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Executive summary

The Oregon Dept. of Human Services contracted with Gilmore Research Group (GRG) of Portland, OR to research the communication needs of twelve special populations in Oregon, including Native Americans, Hispanics, Asian Americans, African Americans, non-English speaking groups, rural populations, elderly persons, children, physically disabled, mentally disabled, homeless, and migrant farm worker populations. GRG conducted interviews with 24 caseworkers and other professionals who work with these special populations.  GRG also examined available census data and reviewed the literature on health communication and emergency preparedness for each special population.  The result of these efforts is described in this report.

Though the special populations covered in this report are quite varied, it is possible to make some generalizations about best communication practices for risk messages aimed at these groups.  Those generalizations are explained in this executive summary.  Considerations for each of the special populations are explained in the body of the report.

The ideal spokespeople for risk messages are generally local and members of the same population as those who are the target of the message.  Other good risk messengers include religious clergy, healthcare professionals, caseworkers, and community leaders. Use of police, fire, and other uniformed officers is to be avoided. Organizations that serve populations, especially non-profits and churches, generally want public health officials to partner with them, both in preparedness efforts and in the actual delivery of risk messages during an emergency.

Alternative language media, along with communication outreach efforts via churches, schools, and social service groups, will be needed to reach special populations.  However, most members of minority groups are not members of special populations, and are reachable by general English language media such as newspaper, television, and radio.

When preparing risk messages for special populations it is critical to know the population you are trying to communicate with and to understand the diversity within it.  Both language and literacy may be a barrier to communicating with some members of special populations, so low-literacy materials should be prepared.  Public health officials might also consider a campaign to emphasize preparedness among special populations by encouraging them to have resources ready in case of emergency.

Effective risk messages for special populations will tend to: 

· be simple, but complete and informative

· repeat the main point several times

· use translations that are fine-tuned for accuracy, but yet simple

· avoid use of medical terminology, except when there is no other way to convey meaning

· use visuals whenever feasible, both to communicate the basic risk message and demonstrate actions to be taken in response

Risk messages should emphasize the seriousness of the public health threat and the likely consequences of inaction, but in a way that does not cause fear and panic.  Risk messages will also need to explain how to get more information, and explain what to do if one needs physical assistance, transportation, or has no money to pay for healthcare.

Methodology

The Oregon Dept. of Human Services contracted with Gilmore Research Group of Portland, OR to conduct in-depth interviews with caseworkers and other professionals who work with twelve special populations in Oregon, including Native Americans, Hispanics, Asian Americans, African Americans, non-English speaking groups, rural populations, elderly persons, children, physically disabled, mentally disabled, homeless, and migrant farm worker populations.  A total of 24 usable interviews were conducted between July 21 to August 19, 2004, as interviewees' schedules permitted. The overall purpose was to gather information to help the Oregon Dept. of Human Services prepare to serve special populations in the event of bioterrorism or other public health emergency. Interview data is used in this report to understand how to formulate public health risk messages and to learn the best risk messengers for each of the special populations.

Data from the 2000 census is used to describe each special population of interest, with the exception of homeless persons and migrant farm workers.  For these two populations, estimates of their prevalence in Oregon and other characteristics are derived from other sources (NCH 2002; Larson 2002).

This analysis of communication needs for special population in Oregon was also assisted by other research literature on emergency preparedness, identified through an extensive search of publicly available materials on the Internet.

Hispanics

Population description

Hispanics/Latinos are the largest non-white ethnic group in Oregon.  Most trace their origin to Mexico.  


Those of Hispanic descent comprise 8% of the state population or 275,314 persons.  Of these, 78% are of Mexican origin, the remainder having roots in Puerto Rico, Cuba, or other areas of Latin America (Census 2000 data).
Hispanics comprise no less than 2% of the population in any Oregon county, but the following counties have the highest concentrations of Hispanics within their populations (15%-26% Hispanic):

· Marion

· Hood River

· Jefferson

· Morrow 

· Umatilla

· Malheur

The gender and age distribution of Oregon's Hispanic population differs considerably from the overall Oregon population and other ethnic groups within the state.  Hispanics in Oregon have a disproportionately larger number of males compared to females, especially in the 20 - 29 age category (14% versus 10%). The Hispanic population of Oregon is also very young, with 21% of Hispanics under 9 years of age.

Spanish is the native tongue of many Oregon Hispanics.  Seven percent (7%) of Oregonians over 5 years of age primarily speak Spanish at home.  Census 2000 data indicates that 34% of these 217,614 Oregonians who speak Spanish at home speak English not well or not at all.  Most of Oregon's migrant workers are also Hispanics.  

Barriers to effective communication

Most Hispanics in Oregon are reachable via the same media as the general population of Oregon, so it's important to note that most Hispanics in Oregon are not part of a special population requiring special public health risk messaging.  When planning to communicate risk messages to Hispanics it may be most effective to focus efforts on the "hard to reach" Hispanic population, which includes (TDH 2004):

· those who do not speak little or no English

· those living in poverty

· migrant workers

· undocumented immigrants.

Those preparing public health risk messages should keep in mind that many Hispanics might lack access to any means of transportation other than public transportation (TDH 2004).  Undocumented Hispanic workers may be particularly reluctant to seek any kind of assistance (TDH 2004).  Several interviewees also explained that some Hispanics may be reluctant seek recommended medical attention for themselves and their families if they feel the cost will be too great or if they feel the risk of becoming ill is low.

Messenger Considerations

Caseworkers and other professionals interviewed who work with Hispanics suggested the best spokespeople for public health risk message are:

· religious clergy 

· healthcare professional

· Spanish-speaking actors, singers, radio personalities

On the other hand, police, fire, paramedics, and immigration officials are much less likely to be credible and effective risk messengers.  Literature suggests that effective interpersonal communications with many members of the Hispanic population may depend upon "personalismo," or a display of mutual respect and trust (Talamantes, Lindeman, and Mouton 2001).

Those interviewed suggested the following as the best channels for communicating with Spanish-speaking Hispanic/Latinos:

· churches

· schools

· Spanish language radio, TV, and newspapers

· Mexican consulate

One interviewee noted, however, that many Spanish-speaking Hispanics cannot afford to purchase newspapers.

