and Territorial Epidemiologists  www.cste.org/competencies.asp 

• QUAD Council Public Health Nursing Competencies 
QUAD Council of Public Health Nursing Organizations, 4/3/2003  
www.astdn.org/publications.htm 

 
The competencies developed by these organizations are profession-specific.  ASHWG’s Core 
Competencies are similar, but somewhat different in that they address several professions and job 
types involved in direct contact with adolescents in the delivery of adolescent sexual and reproductive 
health.  Thus the competencies herein are focused on the knowledge and skill sets needed to appro-
priately address a specific health sphere (sexual and reproductive health) of a specific population 
group (adolescents).  As such, the ASHWG Core Competencies identify the fundamental knowledge 
and skills sets shared by different professions and job types as a starting point for addressing adoles-
cent sexual and reproductive health. 

Related Efforts 
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The Core Competencies are intended to apply to all staff and professionals who interact with youth, 
including health clinic workers, test counselors, case managers, clinicians, classroom teachers, 
community educators, and health outreach workers, to name a few.  As core competencies, they are 
intended to apply to staff below the level and specifications of a particular job or role (i.e., counselor, 
educator, clinician, etc.).  Job-specific and role-specific competencies would be at a level above the 
core competencies and would vary by topic and organizational setting. 
 
 

Job-Specific 

Nurse: 
For example, 
nurses in 
specified jobs 
such as a 
Family Plan-
ning NP or an 
RN in an HIV 
clinic. 

Physician: 
For example, 
doctors in 
specified jobs 
such as a 
doctor in an 
STI clinic or a 
doctor provid-
ing family 
planning ser-
vices. 

Counselor: 
For example, 
counselors in 
specific jobs 
such as an 
HIV coun-
selor, 
a STI coun-
selor, or a 
contraceptive 
counselor. 

Health Educator: 
For example, health 
educators in specific 
jobs or agencies, 
such as a CBO edu-
cator or a health 
department health 
educator. 

Teacher: 
For example, 
public school 
teachers who 
teach certain 
grade levels 
or certain sub-
ject areas, 
such as a 
high school 
health teacher 
or a middle 
school sci-
ence teacher. 

Role-Specific 

Clinician: 
Common to all clinicians in STI, 
HIV, and Family Planning clin-
ics, but different from counsel-
ors and educators 

Counselor: 
Common to all counselors (HIV, STI, 
Contraceptive, etc), but different from 
clinicians and educators. 

Educator/
Teacher 
Common to 
all Educators/
Teachers, but 
distinct from 
counselors 
and  
clinicians. 

*Core* 
The fundamental set of knowledge, skills, abilities, and perspectives that are basic to all 
providers who interface with adolescents on matters of sexual and reproductive health. 
  

Examples of Differences  
Between Core, Role, and Job-Specific Competencies For Providers of Sexual and  
Reproductive Health Programs and Services 
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The Core Competencies can be adapted and used by administrators, managers, trainers, and supervi-
sors across various programs of adolescent sexual and reproductive health in several ways:  
 

Recruiting and Hiring Staff: The Core Competencies can be used to write job descriptions, target 
the recruitment of applicants, guide the development of interview questions, and help to determine the 
suitability and skill level of potential applicants.  

Self Assessment: Adolescent sexual health providers can adapt the competencies to measure 
personal and professional growth. Creating a scoring rubric allows the educator to use the competen-
cies to measure progress in a wide range of skills and set goals for increasing knowledge and skill 
level. 

Staff Development and Training: When designing professional development, the Core Competen-
cies can serve as a needs assessment to determine the most important or needed knowledge and 
skills to be targeted for orientations, in-services, or training.  Based on assessment results, they can 
guide the development of training objectives and activities, and be used to evaluate the effectiveness 
of training or staff development activities.  

Performance Appraisal: Supervisors can apply a scoring rubric to the list of competencies so that 
staff self-assessment can be compared with the supervisor’s evaluation of performance.  This will 
allow the supervisor to set performance goals, monitor the progress of staff, and/or to develop work 
plans for areas needing improvement.  

Inter-Program Collaboration: The competencies can facilitate coordination and collaboration 
between programs by prioritizing the knowledge and skills necessary for effective implementation and 
by ensuring quality and consistency within similar job functions across programs and disciplines.  
 

