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Twice in recent times, the federal government mailed critical health-related in-
formation to every household in the United States. The mailings, the 1988 brochure
Understanding AIDS and the 2001 postcard A Message to Americans, were designed
to provide the general public with important information about needed action. This
paper compares the development process undertaken for each mailing. The authors
assess content and format in light of communication principles and the functional
literacy skills of average adults. The authors, noting that the reading grade level of the
postcard exceeds the reading ability of the average adult, recommend that plain
language guidelines be combined with health and risk communication principles in all
future efforts to alert the public.

Public health agencies have a duty to protect and promote the population’s health and

well-being and a responsibility to inform citizens of threats to their health and safety

(Gostin, 2000). Consequently, communication is a primary strategy of public health

(Department of Health and Human Services, 1999). Social scientists agree that, although

information alone may not bring about action and change, information is a prerequisite to

action (Institute of Medicine, 2002). In times of calm, when there is no immediate

emergency, public health agencies communicate information that enables people to make

informed, health-related decisions for themselves and their community. Clear commu-

nication is also needed to dispel myths, to reduce fears, and, in times of crisis, to alert the

public and provide directions for urgent action.

In times of calm, public health practitioners can craft campaigns that combine

program efforts delivered simultaneously or in a phased approach, that are diffused

Address correspondence to Rima E. Rudd, Department of Society, Human Development, and
Health, Harvard School of Public Health, 677 Huntington Ave, Boston, MA 02115, USA. E-mail:
rrudd@hsph.harvard.edu

Journal of Health Communication, 8: 104–115, 2003

Copyright # Taylor & Francis Inc.

ISSN: 1081-0730 print/1087-0415 online

DOI: 10.1080/10810730390224947

104

D
ow

nl
oa

de
d 

by
 [

H
ar

va
rd

 C
ol

le
ge

] 
at

 1
1:

12
 2

7 
N

ov
em

be
r 

20
12

 



through various population groups, and that are supported by local and mass commu-

nication media. Designers of these campaigns draw on communication, behavioral, and

social theories and are attentive to lessons learned from previous efforts (Atkin &

Wallack, 1990; Ray & Donohew, 1990). Practice guidelines also call for rigorous for-

mative evaluation (Walsh, Rudd, Moeykens, & Mahoney, 1993; Green & Kreuter, 1999;

Bartholomew, Parcel, Kok, & Gottlieb, 2001). However, during times of crisis, public

health officials must respond to situations swiftly, often with incomplete data. Times of

crisis occur when a public health emergency develops quickly, causes great concern

among the general public, draws the attention of the national media, and leads to an initial

set of conflicting explanations of cause, assessment of level of threat, or advice as to

proper response.

This discussion focuses on two government-sponsored communication efforts that

used mass mailings to bring critical health-related information to every household in the

United States. In June 1988, the Surgeon General sent out a seven-page brochure,

Understanding AIDS, to approximately 107 million households. At that time, thousands

of Americans had already died from AIDS and the public health community feared a

devastating epidemic. On October 19, 2001, the Postmaster General sent a postcard, A

Message to Americans, to all households less than 2 weeks after a newspaper worker died

from inhaled anthrax and after letters containing anthrax spores had been mailed to media

and government officials. This incident followed in the wake of the September 11, 2001,

terrorist attacks.

The mailings were alike in several ways. Both mass mailings addressed issues of

urgent concern. Both mailings were designed to provide the public with key information

about needed action, but neither was meant to serve as a stand-alone communication

strategy. Both mailings augmented other efforts that involved widespread discussion and

ongoing investigations. They both contained explicit and implicit messages, as is com-

mon in public health communication (Childress, 2003; Eckenwiler, 2003). The explicit

message contained the knowledge and skills the public needed to take actions that would

protect their health. The implicit message was one of reassurance, conveying the sense

that there are professionals deeply committed to protecting the public’s well being.

However, the two mailings differed profoundly—in timing, sponsorship, content,

and time available for preparation. The HIV/AIDS brochure was developed within a

social environment of relative calm; the postcard was formulated during one of the most

traumatic events in U.S. history. The HIV/AIDS brochure carried the name of the

nation’s most senior public health official, Surgeon General C. Everett Koop, M.D.,

while the anthrax postcard carried the name of the nation’s most senior Postal Service

official, Postmaster General John E. Potter. The brochure focused on socially stigmatized

behaviors; the postcard, on an intentional act of terror. The brochure highlighted the

importance of learning about effective preventive action for a deadly disease that has no

early signs or symptoms. The postcard highlighted immediate precautionary action to

avoid an agent that causes an acute and potentially deadly illness. The developers of the

HIV/AIDS brochure were able to draw on previous health communication efforts and

had the luxury of several months of development time. The developers of the anthrax

postcard were addressing a problem that had no history of communications activities,

and they had very little time for development. Although their design processes and

formats differed dramatically, analyses of these two mailings may be useful to public

health professionals who will need to cope with future urgent threats to the public’s

health.