Message Considerations

One of the biggest challenges of communicating risk messages to Spanish-speaking Hispanics will be literacy and dialects.  Many Hispanics are native speakers of Spanish, but do not read or write the language.  Others, particularly those from Central America, speak Spanish as a second language, having some native Indian language as their native tongue.  In addition, Spanish-speaking Hispanics in the United States speak a variety of different dialects of Spanish, so not all Spanish speakers may understand academic Spanish translations of risk messages. 

For this and other reasons, interviewees stressed keeping both message and the language used simple. Since risk messages cannot be delivered in all possible dialects of Spanish, they should be delivered in simple, basic, and easy to understand Spanish, with the main points of messages repeated.  Where possible, pictures can help enhance comprehension for those with low literacy levels.  Use of gestures should be avoided in visuals, since they may not have the same meaning from one culture to another (Talamantes, Lindeman, and Mouton 2001).

Risk messages may need to explain the life and death nature of a public health emergency, as well as the consequences of avoiding vaccines or treatments, since some low-income Hispanics will weigh their costs against the consequences of avoiding treatment altogether.

Native Americans

Population description

According to 2000 Census statistics, 85,667 persons out of Oregon's total population of 3,421,399 (2.5%) claimed Native American ancestry, either alone or in combination with one or more other races.

Oregon's Native American population is comprised of persons from several federally-recognized tribes:

· Burns Paiute Tribe

· Clatsop-Nehalem Confederated Tribes

· Confederated Tribes of Coos, Lower Umpqua and Siuslaw Indians

· Confederated Tribe of the Grand Ronde

· Confederated Tribes of the Siletz Indians of Oregon

· Confederated Tribes of the Umatilla Indian Reservation

· Confederated Tribes of the Warm Springs Reservation

· Coquille Indian Tribe

· Cow Creek Band of Umpqua Indians

· Klamath General Counsel (of Klamath, Modoc, and Yahooskin)

Native Americans comprise 17% of the population in Jefferson County, by far the highest concentration of any county in Oregon.  Native Americans account for 3% - 6% of the population in the following counties:

· Curry

· Coos

· Douglas

· Lincoln

· Klamath

· Lake

· Harney

· Wasco 

· Umatilla

Like other non-white ethnic groups in Oregon, the Native American population contains a large number of young people.  Thirty-five percent (35%) of the Native American population is under 20 years of age.
Barriers to effective communication

Native Americans are an extremely diverse population, with culture and beliefs varying greatly from tribe to tribe.  Native Americans also run the spectrum from those who are conservative and traditional to those who are completely acculturated and integrated with the general population of Oregon.

Caseworkers and other professionals interviewed who work with Native Americans thought public health risk messages will be most difficult to disseminate to Native Americans living on isolated rural reservations, some of who do not have phone service.  Outsiders attempting to deliver risk messages to those living on reservations may have a difficult time achieving access and credibility without the direct cooperation of tribal leaders and other tribal members (TDH 2004).

Both interviewees and the literature (Cohen 2003) suggest that another major barrier to communicating risk messages to some Native Americans in Oregon is distrust of government, especially among Native Americans who are more traditionally minded.  

Messenger Considerations

Interviewees who work with Native Americans suggested the best spokespeople for risk messages are tribal elders and medical personnel of clinics that primarily serve Native Americans. They thought government officials were the least credible spokespeople.  Risk messengers who exhibit calmness and humility are likely to be most effective (Hendrix 2001).

Most Native Americans in Oregon speak English and watch television and consume other media. Those interviewed suggested these alternative channels for communicating with Native Americans:

· schools

· community centers and public meetings

· tribal newsletters and poster boards

· clinics serving Native Americans

Message Considerations

When delivering risk messages to Native Americans, especially the elderly, it may be important to slow down when speaking (Hendrix 2001).

One interviewee claimed that there are a large number of Spanish-speaking preschoolers among some Native American populations, but this cannot be confirmed with publicly available Census Bureau data.

Given past injustices endured by Native Americans, truthfulness of risk messages will be an important concern for this special population.  Overall, the most effective messages for Native Americans will likely be those that both fully explain the nature of the risk and stress its seriousness.

African Americans

Population description

Only 11% of Oregonians identify themselves as some race other than white, either alone or in combination with other races (Census 2000 data). Blacks/African Americans comprise 2% of the Oregon population.  African Americans are most highly concentrated in Multnomah County where they comprise 7% of the county's population.  The African American population of Oregon tends to be extremely young, with 43% of African American Oregonians under 20 years of age.  

Barriers to effective communication

Among African American Oregonians, the chief barriers to effective communication are likely to be low literacy, especially among those living in poverty, and cultural beliefs about the nature of disease and illness. Mistrust of the medical establishment and adherence to folk medicine may also be a problem among some elderly African Americans (Gordon et al 2001).  Some African Americans may be highly skeptical of risk messages, believing instead that such risks are the result of some form of racism (TDH 2004). Those living in poverty may also feel apathetic toward public health threats due to more urgent concerns.  

Messenger Considerations

Caseworkers and other professionals thought the ideal risk messengers for African Americans were African American religious clergy, community leaders, and African American healthcare professionals.  Police should not be used to transmit risk messages to either Asian or African Americans, albeit for different reasons.

For communicating with African Americans, interviewees suggested the following channels:

· Black churches

· local non-profit social service organizations

· Internet

· postings at sport and music events

Message Considerations

Interviewees stressed the need for risk messages to be in simple, plain English for African Americans.  Low literacy materials with pictorial aids may also be necessary for some members of this population.
Those who work with African Americans suggested such fear-based risk messages could be particularly ineffective for many members of this population. Instead, communications should be "affirming," reduce fear, and if needed, contain reinforcing messages about the adequacy of supply of medicine or vaccines.  If pictures are used, they should include other African Americans or at least a diverse cross-section of individuals.  

Asian Americans

Population description

Four percent (4%) if the Oregon population identifies itself as Asian, either alone or in combination with other races (Census 2000 data).  Asians are most likely to be found in Washington, Clackamas, and Benton counties, where they comprise 3% - 8% of the population.  Thirty-four percent (34%) of the Asian population is under 20 years old.

It is also noteworthy that Oregon's Asian population is diverse with its own ethnic subgroups.  Chinese and Vietnamese are the largest of these subgroups, followed by Koreans, Japanese, Filipinos, and Asian Indians.  However, each comprises less than 1% of the total Oregon population.