 

Application 
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The Core Competencies Subcommittee of the Adolescent Sexual Health Work Group 
(ASHWG) agreed on the following principles and assumptions in creating this docu-
ment: 

1. All people deserve to be treated with dignity and respect. 
2. Sexuality is a critical dimension of adolescent development.  
3. Sexuality and sexual behavior are defined and shaped by genetics, culture, tradition, race/

ethnicity, societal expectations, socio-economic environment, spirituality, and religion.  
4. Healthy sexuality is more than reproductive health or the avoidance of HIV, STIs, and unintended 

pregnancy.  
5. Sexual relationships should never be coercive or exploitative.  
 
The Core Competencies are divided into five major domains:  
A.  Professional and Legal Role  
B.  Adolescent Development  
C.  Youth-centered Approach and Youth Culture 
D.  Sexual and Reproductive Health 
E.  Pregnancy – STIs – HIV 
 

Each major domain may be further categorized into two sub-domains regarding: 
1. Cognitive sub-domain, what a provider should know 
2. Operative sub-domain, what a provider should be able to do  

                       
 

 

Guiding Principles and Assumptions   
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Effective providers and educators have appropriate personal and professional boundaries when 
speaking to adolescents about sexuality. Awareness of personal boundaries requires an examination 
and understanding of personal beliefs, values, feelings and biases. Professional boundaries include 
knowledge of the legal and ethical considerations that guide interactions with youth. The maintenance 
of personal and professional boundaries is essential to avoid exerting undue influence on the develop-
ing adolescent. 

 
The adolescent sexual health educator/provider: 
 

A:1 Demonstrates a desire to work with young people.  
 

   

A:2 Identifies and continues to clarify his/her own personal values, beliefs, biases, stereotypes, 
and feelings related to sexuality, and specifically adolescent sexuality.  

A:3 Conducts interactions with youth without emphasizing personal information and history, atti-
tudes, values, beliefs, feelings, or religion. 

A:4 Takes a non-judgmental approach when dealing with attitudes, behaviors, beliefs, or cul-
tures at variance with his/her personal beliefs or convictions – especially as they relate to 
adolescents and adolescent sexuality.  

A:5 Demonstrates confidence and comfort when discussing topics related to adolescent sexual-
ity.  

A:6 Complies with the specific legal rights for California adolescents obtaining sexual and repro-
ductive health services (i.e., birth control, STI treatment, HIV testing, etc.), such as confiden-
tiality, minor consent to services without parental notification, access to care and treatment, 
and the safe surrender law.  

A:7 Adheres to the provider’s legal and ethical responsibilities regarding adolescent sexual 
health, including: reporting coercive and/or abusive sex, disclosure, confidentiality, sexual 
responsibility, and the safe surrender law.  

A:8 Complies with the job-specific professional limits and expectations as a provider of sexual or 
reproductive health services to adolescents.    

A:9 Adheres to the policies and procedures of the employing organization, program, local com-
munity, and law enforcement.  

A:10 Demonstrates openness to receiving feedback from clients, colleagues, mentors and super-
visors.  

A:11 Collaborates with colleagues and agencies in the delivery of adolescent sexual and repro-
ductive health programs and services.  

O
PER

ATIVE  SU
B-D

O
M

AIN
 

A: Professional and Legal Role 
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Sexual and reproductive health education is grounded in an understanding of adolescent develop-
ment. Sexuality is an integral part of the adolescent’s cognitive, psychological, social, emotional and 
physical development and should be understood within this larger context.  
 

The adolescent sexual health educator/provider: 
 

B:7 Communicates that healthy sexuality is more than the avoidance of risk.     

 B:8 Explains how sexual health and decision-making can involve the interplay of knowledge 
attitudes, experiences, and context with various social determinants of health, ( e.g. social 
and economic inequities, disempowerment etc.) and psychological state. 

 B:9 Explains the boundaries, levels of intimacy, and dynamics of healthy adolescent relation-
ships with peers and family.  

 B:10 Identifies the indicators and/or warning signs of unhealthy adolescent risk-taking.   

O
PER

ATIVE  SU
B-D

O
M

AIN
  

B:1 Summarizes the cognitive, psychological, social, emotional, and physical dimensions of 
adolescent sexual development. 