Our discussion begins with a brief overview of the principles and theories that inform

health communication and then turns to the development process and the format of each
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of these mailings. Blending our different but overlapping perspectives from public health,

adult literacy, and risk communication, we make observations that may contribute to the

practice of health and risk communication.

Communication and Literacy

Persuasion and communication theories have long informed large-scale public health

communication campaigns such as those for cardiovascular risk reduction (Ward, 1984;

Roccella & Ward, 1984), as well as smaller, local efforts such as Sisters Together,

focused on increasing physical activity and healthful eating (Rudd, Goldberg, & Dietz,

1999). Theoretical models and practice-derived approaches frequently cited by com-

munications experts include the persuasion communication model (McGuire, 1985), the

diffusion of innovation model (Rogers, 1983), and the social marketing model (Walsh

et al., 1993).

Communication models require that program designers consider how ideas garner

attention and spur action. The analytic processes suggested by many models include a

focus on various features of the message or idea; the source or change agent; the channels

of communication; the characteristics of various population groups; decision-making

processes; and the context, such as the political climate, social structure, and prevailing

norms. Several theorists add to this list of critical components a demand for active

engagement of the intended audience and reciprocity in communication (Rogers &

Kincaid, 1981; Atkin & Wallack, 1990; Ray & Donohew, 1990; Backer, Rogers, &

Sopory, 1992; Glass & Schoch-Spana, 2002). The Institute of Medicine’s report on health

communications, Speaking of Health: Assessing Health Communication Strategies for

Diverse Populations (2002), highlights the importance of theory-based communication,

respect for autonomy, and the active engagement of affected people and communities in

the development of campaigns.

Risk Communication

Risk communication, an increasingly important and distinct aspect of health commu-

nication practice, was first articulated in Rachel Carson’s book Silent Spring (1962),

which warned of the disastrous consequences of large-scale pesticide use on the envir-

onment. Since then, many theorists have contributed to an analysis of risk communication

and the challenges posed by the concept of risk (Krimsky & Plough, 1988; Fischhoff,

1989; National Research Council, 1989; Sandman, 1989; Covello, 1992; Lundgren, 1994;

Morgan, Fischhoff, Bostrom, & Atman, 2002; Morgan, Fischoff, Bostrom, Lave, &

Altman, 1992).

Unlike general communication designed to promote health, risk communication

addresses either a clear and current danger or a potential threat. Risk communication

practice involves both the need to provide reassurance when the hazards are small and the

need to sound warnings when they are more substantial. While all risk communications

are concerned with the public’s health, some are simultaneously focused on reassurance,

social control, or national security. In all cases, attention to issues of clarity, accuracy,

and truthfulness—even in the face of uncertainty—is most likely to garner trust and

health benefits (Childress, 2003; Eckenwiler, 2003).

The factors that influence risk perception vary widely and include cultural attitudes

and beliefs, current knowledge, background information, and the extent to which hazards

are ‘‘voluntary’’ (e.g., the decision to smoke), as opposed to ‘‘involuntary’’ (e.g., expo-

sure to second-hand smoke). Furthermore, communicators must understand that the
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perception of the nature and extent of the risk is often not congruent with the actual level

of the hazard. Sandman (1989) notes that the difficulties posed by this lack of congruence

challenge effective risk communication. Hazards that are intentionally deployed, such as

the sending of anthrax through the mail, produce risk perception levels that are extremely

high (Slovic, Fischhoff, & Lichenstein, 1982). Since many hazards or risks have not yet

been fully quantified or explained, risk communication must often take place in the

absence of sufficient information (Sandman, 1989). To retain trust, spokespeople must

acknowledge what they do not yet know.

Effective risk communication is crucial to provide the public with the knowledge,

information, and skills they may need to ameliorate or diminish the likely effects of the

hazard, and it is an essential component of risk management (Covello & Allen, 1988;

Childress, 2003). However, effective risk communication is an especially daunting task

during crisis events. At such times, people have difficulty processing information and

hearing, understanding, and remembering what they have been told (Covello, 1998). An

environment of uncertainty and ambiguity leads many to a heightened sense of anxiety.