Barriers to effective communication

Language will be the major barrier to communicating risk messages effectively to many Asian American Oregonians.  Seventeen percent (17%) of Asian Oregonians over age 5 speak English not well or not at all.  It is common for elderly Asian Americans and others who do not speak English to rely upon English speaking children or others in the community to translate information for them (Tom 2001 and TDH 2004).  

Among Chinese and some other Asian populations, there is a traditional deference to authority figures, such as police and doctors.  This may result in Asian Americans nodding their head in agreement with explanations or instructions, even though they do not understand them (Tom 2001).  Many older or less acculturated Asian Americans may have the belief that Western medications are too strong, and may be reluctant to take prescribed doses, or they may combine medications with herbal remedies and face drug interaction problems (Tom 2001). 

Messenger Considerations

Caseworkers and other professionals who work with Asian Americans suggested the best spokespeople for risk messages are political leaders, community activists, and religious clergy. On the other hand, they thought the ideal risk messengers for African Americans were African American religious clergy, community leaders, and African American healthcare professionals.  Police should not be used to transmit risk messages to either Asian or African Americans, albeit for different reasons.

Those interviewed suggested the following as the best channels for communicating with Asian Americans:

· Asian churches

· Asian language TV, radio, newspapers

· Asian restaurants and food stores

Message Considerations

There is also considerable language diversity among Asian Americans in Oregon.  Vietnamese and Chinese are the major Asian languages, but spoken Chinese also has a number of dialects. Because of the language diversity among Asian Americans in Oregon, those communicating risk messages might strongly considering partnering with Asian churches or other community organizations, which are likely to already have phone trees and directories and could disseminate risk messages in native languages/dialects as needed.

Those caseworkers/professionals who work with Asian Americans suggested that risk messages must properly stress the seriousness of the risk if they are to prompt action on the part of those who receive them.  Careful attention must be paid to the accuracy of the translation of risk messages, which also need to be clear, precise, and polished.  Risk messages should identify the source of information, and explain why action is needed, as well as the consequences of inaction.

Non-English speaking populations 

Population description

This section examines the overall language diversity of Oregon and discusses general considerations for communicating with non-English speakers. Specific considerations for communicating public health risk messages to Spanish speakers and speakers of Asian languages are covered in other sections of this report.

Among the total Oregon population age 5 and older, 12% speak a language other than English at home, according to 2000 Census data.  Oregonians who speak Spanish at home comprise 7% of the state population, those who speak some other indo-European language account for 3%, speakers of Asian and Pacific languages 2%, and speakers of miscellaneous other languages account for less than 1% of the total population.

Further, census data indicate that 1% of all Oregonians live in linguistically isolated households wherein no person over the age of 14 speaks English very well.

Behind English and Spanish, the most commonly spoken languages are noted below, along with the number of Oregonians over 5 who speak the language at home:  

German

18,400

Vietnamese

17,805

Russian

16,344

Chinese

15,504

French (and related dialects)
11,837

Note that each linguistic group above accounts for well under 1% of the total state population.

The following counties have the greatest concentrations of persons who speak some language other than English at home:

Hood River County

25%

Morrow County

23%

Malheur County

21%

Marion County

20%

Jefferson County

19%

Washington County

19%

Multnomah County 

17%

Umatilla County

16%

In each of the above counties, Spanish speakers comprise the majority of non-English speaking households.  

Oregonians living in households that speak Vietnamese are concentrated in Multnomah and Washington counties, where they comprise 2% and 1% of the county population, respectively.  There are also small but noteworthy populations of Vietnamese speaking households in Clackamas county (869 Vietnamese speakers) and Marion County (795 Vietnamese speakers).   

Those living in Chinese speaking households are most likely to be found in Benton, Multnomah, and Washington counties, comprising 1% of the population of each county.  Small populations of Chinese speaking households also exist Clackamas County (1410 Chinese speakers) and Lane County (1180 Vietnamese speakers).

Oregonians who speak Russian at home are concentrated in Marion, Multnomah, and Clackamas counties, comprising approximately 1% of each county's population.  Washington County also has a notable number of Russian speaking households (1224 Russian speakers).
Barriers to effective communication

For non-English speakers, barriers to effective communication of risk messages and other healthcare information are typically related to one or more of six factors (Conquer 2004): 

· literacy--many people speak but do not read or write English, others may not read or write any language, and some will be reluctant to ask questions or seek additional healthcare information out of fear of having their illiteracy exposed

· language--even many people fluent in English will have difficulty understanding complex medical terms, explanations, and instructions

· age--literacy skills tend to decline with age

· pre-existing disability or illness--some physical and mental disabilities make it difficult to comprehend complex healthcare information, and this is further complicated for non-English speakers

· culture--different values and expectations may cause non-English speakers to view the healthcare profession in very different ways

· emotion--people who are anxious or scared often have difficulty comprehending new information, and this is further complicated for non-English speakers

Despite its homogeneity compared to other states, there is considerable language diversity in Oregon.  Since it will be practically impossible to develop risk message materials for all languages and dialects spoken in Oregon, it may be worthwhile to review some general considerations for developing healthcare communications for non-English speakers and those with low literacy.

Cross-cultural communication of healthcare information to non-English speakers requires that the communicator pay careful attention to the following considerations (Symanski-Sanders 2004):

· pace of speech/communication

· degree of emotional expressiveness

· body gestures

· expectations of privacy of healthcare information

· physical proximity (in face-to-face communication)

· eye contact (in face-to-face communication)

· touch (in face-to-face communication)

These considerations are highly variable depending on the population, making it important for spokespeople for public health risk messages to know the culture of their target audiences.

Since it is expensive to hire a full range of translators and interpreters for public health emergencies and other unlikely events, alternatives such as reliance on community language banks and telephone information lines should be considered (Dix 2004). Community language banks hire, train, and dispatch interpreters for specific jobs.  Telephone information lines could include recorded instructions in several languages on how to leave a recorded message to request a translator.

One prominent health literacy consultant (Osborne 2004) suggests a number of general ways to increase the "health literacy" of healthcare communications, including use of analogies and metaphors, drawing pictographs, and use of objects and models (for demonstration).

Though most interviewees stressed keeping risk messages simple and avoiding medical terminology for non-English speakers, the literature suggests not avoiding medically necessary terminology just because it may not be immediately understood (Osborne 2004).  Instead, medical terminology should be defined in simple terms and examples should be given.