    

B:2 Summarizes the key theories/models of behavior change as they apply to adolescents.  

B:3 Describes the importance of gender, gender identity, sexual orientation, and gender ex-
pression in the development of sexual identity in youth.  

B:4  Explains how race, ethnicity, genetics, spirituality, religion, and culture influence the de-
velopment of sexual identity.  

B:5 Explains how developmental stages, perception of time, and worldview are often different 
for adolescents than for adults.  

B:6 Explains the role of experimentation and risk-taking in the ongoing development of adoles-
cence, including sexual behavior.  

C
O

G
N

ITIVE  SU
B-D

O
M

AIN
  

B: Adolescent Development 
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C:1 Explains the contexts and factors that can influence sexual behaviors and relationships 
(e.g., pleasure, gender roles, socio-economic environment, power dynamics, sexual coer-
cion, date rape, peer pressure, survival sex, alcohol/drugs). 

   

 C:2 Describes how technologies (e.g., cell phones, internet, text messaging) can impact on 
adolescent communication, relationships, dating patterns, bullying and harassment, sex-
ual values and norms.  

 C:3 Explains how the media’s portrayal of sexuality can impact youth and youth culture.  

C
O

G
N

ITIVE  SU
B-D

O
M

AIN
  

 

The influence of peers and youth culture is critical to understanding the sexual behaviors and 
relationships of adolescents. The competencies in this section reflect current trends in youth 
development that emphasize respect for youth and approaches that identify and build upon the 
strength of each individual, while avoiding use of fear-based messages to motivate behavior.  
 

The adolescent sexual health educator/provider: 

C:4  Treats all youth with respect and positive regard.      

C:5  Adopts an asset/strength–based approach when interacting with youth, that is, the 
belief that all youth have strengths that can be built on.  

C:6 Applies the principles of resiliency, personal responsibility, and self-reliance to em-
power youth.  

C:7 Encourages young people to build connections to family and community and to find 
appropriate places/ways to get emotional support. 

C:8 Avoids the use of authoritarian, shame, and fear based tactics to motivate youth. 

C:9 Avoids the use of labels when discussing sexuality and sexual behaviors with youth.  

O
PER

ATIVE  SU
B-D

O
M

AIN
  

C: Youth-Centered Approach and Youth Culture  
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These competencies outline a knowledge and skill set for the provider and are not necessarily taught 
to youth. The goals of sexual and reproductive health education go far beyond the prevention of 
infection or unintended pregnancy. Understanding the wide range of sexual and non-sexual relation-
ships in which adolescents may be involved, will guide them toward healthy attitudes and behaviors. 
All communication with adolescents needs to be developmentally appropriate.  

The adolescent sexual health educator/provider: 

 *medically accurate – means verified or supported by research conducted in compliance with scientific methods and 
published in peer-reviewed journals, where appropriate, and recognized as accurate and objective by professional organiza-
tions and agencies with expertise in the relevant field, such as the federal Centers for Disease Control and Prevention, the 
American Public Health Association, the American Academy of Pediatrics, the American College of Obstetricians and 
Gynecologists. 

D:9 Emphasizes the importance of sexual and reproductive health care for adolescents with a 
focus on reproductive life planning. 

   

 
D:10 

Discusses sexual information and behaviors in a manner that is developmentally-appropriate 
using non-technical understandable language without labeling people and/or behaviors. 

 
D:11 

Uses medically accurate* terminology related to the anatomy and physiology of sexual or-
gans, sexual behaviors, pregnancy, sexually transmitted infections, and HIV,  and clarifies 
unfamiliar terms used by adolescents. 

D:12 Explains how alcohol and other drug use/abuse can influence sexual decision-making and 
sexual behavior. 

O
PER

ATIVE  SU
B-D

O
M

AIN
  

D:1  Summarizes the stages of sexual development over the life span: prenatal, infancy, early and 
middle childhood, adolescence, and adulthood. 

    

D:2 Summarizes the anatomical, physiological, and psychological changes that take place during 
puberty. 

D:3 Describes the physiology and range of the human sexual response. 

D:4 Summarizes the psychosocial and environmental factors that impact sexual and reproductive 
health. 