People have a tendency to assume the worst and, as a result, their distrust of government

and experts may also be heightened (Government of Canada, 2001).

Many of the health and risk communication theorists noted previously support the

need for the careful crafting of the message to be delivered, the choice of suitable and

credible spokespersons, the decision about the most fitting time for message delivery, and

the appropriate selection of communication channels. Other theorists suggest that com-

munication efforts should be based on a thorough situational analysis, consideration of

the emotional and political climate, provision of information to meet the needs of the

intended audience, and respect for people’s capacities (Atkin & Wallack, 1990; Ray &

Donohew, 1990; Backer, Rogers, & Sopory, 1992; Eckenwiler, 2003). Best practice

conventions demand rigorous, up-front analysis, formative research, and piloting.

Literacy Issues

A substantial amount of health communication activity relies on communication channels

using print, whether in paper format or on the Web. Direct mail as a communication

channel during crisis events may offer a limited communication option because it is a

unidirectional medium that effectively precludes dialogue and discussion. Recipients do

not have the opportunity to seek clarification or ask questions. However, as a way to put

critical information in the hands of a large group of people in a form to which they can

refer, mass mailing is a powerful tool.

There is a growing consensus among public health and medical practitioners that

health communication efforts must be tailored to the literacy skills of the intended

audience. Increasingly, best practice conventions include attention to reading skills and to

key elements of the message such as vocabulary, sentence construction, format, and other

literacy-related factors that may increase or limit access to written information (Rudd,

Moeykens, & Colton, 2000).

Well over 250 studies in public health and medical journals indicate that health-

related print materials score at reading grade levels far exceeding the reading ability of

the average adult (Rudd, Moeykens, & Colton, 2000). Assessments of reading level offer

insightful indications of the difficulty of the text, but their measures neither analyze text

components in depth nor consider how people might use text.

National and international assessments of adult literacy skills have focused on a

concept of functional literacy—people’s ability to use written materials to accomplish

tasks. These assessments, conducted in 22 industrialized nations, measured the ability of
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adults to perform tasks at different levels of complexity. Materials were drawn from

everyday life; included different formats, such as prose or lists; and were of varying

levels of difficulty, calibrated, for example, on whether or not distracting information was

present (Kirsch, 2001).

The National Adult Literacy Survey (NALS), conducted in 1992, involved inter-

views with 26,000 adults in the United States and focused on adults’ ability to use the

written word for mundane tasks (Kirsch, Jungeblut, Jenkins, & Kolstad, 1993; Kirsch,

2001). Performance was scored on a 500-point scale that was subsequently divided into 5

skill levels, Level 1 being the lowest.

Findings from the 1992 NALS indicate the mean functional literacy score for U.S.

adults is between 267 and 273, a range close to the top of NALS Level 2. Fully 47% to

51% of U.S. adults have literacy skills below NALS Level 3 and have difficulty matching

and integrating information with accuracy and consistency (Kirsch, Jungeblut, Jenkins, &

Kolstad, 1993). Analysts in education and economics note that the average adult does not

have the literacy skills required for tasks in the twenty-first century workplace or for full

participation in the activities of everyday civic life (Comings, Reder, & Sum, 2001;

Murnane & Levy, 1996; Tuijnman, 2000; Sum, Kirsch, & Taggart, 2002).

Case Analyses

The two cases that follow offer insight into strengths and weaknesses of communication

efforts during times of calm and times of crisis.

‘‘Understanding AIDS’’: The HIV/AIDS Epidemic Mailing

At the end of 1987, Congress directed the Centers for Disease Control and Prevention

(CDC) to distribute an AIDS mailing to every American household by June 30, 1988. A

seven-page brochure was designed to disseminate critical information. Surgeon General

C. Everett Koop, M.D. prefaced the mailing with a request that people begin to discuss

topics that may cause some discomfort and to practice responsible behavior. The bro-

chure named sexual activities and illegal behaviors related to drug use and addressed bias

and discrimination. It included information about the transmission of HIV, risky beha-

viors, condoms, tests, drugs, and transmission to infants. It also focused on helping

people with AIDS. Overall, the brochure attempted to dispel myths, encourage discus-

sion, and provide suggestions for talking with children. It concluded with a self-admi-

nistered quiz. The HIV/AIDS brochure was mailed in June 1988 to more than 100 million

homes, at an estimated cost of more than $25 million. Although multiple messages

addressing these issues had already been released by a variety of sources, the national

mailing was a project of much greater magnitude.