Messenger Considerations

Those interviewed suggested that risk messages targeted to non-English speakers should ideally come from:

· religious clergy 

· community leaders

· educated professionals within the community

· trusted representatives of recognizable non profit social service organizations

They also noted that non-English speakers and less acculturated members of the community will often seek out more acculturated persons in the community to ask questions of.

Governmental officials (especially if non-local), and police, fire, and immigration officers will generally be the least trusted and credible messengers for many non-English speakers.

Those interviewed suggested the following means for communicating with non-English speaking populations:

· ethnic restaurants and food stores

· non-English newspaper, TV, and radio

· ethnic churches

· ethnic community centers

In order to effectively communicate risk messages to non-English speaking populations, interviewees particularly stressed the importance of public health organizations partnering with non-profit organizations that serve non-English speaking groups.  Such organizations are familiar with the language, dialects, and culture of the various groups they serve, and actively want to help communicate risk messages in the event of a public health emergency.  They stressed the need for up front work from non-profit organizations and public health organizations to help non-English speaking populations in Oregon to be prepared for and receptive to risk messages in the future.

Message Considerations

When communicating with non-English speakers those interviewed thought that risk messages should be simple but detailed, and vocabulary should be carefully chosen, regardless of language. Translations should be double-checked to ensure that the intended message is actually communicated.  They also urged the use of pictures and examples, as possible.  Medical terminology or jargon is to be avoided, except if absolutely necessary, because there is no exact translation in many languages for English medical terminology.

Those interviewed thought that risk messages should at a minimum convey the following information to non-English speakers:

· effects of exposure to a risk

· signs/symptoms to watch for

· where to go for treatment

· what to do if you cannot pay

· what to do if you have no transportation
Some also thought risk messages should stress the consequences of inaction, but in a way that does not incite fear.
Rural persons

Population description

According to Census 2000 data,  79% of the Oregon's total population lives in some form of urban area while 21% live in rural areas.  However, only 21% of Oregonians live in densely populated urban clusters containing more than 2,500 persons per square mile.

Census 2000 statistics regarding the urban/rural population are not available at the county level, but statistics on urban/rural housing units are available at the county level.  Several counties in Oregon with small populations are composed entirely (100%) of rural housing units:

Grant County


3246 rural housing units

Gilliam County

  819

Sherman County

  797 

Wallowa County

  842

Several other counties also have populations where rural housing units comprise more than half of all housing units:

Tillamook County
77%

Jefferson County 
62%

Lake County

57%

Curry County

53%

Hood River County
53% 

Morrow County
52%

The rural population is itself a diverse group, ranging from elderly whites who have lived in the area for generations to Native Americans living on reservations to newly immigrated, young, Hispanic migrant workers.  Thus, this section of the report will focus on general considerations in communicating with persons in isolated rural areas.

Barriers to effective communication

There are a number of formidable barriers to communicating risk messages to rural populations, especially during times of emergency (TDH 2004): 

· lack of communication, transportation, and emergency response infrastructure, coupled with a largely volunteer emergency response staff in many rural areas

· geographic isolation

· poverty

· illiteracy

· isolated pockets of non-English speaking persons 

An additional barrier is lack of reliable Internet connectivity, and lack of Internet access by many rural healthcare providers. There may also be a lack of surveillance capacity for public health threats in rural areas, making accurate and timely risk messages difficult (Office of Rural Health Policy 2002).

Rural residents tend to have a strong sense of independence, often perceive themselves to be less needy than others, and may have little experience with applying for assistance or other complex procedures. Older adults may even be reluctant to move from their home (TDH 2004).

However, members of other special populations who reside in rural areas, such as the mentally ill and physically disabled, may be particularly vulnerable during any kind of emergency due to lack of organization, resources, and professionals to assist them (Office of Rural Health Policy 2002).  

Messenger Considerations

For communicating risk messages to rural residents, the best messengers will usually be other members of the rural community.  Generally, the less local officials are, the less believable and credible they will be as spokespeople for risk messages.  Some rural residents will be very receptive to risk messages delivered by law enforcement, firefighters, and government officials, while others, such as migrant farm workers, may be quite fearful and reluctant to have any contact with such persons.

Those interviewed suggested communicating with rural residents at places where the rural population tends to congregate on a regular basis:

· schools

· churches

· community centers

· grocery and Wal-Mart stores

At least one interviewee stressed the need for community organizations to maintain lists and have a plan for contacting isolated rural residents either by phone (such as with reverse 911) or in-person during an emergency.

Message Considerations

It will be important for those designing risk messages to know the linguistic and cultural composition of the rural areas they wish to communicate with.  Rural areas are commonly assumed to be fairly homogeneous, but they do contain pockets of persons who are geographically isolated, non-English speaking, and/or poor. 

Risk messages targeted toward rural Oregonians should explain what to do in case one does not have ready access to transportation, or what to do if one has no money to pay for medical treatment or the transportation needed to obtain it.  Risk messages should also explain how to get more information, for many isolated rural residents may have no one at hand to ask questions of or help explain the nature of the emergency.

Furthermore, for isolated rural populations, emergency preparedness messages may be particularly critical, especially as they relate to healthcare delivery and communications.  A large exodus of persons from another area seeking refuge and medical treatment during some crisis could easily overwhelm rural providers and rural communities.  Efficient emergency response programs in rural areas require effective and organized communications systems to best utilize already scarce resources and deal with unforeseen circumstances, such as an onslaught of outsiders.

Elderly persons

Population description

Elderly persons over age 65 comprise 13% of the total state population of Oregon. 


Six percent (6%) of Oregon's population is 65 to 74 years of age, 5% is aged 75 to 84 years, and 2% is over 85 (Census 2000).
Elderly persons 65 years or older comprise more than 1 in 5 persons in the following Oregon counties:

Curry County

27% 65 years or older

Wheeler County 
23%

Josephine County
20%

Tillamook County
20%

Lincoln County
20%

In the upper ranges of elderly age groups, women tend to outlive and outnumber their male counterparts.  For example, 13% of females in Oregon are age 67 or over, compared to only 10% of males.

Like some other special populations, elderly persons are a very heterogeneous group.  This section of the report will, therefore, focus on general considerations in communicating risk messages to the elderly.