D:5 Explains the concept of reproductive life planning, i.e. the importance of careful planning for 
intended pregnancy and parenthood and the importance of achieving good health during ado-
lescence in order to ensure optimal reproductive potential in the future. 

D:6  Explains the meaning of gender; gender identity; gender presentation; sexual orientation; 
transgender, assigned sex, and intersex individuals. 

 D:7  Summarizes the range of appropriate and inappropriate non-sexual and sexual relationships 
in which adolescents may be involved. 

 D:8  Explains the impact and consequences of bullying, harassment, and abuse (sexual, physical, 
and emotional) on adolescent development and sexual and reproductive health. 

C
O

G
N

ITIVE  SU
B-D

O
M

AIN
  

D: Sexual and Reproductive Health 
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The area-specific topics included here highlight the critical need for all providers and educators in 
adolescent sexual and reproductive health to have a basic understanding of the behaviors, risks, 
consequences, and prevention methods in these three topic areas. Providers specializing in one area 
would require more comprehensive knowledge and skill beyond what is highlighted here. 

The adolescent sexual health educator/provider: 

* medically accurate – see previous page 

E:1 Explains the common behavioral factors often linking adolescent health issues; including un-
intended pregnancy, STIs, HIV infection, alcohol/drug use, and intimate partner violence. 

   

 E:2  Summarizes the fundamental facts of hormonal and barrier methods of contraception, includ-
ing: mechanism of action, effectiveness, benefits/risks, how to obtain contraception and  
emergency contraception, and which methods do not provide protection against STI or HIV 
infection. 

 E:3 Summarizes the fundamental facts on STIs, including: transmission, signs and symptoms, 
complications/consequences, the range of risk elimination (abstinence, Hepatitis A & B vac-
cines), and risk reduction options (condoms, HPV vaccines), the importance of STI testing if 
sexually active, and how STIs increase the risk for HIV transmission and infection. 

E:4 Summarizes the fundamental facts on HIV; including transmission, the spectrum of HIV dis-
ease and opportunistic infections, risk reduction, HIV testing options, and how HIV affects the 
immune system. 

C
O

G
N

ITIVE  SU
B-D

O
M

AIN
  

E:5 Keeps updated on current, medically accurate* information on pregnancy prevention, STIs, 
and HIV, including local and state data on disease trends, through credible web sites, periodi-
cals, journals, news reports, and workshops. 

   

 E:6 Explains the potential physical, emotional, economic, and social consequences of unintended 
pregnancy, STI infection, and HIV infection on adolescents. 

 E:7 Discusses the current, medically accurate data on the effectiveness of condoms for reducing 
the chances of pregnancy and transmission of STIs and HIV. 

E:8 Discusses the importance of prenatal care and STI testing to sexually-experienced adoles-
cents. 

E:9 Maintains familiarity with local community resources and accessible, teen-friendly health ser-
vices for sexual and reproductive health. 

E:10 Provides information to teens on how to obtain sexual and reproductive health care. 

O
PER

ATIVE  SU
B-D

O
M

AIN
  

E: Pregnancy — STIs – HIV 
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 EDITORIALS 
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The
Contributions
of Health
Communication
to Eliminating
Health
Disparities

The pressing need to eliminate
health disparities calls on public
health professionals to use every
effective tool possible. Health
communication, defined as the
study and use of methods to in-
form and influence individual
and community decisions that
enhance health, was first recog-
nized as a subset of the field of
communication in 1975, when
the Health Communication Divi-
sion of the International Com-
munication Association was
founded.1,2 The National Com-
munication Association formed
a division of the same name in
1985. In 1997, the Public
Health Education and Health
Promotion section within the
American Public Health Associa-
tion formally recognized health
communication as part of its
group. The peer-reviewed journal
Health Communication began in
1989, followed 7 years later by
the Journal of Health Communica-
tion. Today, while many commu-
nication departments and schools
of public health offer limited
graduate course work in health
communication, there are fewer
than a dozen comprehensive pro-
grams in health communication.