The mailing was developed through a collaborative effort, bringing together staff

from Ogilvy & Mather, an advertising firm, with staff from the National AIDS Infor-

mation and Education Program of CDC, numerous CDC scientists and administrators,

and the Surgeon General and his staff. Rigorous formative research had been completed

in October 1987 for the America Responds to AIDS campaign developed by Ogilvy &

Mather. The formative research for the America Responds to AIDS campaign included

focus groups conducted in 10 cities, community meetings in 28 cities, and leadership

forums for more than 600 AIDS leaders and health care workers. Findings developed to

shape this campaign were available to those developing the mailings and provided insight

to the designers of the initial drafts (Veeder, 1993).
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Veeder’s (1993) retrospective study of the brochure indicated that the writing pro-

cess lasted from December 1987 to March 1988 and included 20 to 30 drafts. Various

iterations of the document were informed by professional reviews as well as by 12 focus

groups conducted with diverse segments of the population across the country in January

1988 and, a month later, by 21 one-on-one interviews conducted with health educators

working with AIDS issues at national, state, or local levels. This review process led to

various revisions and, according to Veeder, also enabled the writers to reflect both the

precision of the scientists and the interests of various members of the population.

Veeder argues that the repeated pilot testing among members of diverse communities

provided a rich model of planning that led to audience adoption of a risk message. She

highlights, as the most valuable aspect of this process, the importance of attention to the

audience. Furthermore, Veeder notes that the ‘‘judgmental, stentorian tone’’ (page 8 of

http://www.fplc.edu/Risk/vol14/fall/veeder.htm) of the first draft was replaced by the

tone of a ‘‘fireside chat’’ (page 8 of http://www.fplc.edu/Risk/vol14/fall/veeder.htm) in

the final draft. The voice and the concerns of the intended audience were incorporated in

the brochure. In addition, Davis (1991) contends that the rigorous piloting and review

process and the resulting data provided insight into the possible fears and criticisms that

might surface among recipients and thereby helped public health workers prepare for the

impact of the HIV/AIDS brochure.

Shortly after the mailing was sent out, Gerbert and Maguire (1989) conducted a

nationwide telephone survey of a representative sample of 2,000 adults (response rate of

75%). They found that 59% of the respondents remembered receiving the brochure and

that 68% of those recalling the brochure reported that they read most of it. Furthermore,

86% reacted favorably to the mailing.

Ledbetter and Johnson (1989) assessed the HIV/AIDS brochure with attention to

reading grade score. They noted that the reading level varied by section, and the mean

reading grade level was 7.6. To compare the reading grade levels of the brochure and

postcard, we re-assessed the reading level of the brochure with the SMOG readability

assessment tool (McLaughlin, 1969). The SMOG focuses on sentence and word length,

both of which are associated with reading ease or difficulty. Our SMOG assessment of the

brochure yielded grade level 8. According to the National Adult Literacy Survey con-

ducted in 1992, 2 years after Ledbetter and Johnson’s assessment, about 70% of the U.S.

adult population could read the material but the remaining 30% would find it difficult to

read.

The HIV/AIDS brochure followed general communication principles in that it

responded to a need and provided key information about action. The material was

designed to highlight critical information key issues. In addition, the material was

visually accessible with easy-to-read fonts and a proper use of white space (Ledbetter &

Johnson, 1989).

‘‘A Message to Americans’’: The Safety Of The Mail Postcard

On October 5, 2001, less than a month after the September 11, 2001 terrorist attacks,

Bob Stevens, photo editor of The Sun (a Boca Raton based newspaper), was diagnosed

with inhalation anthrax and died the next day. Anthrax, contained in letters mailed to

media and government officials, was the source of great concern among those working in

targeted sites, for those within the United States Postal Service, and for the general

public. Reports of new exposures surfaced daily, some hoaxes and some real. Initially,

little was known about the agent or the scope of the exposure, but a criminal investigation

was underway. Public discourse was confused and ill informed (Hodge & Gostin, 2003).
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After all, the country was still in shock after the September 11 attack as these new events

were unfolding; the issue had no precedent, and the print and electronic media were

presenting rumor and fact together. On October 19, the United States Postal Service

mailed a postcard, A Message to Americans, to all households addressing the safety of the

mail.1

As was true of the HIV/AIDS brochure, multiple messages addressing anthrax and

the mail had already been released by various official sources before the postcard was

mailed. The CDC had developed and disseminated guidelines for state health departments

regarding advice to the public. Notifications about mailed packages and letters were

developed and disseminated by the Treasury Department, the Department of Labor, the

Federal Bureau of Investigation, and local organizations such as the New York City

Police Department. In addition, the Secretary for Health and Human Services and the

senior CDC press officer had offered health-relevant statements. However, the anthrax

postcard was a project of greater magnitude because it carried a message to every

household in the United States.