Barriers to effective communication

Many elderly persons face obvious obstacles that inhibit both efforts to communicate with them and their efforts to communicate with others, such as sight or hearing impairment, pre-existing ailments, and limited support networks (TDH 2004).  

Another obstacle that may not be so obvious is public health authorities' inability to identify and locate the elderly, and ironically, many elderly are often uncertain who to contact for information and assistance in event of an emergency (O’Brien 2003).

It is important to realize that many elderly persons lack the self-sufficiency of younger people and rely on outside assistance for basic needs such as (O’Brien 2003):

· transportation

· meals

· home care and medical treatment for physical and mental health

· medical equipment

· prescription delivery

· financial assistance

Messenger Considerations

Interviewees who work with the elderly and other populations offered few recommendations about how to communicate with the elderly, in particular, but they did suggest that local community leaders, religious clergy, and local law enforcement in some circumstances, are the best spokespeople for risk messages for their clients, in general. 

The literature suggests that family members, caregivers, and trusted contact persons such as neighbors, may also be effective risk messengers (TDH 2004).  Elderly persons may be particularly reluctant to follow instructions from strangers.

Interviewees who work with the elderly suggested the following as the best communication channels for their clients in general:  

· TV

· newspapers

· healthcare providers

· non profit organizations, such as Meals on Wheels

· senior centers

The literature recommends use of reverse 911 to communicate with the isolated elderly during an emergency (TDH 2004).
Messages Considerations

Hearing and sight impairment commonly occur with aging, so materials used to transmit risk messages need to be understandable by those with such impediments. 

Those interviewed who work with the elderly and other special population stressed keeping messages simple but complete and helpful, with use of pictures and other visuals as feasible. Preparations should be made to distribute appropriate materials in geographic areas where large pockets of non-English speaking elderly are likely to be found (TDH 2004).

As with some other special populations, the predominate tone of risk messages for the elderly should be one of preparation for possible emergency, both at a personal level and for a public health threat.  Public health communications should encourage those who have elderly family and neighbors to check in on them in the event of an emergency to find out if they need information or assistance (O’Brien 2003).  Interviewees who work with elderly clients among other special populations stressed the need for risk messages to explain what to do if you need help with transportation or physical assistance.

Physically disabled

Population description

Among Oregonians 5 years of age and older, 19% have a disability in some form. Nine percent (9%) of all Oregonians 5 and older have a physical disability (Census 2000).


Oregon counties do vary slightly according to the proportion of physically disabled residents in their populations.  The following counties have the largest populations of physically disabled:

Curry County

15% physically disabled 

Baker County

14%

Tillamook County
13%

Coos County

12%

Crook County

12%

Douglas County
12%
Not surprisingly, older Oregonians are more likely to experience a disability than younger persons.  In the 65 and over age group, 29% have a physical disability, compared to 7% in the 16 to 64 age group and 1% in the 5 to 15 age group.

Barriers to effective communication

Physical disabilities come in many different forms and with varying degrees of severity, so as with other diverse special populations, generalizations about the consequences of physical disabilities are difficult.  Those with sight or hearing impairments have obvious barriers to communication stemming from their disabilities, but those with mobility impediments may have barriers that are not so obvious, like inability to access phones or other means of communication without physical assistance. Nearly all physically disabled persons have close friends or neighbors who would happily assist them in event of an emergency, the challenge arises when an emergency occurs and such people are not available.

Messenger Considerations

Caseworkers and other professionals who work with physically disabled suggested the following as ideal risk messengers in case of a public health emergency:

· case managers

· family, friends, and neighbors 

· religious clergy

· healthcare professionals

Interviewees tend to think TV, radio and other mass media would broadly reach this population.  However, medial communications must be accessible to those with disabilities, such as in alternative formats like captioning, large print, Braille, or with sign language interpreters. 

Calls have also been made to create listings of person with disabilities who may require assistance, so that they may be contacted in event of an actual emergency, such as with reverse-911 (NOD 2004; Cameron 1999).

Message Considerations

The biggest language consideration for communicating with the physically disabled is clearly accessibility.  The literature offers several tips for media to avoid common problems in communicating with the disabled (NOD 2004, p. 16):

· make sure that text messages or “crawl” across the bottom of the TV screen does not run onto an area that is reserved for closed-captioning

· camera operators need to be mindful to include sign language interpreters in the picture if one is interpreting next to a spokesperson during an emergency

· emergency hotlines should include TTY/TDD numbers, and these should be provided by the media at the same time other hotline numbers are provided

Risk messages should stress advanced preparation to empower people with disabilities to protect themselves during an emergency (Blank 1995).  It may also be necessary to educate people with disability about realistic expectations for service during an emergency (NOD 2004).

Both interviewees and the literature stressed the needs for transportation and physical assistance that members of this population may have in event of a public health emergency, so risk message should indicate how to access assistance with such needs.  

Mentally disabled

Population description

As noted above, 19% of Oregonians 5 years of age and older have a disability in some form.  Six percent (6%) of all Oregonians 5 years and older have a mental disability (Census 200).

While the proportion of mentally disabled in the population does not vary greatly by county, the following counties have the greatest proportions of mentally disabled in their populations:

Baker County 

8% mentally disabled

Coos County 

8%

Curry County 

7%

Douglas County 
7%

Harney County 
7%
As with physical disabilities, older Oregonians are more likely to experience a mental disability than younger persons.  In the 65 and over age group, 11% have a mental disability, compared to 4% in the 16 to 64 age group, and 5% in the 5 to 15 age group.
Barriers to effective communication

The major potential barriers to effective communication with persons who have mental disabilities revolve around isolation and difficulties with comprehension or interpretation (TDH 2004; Cohen 2003).

Messenger Considerations

Interviewees who work with the mentally disabled recommended close, trusted persons as the best spokespeople for risk messages, such as family members, caseworkers, caregivers, and other healthcare professionals.

While the developmentally disabled tend to trust authority figures, persons with severe mental illness may be less trusting, but could still be expected to respond to police warnings (Cohen 2003).

The literature suggests that mass media could be effective in communicating with most members of this population  (TDH 2004).  Targeting clinics and other facilities that serve the mentally ill may also be a particularly effective communication channel (Cohen 2003).   