The federal government has
recognized the contributions of
health communication. The Cen-
ters for Disease Control and Pre-
vention developed an office of
communication in 1996 with
the purpose of diffusing the sci-

ence of health communication
throughout the agency. The Na-
tional Cancer Institute, in 1999,
developed an “Extraordinary Op-
portunity in Cancer Communica-
tions,” which included awarding
Centers of Excellence in Cancer
Communication to 4 universities;
2 of the 4 centers explicitly focus
on research in health communi-
cation aimed at health dispari-
ties. In addition, for the first
time, health communication is
part of the Healthy People 2010
objectives.3

THE SCOPE AND
LIMITATIONS OF HEALTH
COMMUNICATION

These achievements not with-
standing, the public health com-
munity seems to have a limited
understanding of what health
communication can offer to the
elimination of health disparities.
According to the National Cancer
Institute, health communication
can increase the intended audi-
ence’s knowledge and awareness
of a health issue, problem, or
solution; influence perceptions,
beliefs, and attitudes that may
change social norms; prompt
action; demonstrate or illustrate
healthy skills; reinforce knowl-
edge, attitudes, or behavior;
show the benefit of behavior
change; advocate a position on
a health issue or policy; increase
demand or support for health

services; refute myths and mis-
conceptions; and strengthen or-
ganizational relationships.1(p3)

However, health communica-
tion alone, without environmen-
tal supports, is not effective at
sustaining behavior changes at
the individual level. It may not
be effective in communicating
very complex messages, and it
cannot compensate for lack of
access to health care or healthy
environments.1(p3) Nonetheless,
we believe that public health
professionals should use the full
range of health communication
strategies in the effort to elimi-
nate health disparities.

THE RANGE OF HEALTH
COMMUNICATION
STRATEGIES

Many are familiar with mass
media campaigns aimed at stimu-
lating individual behavior change.
However, there is less familiarity
with other forms of health com-
munication that can be effective
in the context of health dispari-
ties. Health communicators can
bring their expertise to bear in
entertainment-education, media
advocacy, new technology, and
interpersonal communication,
including patient–provider
communication.

Entertainment-Education
Entertainment programming

in the media is a powerful way



 EDITORIALS 

American Journal of Public Health | December 2004, Vol 94, No. 122054 | Editorials

to communicate health informa-
tion, especially for minority audi-
ences, who are heavy consumers
of this type of media. Several re-
search studies have demon-
strated that even brief exposure
to health information and behav-
iors through entertainment
media can have strong effects.
In surveys (n=3719) conducted
by Porter Novelli during 2001,
more than half of regular prime
time and daytime drama viewers
reported that they learned some-
thing about a disease or how to
prevent it from a TV show.
Among minority viewers who
watch regularly, 70% of His-
panic women, 65% of Black
women, and 64% of Black men
said they took some action after
hearing about a health issue or
disease on a TV show.4 More
than 50% of Black men and
women reported that a storyline
helped them to provide informa-
tion to friends or family, as did
60% of Hispanic women.4 En-
tertainment programming has
the capacity to reach significant
proportions of the populations
experiencing health disparities.

Media Advocacy
Media advocacy is defined as

the strategic use of mass media
and their tools, in combination
with community organizing, for
the purpose of advancing healthy
public policies.5(p338) Because the
roots of health disparities extend
to social, economic, and political
conditions, media advocacy,
which moves beyond the focus
on the individual, holds promise
as one form of health communi-
cation to address health dispari-
ties. One example of such a cam-
paign is the Uptown Coalition in
Philadelphia, which used the
media and community organiz-
ing to defeat RJ Reynolds’s pro-
posed campaign to market Up-

town cigarettes in African Ameri-
can communities.

Interactive Health
Communication

Interactive technology,
“computer-based media that en-
able users to access information
and services of interest, control
how the information is presented,
and respond to information and
messages in the mediated envi-
ronment,”6(p2) has created new
opportunities for health commu-
nication that can overcome barri-
ers such as low literacy and ex-
pand opportunities to tailor and
personalize information. One of
the pioneer applications of such
technology is the Comprehensive
Health Enhancement Support
System (CHESS), for which there
is impressive research evidence
of its potential for reducing dis-
parities. In a study of the use of
an HIV CHESS application,
women and minorities made
more use of several information
tools than men and nonminori-
ties, and minorities and those
with less education used the deci-
sion and analysis tools more than
nonminorities and people with
more education, even though
these tools were the most com-
plex in the system.7 Similar re-
sults were found in a pilot study
of low-income, African American
women with breast cancer.7 Yet
computer access issues prevent
these approaches from achieving
their potential in reducing health
disparities.