The anthrax postcard provided a brief note from the Postmaster General on the

address side. On the reverse side, were two questions: ‘‘What should make me suspect a

piece of mail?’’ and ‘‘What should I do with a suspicious piece of mail?’’ Following the

first question was a seven-item, bulleted list to help the public determine if letters and

packages were safe to open. Following the second question was a four-item, bulleted list

of action steps to follow if a piece of mail appeared suspicious.

The Department of Public Affairs and Communication of the United States Postal

Service proposed the mass mailing and oversaw the process. The senior designer in the

Department directed a colleague to draft the message. The person responsible for the

draft noted in an interview that the Postal Service was in crisis mode and the overriding

concern was to deliver a ‘‘clear and plain message’’ quickly (Emily Zobel, personal

communication). The draft was submitted to the Postal Service’s Department of

Inspection to check the validity of the facts and the overall message. The Human

Resources Department sent a draft to a staff physician for a validity check of the scientific

information. The postcard was then developed, printed within each state, and distributed

by mail carriers to all households. The time from conception to completion was

approximately 4 weeks. A press kit provided the news media with advance notice, and a

companion poster was prepared and sent to every post office in the country.2

The layout and design of the information side of the anthrax postcard is clear and

spacious. The two lead questions are highlighted and the responses are bulleted and

offered in full-sentence format. The font, while large and clear, is sans serif typeface,

which is not favored by plain language guidebooks. The message from the Postmaster

General on the address side of the card is in white print on a blue background; this reverse

text style can also be more difficult to read.

We used the SMOG method to conduct a reading level assessment of the anthrax

postcard, the contents of which include the message from the Postmaster General (4

sentences), 2 questions, and 11 full sentence statements for a total of 17 sentences. The

SMOG readability score for the entire postcard was reading grade level 10.

The card is actually a mix of prose and document. The address side of the card

presents a statement from the Postmaster General that is written as prose—complete

sentences in paragraph format. These four sentences score at reading grade level 11, as

calculated by the SMOG. The lengthy sentences and use of words such as priority,

customers, information, security, and paramount contribute to the high reading score. The

information side of the card is presented in a list, which is considered to be an easy to

read document format compared to more complex tables and charts (Mosenthal & Kirsch,

110 R. E. Rudd et al.
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1998). Each item on the list is a short sentence focused on one idea. However, some of

the words on the list are difficult and uncommon: unexpected, legitimate, restrictive,

endorsements, excessive, and authorities. The text, though in bulleted form, is comprised

of full sentences and scores at reading grade level 9 as calculated by the SMOG.

Surveys of public knowledge and attitudes about anthrax have been conducted since

the distribution of the postcard (see Blendon et al., this issue). However, to date, no

studies have looked at whether or not people remember receiving, reading, or reacting

favorably to the anthrax postcard.3

Discussion

The HIV/AIDS brochure and the anthrax postcard, unusual actions taken by government

to reach all households, garnered much attention and conveyed the importance of each

issue. Both mailings were carefully organized and highlighted important facts. Both

carried the name of a high-ranking public official—the Surgeon General or the Post-

master General. Selecting the source is an important decision that may enhance or

undermine the likelihood that the message will be received and acted upon in an

appropriate manner. A single health source for critical health messages might offer

greater credibility.

The professionals who developed the anthrax postcard did not have the luxury of the

long lead-time available to the developers of the HIV/AIDS brochure. Consequently, the

developers of the anthrax postcard did not have as much time to seek expert advice and

field-test their mailing. The initial draft of the HIV/AIDS brochure went through multiple

iterations, each informed by different levels of review by key stakeholders and members

of the intended audience. The final version reflected the interest and voice of the people

for whom it was developed. In contrast, the postcard was not piloted with the general

public and did not incorporate the voice and language of the people for whom it was

developed. As a result, some of the information was presented in language that was

unnecessarily difficult, and the reading level of the material exceeded the reading ability

of the average U.S. adult. Testing with the public could have identified difficult words

and phrases and guided better language choices. For example, ‘‘notify local law enfor-

cement authorities’’ could have been more commonly stated as ‘‘call the police.’’