Caseworkers and other professional who work with those who have mental disabilities also suggested non profit/social service organizations, churches, and schools as particularly good channels for communicating with this population.
Message Considerations

The big language issue for those with mental disabilities is not language, per se, but the ability to understand and act on risk messages they see and hear.  Those with a more severe mental impediments will need help interpreting risk messages, or need assistance following instructions (TDH 2004).

Interviewees who work with this population recommended that risk messages be composed of simple language and instructions, repeat the message and key points, and use pictures and other visual references, as feasible.  One interviewee stressed the need to minimize fear and panic among this population.

The literature recommends that risk messages for those with mental disabilities contain phone numbers for assistance and information (Cohen 2003; TDH 2004), and also that they refer to familiar emergency experience, such as fire drill, to increase comprehension among the target audience (Cohen 2003).
Homeless

Population description

Because of the marginalized nature of homeless persons and the fact that many drift into and out of homelessness over time, the exact number of homeless persons in Oregon is difficult to estimate.  Data from a national survey of homeless assistance providers suggest that 6% to 10% of those living below the poverty line (or about 1% of the nation's total population) are effectively homeless each year  (NCH 2002).

If the results of this research are extrapolated to Oregon's population of 3,421,399 where 388,740 persons live below poverty level (according to 2000 census data), then approximately 23,324 to 38,874 persons are basically homeless in the state at any given time.
Poverty and homelessness tend to be highly related, but homeless persons tend to congregate in urban areas.  Thus, highly urbanized counties (2000 census data) should be targeted for communication efforts with the homeless:

Multnomah County
98% urban housing units

Washington County 
94%

Marion County
85% 

Lane County

82%

Clackamas County
80% 

It is noteworthy, however, that homeless person are found in rural areas, especially among migrant farm workers and Native Americans (NCH 2002).

It is important to remember that homelessness can be a problem for entire households.  Of the 70,032 households in Oregon living below the poverty level, 78% contain children under 18 years of age and 41% contain children under 5 years.  Thus, any homeless population is likely to contain a sizable number of children.

In addition to children, African Americans, veterans, the mentally ill, and victims of domestic violence are disproportionately represented among the homeless population. 

Barriers to effective communication

The primary barrier to communicating risk messages to homeless persons will be their extreme lack of all types of resources that most people take for granted, such as instant access to shelter, telephones, and media.

One analysis of the public health considerations for homeless persons described this population as “exceptionally diverse,” but having in common lack of housing, extreme poverty, and a mix of internally impaired or externally inhibited functional capabilities (Rosenheck, Bassuk, and Salomon 1998).

Messenger Considerations

Not surprisingly, those caseworkers and other professionals interviewed who work with the homeless said staff at shelters and other trusted persons like themselves are best to deliver risk messages.  Homeless persons are often unwilling to trust people, especially law enforcement officers (Cohen 2003), whose use as risk messengers is to be avoided.   The credibility of other risk messengers will likely depend on an individual homeless person's background and level of mental functioning.

One interviewee thought that most homeless have access to and watch TV regularly, and that many read the newspaper on a regular basis, too. As many as one-half of homeless persons may also have radios, on which they listen to news broadcasts (Cohen 2003).  Though traditional mass media may reach many homeless persons, some supplemental communication channels will probably need to be used in event of a public health emergency, especially for more marginalized members of this population.

Although interviewees recommended reaching the homeless primarily through the non-profit/social service organizations that serve the homeless, such as food banks, shelters, and soup kitchens, they also suggested targeting homeless persons at places they tend to frequent:

· AA/NA meetings

· can return machines

· libraries

· parks
Literature also recommends targeting homeless persons at bars, liquor stores, and day labor offices (Cohen 2003).

Message Considerations

Interviewees who work with the homeless noted that most can read, but they stressed that this is a diverse population, containing many persons who may need special assistance to understand risk messages, such as non-English speaking immigrants and those with severe mental illness.  

One interviewee who works with the homeless explained that risk messages should convey urgency, but avoid creating panic by presenting images that government is in control.  

Literature suggests that risk messages aimed at the homeless may need to reassure them that, in the case of medical treatment for example, no ID will be required, since many homeless have no driver's license, social security number, or permanent address (Cohen 2003).  Given the commonality of poverty among all homeless, communications will also need to explain what to do in case one as no money to pay for treatment or transportation needed to get to it.
Migrant farm workers

Population description

Because migrant workers are transient by their very nature, their numbers in Oregon are difficult to estimate.  However, census statistics and data from other sources can be used for some rough estimates.

A study by Larson in 2002 estimated 103,453 migrant and seasonal farm workers in Oregon.  On the other hand, a non-profit organization that works to provide and improve housing for migrant workers claims that there are more than 150,000 migrant and seasonal workers in Oregon each year (CASA 2004). 

Census 2000 statistics also indicate that 1641 persons in Oregon live in agricultural worker's dormitories on farms, and of all the vacant housing units in Oregon, 333 are for migrant workers.  

Migrant workers are most likely to be found where there is agricultural work to do.  According to Larson (2002), the following counties have the largest populations of migrant and seasonal farmworkers:

· Marion County

18,090 migrant/seasonal farmworkers

· Hood River County

11,179

· Wasco County


  9,333

· Clackamas County

  8,906

· Washington County

  7,815

The Larson (2002) report also suggests that there are 59,463 migrant/seasonal children and youth under 20 years of age in this population, many of whom are also farm workers.  Thus, young people 20 and younger may comprise more than half of the migrant/seasonal farm worker population in Oregon.

Barriers to effective communication

Both interviewees and the literature tended to be in agreement that the main impediments to effective communication with migrant workers include (Cohen 2003): 

· transient residence

· isolation

· non-English speaking

· fear of authorities

Messenger Considerations 

Interviewees who work with migrant farm workers suggested that religious clergy and school officials and may be especially good persons to personally deliver risk messages to this population.  Migrant farm workers may be wary of any official in uniform, especially if they are undocumented.  However, Spanish-speaking officers will have more credibility (Cohen 2003).  

Spanish language radio and television will reach many migrant farm workers, but migrant housing is sometimes located in isolated rural areas with no telephone or television. 

Communication efforts to reach this population should also consider using the following venues, around which the lives of farm workers and their families tend to revolve (Cohen 2003):

· churches

· schools

· farm worker labor unions

· offices of employers 

· non-profit social service organizations

· Mexican consulate

Message Considerations

Risk messages will need to be communicated in Spanish to many members of this population, who may also speak different dialects of the language.  Interviewees noted that many migrant workers may also be illiterate in both English and Spanish, making verbal risk messages and risk messages with pictures a priority for this population.