Interpersonal Communication
Interpersonal communication

theory helps us understand the
provider–client interaction, the
role of social support in health,
and the ways in which interper-
sonal relationships influence
health behaviors and decision-
making. Clearly, the relationship

between patient and provider
can exacerbate health disparities.
Van Ryn and Fu8 suggest that
providers may contribute to
health disparities by influencing
clients’ views of themselves and
their relation to the world, by dif-
ferentially encouraging health
promotion and disease preven-
tion behaviors and services, and
by withholding access to treat-
ments or services and denying
benefits and rights. They cite
evidence of physicians’ contribu-
tions to racial/ethnic disparities
in kidney transplant rates and
cardiac procedures, in pain as-
sessment and control, and in
mental health services. They
argue for interventions to help
providers avoid their own biases
as one way to reduce disparities.
Ashton and colleagues9 exam-
ined communication between
providers and minority patients
and found that poor communica-
tion is linked to health disparities
and requires specific interven-
tions to address communication
patterns.

Social support is another com-
munication behavior that has
profound consequences for men-
tal and physical well-being.10 Yet
there is evidence that kinship
support networks are deteriorat-
ing in low-income and minority
communities because of unem-
ployment, transience, and sub-
stance abuse.11 Virtual support
networks are becoming increas-
ingly important, but again, access
is an issue in underserved com-
munities. Much more needs to be
learned about the impact of cul-
ture on both expectations of sup-
port and the effects of support.

Cline’s12 argument for shifting
the focus of interpersonal com-
munication about health from
formal to informal contexts such
as everyday talk highlights a rich
and untapped dimension of com-

munication that could contribute
to reducing disparities. Certainly,
the impact of interpersonal com-
munication through the use of
lay health advisors, respected in
their communities, is well docu-
mented. Extensive research on
tailoring and targeting health
messages promises new opportu-
nities for reaching those who suf-
fer most from health disparities.

CULTURAL DIFFERENCES
AND HEALTH
COMMUNICATION

However, in all these efforts,
health communicators often
struggle to understand the audi-
ences they seek to reach, fre-
quently equating culture in a
simplistic fashion with race and
ethnicity. The Institute of Medi-
cine13 argues that culture has
been poorly examined in the
context of health communica-
tion, asserting that to consider
culture requires significant ex-
ploration beyond the typical
variables of race, ethnicity, and
socioeconomic status. According
to the Institute, health commu-
nication campaigns typically ad-
dress the issue of diverse audi-
ences in 1 of 3 ways: by
developing a communication
campaign with common-denom-
inator messages relevant to
most audiences; by developing
a unified campaign with system-
atic variations in messages to in-
crease relevance for different
audience segments, retaining
one fundamental message; or
by developing distinctly differ-
ent messages or interventions
for each audience segment.13

Many health communication
interventions address what
Resnicow and Braithwaite14 refer
to as the surface structure of a
culture. Addressing surface
structure includes matching
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messages and channels to ob-
servable social and behavioral
characteristics of a culture, for
example, familiar people, foods,
music, language, and places. It
may be more important to ad-
dress deep structure, which re-
flects the cultural, social, psycho-
logical, environmental, and
historical factors that affect
health for a minority community.
Resnicow and Braithwaite argue
that when health communica-
tion appropriately addresses sur-
face structure, it increases recep-
tivity to and acceptance of the
campaign, but when it also ad-
dresses deep structure, it con-
veys true salience to the commu-
nity it seeks to reach. Clearly,
there is much to learn about cre-
ating health communication in-
terventions that appreciate the
complexity of culture, and then
evaluating the impact of such
programs on eliminating health
disparities.

Eliminating health disparities
requires that public health pro-
fessionals expand their use of
health communication strategies
in comprehensive interventions
aimed at effecting individual,
community, organizational, and
policy change. Such interven-
tions can effectively address the

multiple determinants of health
that underlie disparities. How-
ever, to design effective interven-
tions, we must understand the
complexity of culture and inte-
grate cultural factors into our
health communication efforts.
Furthermore, we must work col-
laboratively with communities
experiencing disparities to over-
come the historical context of
distrust and create meaningful,
effective health communication
interventions.
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