Failing to match the reading demand of written materials developed for the public

with the reading skills of the average person violates the first principle of effective

communication. The communication process is an opportunity for people to create and

share information and reach a mutual understanding (Rogers & Kincaid, 1981). However,

a reader does not have the opportunity to engage in this iterative process with a writer.

Therefore, writers must ensure that communication is clear and that words used are those

in general use (Joint Committee on Health Education Terminology, 1990). Commu-

nication efforts must consider characteristics of the population thought to be at risk and

be shaped by an understanding of how people obtain, understand, and react to infor-

mation (Eckenwiler, 2003). Educators suggest that developers of written material

consider carefully the literacy skills of the audience, the context of the communication,

the task(s) people need to perform, and the difficulty of the text itself (Purcell-Gates,

1995; Kirsch, 2001).

As in any strategic communication approach, formative research and rigorous

piloting are essential. Because these steps are often not possible during crisis events,

alternative strategies must be employed. The Institute of Medicine (2002) report on

health communication indicates that communication is enhanced when members of the

intended audience are involved in crafting the communication. Studies of participatory
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design work that engages members of the intended audience in the development of

learning materials indicate that the reading level of materials developed by members of

the intended audience is more appropriately matched to the reading ability of proposed

readers than is the reading level of materials developed by experts (Roter, Rudd, Keoge,

& Robinson, 1986–1987; Rudd & Comings, 1994).

When such collaborative efforts seem impossible, the review process must be

expanded. Under most circumstances, key experts must approve communication mes-

sages before they are released. At a minimum, key reviewers should include members

of the lay public and, among them, people with no more than a high school degree.

In the two case instances, direct mail reached large numbers of people in a short time

interval. However, the use of a ‘‘one size fits all’’ message requires a focus on the average

reader. Thus, all writing for the pubic should be guided by the findings from the National

Adult Literacy Survey and an understanding of the functional reading skills of the

average adult.

Plain language initiatives—including those supported by the U.S. Securities and

Exchange Commission, the American Bar Association, the Canadian Bankers Asso-

ciation, the Canadian Public Health Association, and the Ministry of Justice in

Sweden—have established principles for writing clearly and simply (Rudd, 2001).

These principles vary but generally include attention to the difficulty of words, sen-

tence length, concept complexity, organization of text, and layout and design features

(Doak, Doak, & Root, 1996; Rudd, 2001). Principles of plain language communica-

tion and use of easy-to-read formats can enhance health materials (Doak, Doak, &

Root, 1996). Clear and simple writing works well for both average and advanced

readers, and it provides poor readers with text that may be difficult but accessible. All

materials should have a respectful adult tone, human appeal, and the lowest reading

level possible.

During crisis events, the unexpected takes center stage and recommended steps for

developing communication efforts may not be followed rigorously. However, when

communication planners abandon rigor in the name of expediency, effectiveness may

suffer. To avoid the need for such a choice, the public health establishment should

identify critical structures and processes that it could employ to improve communications

in times of crisis.

While there is no way to predict when the next emergency or act of bioterrorism will

occur, government officials note that one most certainly will occur. Consequently, the

U.S. government must develop the same high level of sophistication in thinking about

and planning for health and risk communication needs during such events as it does in

management planning for other emergencies. The government could establish and equip a

multi-disciplinary team of communication and health literacy experts as first responders

to assist government agencies in designing and delivering clear, truthful, and effective

health messages during times of crisis. The United States has a large body of expertise

available to draw upon, but it needs to be made ready for rapid mobilization. A specific

group of health communication experts could be identified, given an opportunity to

develop their ability to work as a team, and supported to continue to research ways to

more effectively communicate during times of crisis. These experts could stand in reserve

and, like the military reserve, be willing to assume this critical work at a moment’s

notice. A well-prepared group of experts could help the government communicate a clear

message that would overcome the cacophony of voices ever present in times of crisis.

Effective communication will serve the public in times of calm as well as in times of

crisis. A clear focus, a credible source of information, an acknowledgment of what is

known and what is not yet known, clear and consistent directions for action, and a
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friendly and inclusive tone will serve the nation well under the best and worst circum-

stances (Covello & Allen, 1988; Childress, 2003; Eckenwiler, 2003). Attention to lit-

eracy-related issues of language, format, and the structure of a message will enable

communicators to broaden their reach and avoid inequities related to access to infor-

mation. No one should be left behind.
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