Caseworkers and other professionals who work with migrant farm workers tended to have basically the same suggestions for communicating with this population as they did for communicating with Spanish-speaking Hispanics in general. Messages should be translated into very simple, everyday Spanish and contain information about signs/symptoms of the threat, where to go for safety or medical attention, and what to do if one has no money to pay for treatment or transportation to get to it.  

Risk messages may need to overcome some migrants' reluctance to seek medical attention and the low priority they place on health concerns. Interviewees suggested that risk messages somehow emphasize children and families.

Children

Population description

According to 2000 census data, 25% of the total Oregon population (or 846,525 persons) is under 18 years of age.  The under 5 age group comprises 7% of the state's population, as does the 5 to 9 age group (7%) and the 10 to 14 age group (7%). 

The following counties have the largest populations of children less than 18 years of age, comprising 28% to 31% of each county's total residents:

Morrow County 
31% under 18

Jefferson County
30%

Hood River County 
28%

Umatilla County
28%

Malheur County 
28%

Obviously, children are a very diverse group, overlapping with most of the other special populations of interest.  The fact that the above counties have the highest proportions of children in their populations may be related to the high concentrations of Hispanics within these counties, for Hispanics are more likely than the general population to have large families.

Barriers to effective communication

One of the main things stressed in the minimal literature on emergency preparedness planning for children is how the needs of children during an emergency are poorly understood and often receive little consideration (NCDP 2004).  Thus, developing a consensus on the needs of children during an emergency may be a necessary first step toward developing an effective communication strategy.

A potential barrier to communicating with latchkey children left alone without adult supervision is the very training many have received to help keep them safe from dangerous strangers.  Such training typically instructs children not to open doors to strangers, but this may make it difficult for emergency messengers going door to door to get the word out to latchkey kids (Cohen 2003).

The top-down communication model typical of school systems may not only inhibit efficient communication to children and their parents, but it may also impede emergency response capability and slow response time (TDH 2004). 

Interviewees stressed language and literacy issues as the main barriers to communicating risk messages to parents who do not speak English.  

Messenger Considerations 

Caseworkers and professionals who work with children and their parents 

suggested the following as risk messengers:

· doctors and other healthcare professionals

· public health officials

· religious clergy

· ethnic community leaders

Interviewees suggested communicating with children and their parents via TV, music radio, schools, and churches.  They also stressed the need for risk messages to be broadcast on alternative language radio and TV for the benefit of non-English speaking parents.

Literature suggests that if police or other uniformed persons need to go door to door, something not recommended by those interviewed, they should prepare to drop leaflets at homes where children will not open the door.  Neighbors might also be encouraged to check on homes where they know latchkey kids reside (Cohen 2003).

Principals and other school official could also be trusted as public health risk messengers, but their success may depend heavily upon the communication system that keeps them informed (TDH 2004).  After school programs and recreation centers should also be considered as possible communication vehicles (Cohen 2003).

Message Considerations

Those caseworkers and professionals interviewed emphasized the need for risk messages to be family oriented in a number of ways.  For example, they thought risk messages may need to explain how a public health threat could spread among family members, as well as the potential consequences of inaction, but not incite undue fear.  Pictures used in risk messages should also contain images of families, as feasible.  Generally, interviewees suggested simple verbal instructions and precise clear pictures for this group.

Adding a siren or other noise to indicate an emergency may enhance the effectiveness of verbal risk messages transmitted on radio or TV, especially for very young children (Cohen 2003).

School officials will also need to be prepared to transmit risk messages in alternative languages to ensure that all children comprehend them.
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Appendix 1:

Interview Script:  Bioterrorism and Public Health Emergency In-Depth Interviews
Good morning/afternoon. My name is ____________.  I’m conducting interviews for Gilmore Research Group on behalf of the Oregon Department of Human Services. 

A. Confirm identity of contact, organization and position.

	Name of person interviewed
	

	Organization
	

	Position/job title
	


As you know, our firm has been asked to assist DHS in planning to provide public information in the event of bioterrorism or other public health emergency.  As part of this work, we’re interviewing people like you who have knowledge of specific populations that might have special information needs during a public health emergency, such as a mass outbreak of influenza, SARS, or West Nile virus.  I'd like to assure you that there is currently no specific threat or public health emergency.  DHS is just attempting to improve public information preparedness around the state.

I'm going to ask you a number of questions, but please realize I'm just interested in your opinions and personal knowledge.  We don't expect you to be an expert or know all the answers.  In fact, there really are no right or wrong answers to any of the questions I'm going to ask.
Q1.  The Oregon Department of Human Services has identified a number of populations that may have special information needs in the event of bioterrorism or other public health emergency.  Which of the following groups do you or your organization primarily serve?

	
	Serve primarily

	Elderly persons
	

	Children
	

	People with physical and/or mental disabilities
	

	People with mental illness
	

	Homeless persons
	

	Rural populations
	

	Native Americans
	

	Hispanics
	

	Seasonal populations, such as migrant workers
	

	Other ethnic groups of color [specify]__________________________________________
	

	Non-English speaking groups other than Spanish

[specify]__________________________________________
	


B.  OK, let's discuss the possible communications needs that [response from Q1] may have in the event of a public health emergency.  First, I'd like to ask a few questions to help us better understand the general orientation this population might have toward a public health emergency

Q2.     Within any population there are likely to be differences and diversities related to any number of things.  Within the population of [response from Q1] that you work with, are there any differences or subgroups that would be important to know about in planning how to communicate with and serve them in the event of a public health emergency? 

Probe as needed depending on special population being discussed: 

· language/dialects--what are they?

· literacy--what is the level?

· ethnicity

· religion--which, specifically?

· gender

· education--what is the level?

· social class--are there factors within this culture that make this more significant?

· age

· physical or mental ability

Q3.  Related to this, can you think of any cultural, social, or psychological barriers that might make it difficult to relay critical information to members of this population in the event of a public health emergency?

Probe as needed depending on special population being discussed: 

· beliefs or values that differ from the dominant culture

· mistrust of authorities

· history of impoverishment or oppression

· history of abuse, neglect or negative profiling at the hands of authorities or the dominant culture

· reluctance about Western medicine

· superstitions or myths about illness and disease

· fatalistic, helpless orientation toward life

If applicable and not discussed in Q3 ask:

Q4.  Do members of this population have beliefs about medical treatment or vaccines that might affect their willingness to take recommended actions to protect themselves and their families in the event of a public health emergency?

Probe as needed depending on special population being discussed: 

· vaccines cause side effects that outweigh the benefits

· vaccines cause serious illness or death

· medical procedures are a religious violation

Q5.  “Risk messages” are communicated by public health officials to let people know how vulnerable they may be to serious illness or even death, and to let them know what they can do to protect themselves and their families.  How concerned would average members of this population be with risk messages about a public health emergency compared to the other basic survival issues they may confront on a day-to-day basis?  In other words, how high a priority would paying attention to public health risk messages be for members of this population?

· high priority

· low priority--what factors would make it a low priority?

Q6. In your opinion, how likely would members of this population be to follow governmental recommendations about things they should do to protect themselves and their families in the event of a public health emergency?

Probe specifics such as. . . 

· likelihood to stay at home from work if ill--likely or unlikely?

· likelihood to keep an ill child home from school or day care--likely or unlikely?

· likelihood to follow recommendation to cover coughs and sneezes, likely or unlikely?

· likelihood to follow recommendations to wash hands frequently, likely or unlikely?

· likelihood to avoid sharing utensils and other personal items with other family members, likely or unlikely?

· likelihood to obey a quarantine order, likely or unlikely?

· likelihood to follow recommendations to seek medical treatment, likely or unlikely?

· likelihood to use unproven, ineffective or potentially dangerous alternative herbal remedies or medicines, likely or unlikely?

· likelihood to make demands for unnecessary medical treatments, such as antibiotics for the flu, likely or unlikely?

· likelihood to understand and follow orders to shelter in place, likely or unlikely?

· likelihood to follow orders to evacuate the area, likely or unlikely?

C.  Next I'd like to ask you a few questions about the possible message sources and communications channels that might be used to communicate risk messages to this population during a public health emergency.

Q7.  Where would be the best location to reach a large proportion of this population?  Where do people tend to meet and socialize?

Probe as needed depending on the special population being discussed:
· names/locations of churches or schools

· names/locations of community centers or fraternal organizations

· names/locations of social service agencies

· names/locations of clinics or other medical facilities

· names/locations of grocery and liquor stores

· names/locations of shelters, soup kitchens and food banks

Q8.  What other organizations serve the needs of this population and might be willing to help get the message out to vulnerable members of this population during a public health emergency?  Can you think of names and locations of specific organizations?   Probe as needed depending on the special population being discussed:

· names/locations of churches or schools

· names/locations of community centers or fraternal organizations

· names/locations of social service agencies

· names/locations of clinics or other medical facilities

· names/locations of shelters, soup kitchens and food banks

Q8A.What exactly makes these organizations good candidates to help get the message out in the event of a public health emergency?  Probe for answer for each organization as possible:

· high level of trust within the community

· trusted spokesperson--whom?

· regular or frequent communication

· ability to reach a large segment of the identified population

Q9.  Do any of these organizations already communicate with this population on a regular basis?  What methods do to these organizations use?  What percentage of the  population do you think these reach?

Probe as needed depending on the special population being discussed:
· newsletters and/or mailings

· outreach and/or caseworkers 

· announcement boards at facilities

· clergy or teachers

· regular community meetings

· web sites, e-mail listserves or other electronic media

· regular checks on client welfare

· meals on wheels, visiting nurse or other regular in-home visitation

Q10.  What general media and information sources do this population most often rely on for daily news, weather, sports and entertainment?

Probe for names of specific media, publications, and other sources:

· traditional media such as newspaper, radio, TV, magazines

· native language publications and radio

· caseworkers, counselors or healthcare professionals

· word of mouth

· other networks or channels

Q11. For each communication media and methods you identified, how effective would you say each is for reaching this population, very effective, moderately effective, or not very effective.  What factors contribute to their effectiveness?

Probe as needed depending on media/methods being discussed:

· frequency

· distribution

· distribution in native language

· informative/relevant content

· cultural sensitivity

Q12.  What members of this population are perceived to be most trustworthy or would be best to communicate public health risk messages in the event of a public health emergency?  Within this population, whom do people listen to and respect?

Probe for names and local affiliations:

· community activists or community political leaders

· caseworkers, counselors or healthcare professionals

· religious clergy

· other non-English speaking persons within the community

· elder family or community members

Q13.  Outside of the community, what authority figures do members of this population tend to trust, respect, and listen to?  On the other hand, what authority figures are they least likely to trust?

Probe as needed depending on the special population being discussed:
· religious clergy

· caseworkers, counselors or healthcare professionals

· English speaking relatives or close friends

· elected officials and other governmental officials, which specifically?:

-mayor

-county commissioner

-city councilor

-local public health officer, public health nurse, or public health educator

-state public health officer

-state epidemiologist

· police, fire, paramedics

Q14.  What might enhance the credibility of risk messages that come from outside of the community, such as from governmental officials or public health officers?

Probe as needed depending on the special population being discussed:

· messages in their native language/dialect

· messages in the native language press, radio, television

· messages delivered on familiar turf

· messages transmitted through or along side traditional leaders, community activists and political leaders

Q15.  If you needed to get in touch with members of this population who can’t easily be reached through television, radio, newspaper, Internet or other conventional media, what would be the fastest and most effective way?

Probe as needed depending on the special population being discussed:
· community activists or community political leaders

· religious clergy

· caseworkers, counselors or healthcare professionals

· police, fire, paramedics

· meals on wheels, in-home health workers or other outreach workers who make regular contact

· postings at shelters and soup kitchens

· postings at grocery and liquor stores

· postings at churches, schools, community centers or fraternal organizations

· telephone/reverse 911

Q16.  What media or methods of communication would generally not work to reach this population?

Probe as needed depending on the special population being discussed:
· traditional media, such as English newspaper, TV, radio

· electronic media, such as e-mail and the Internet

· telephone, including reverse 911

· police/fire officials contacting persons on the street

· messages from governmental officials or other authority figures

· communication from outside the community

Q17.  If members of this population needed to find more information about a public health emergency or the risk messages they have received, whom would they be most likely to ask or where would they most likely go for information?

Probe for specific names/positions, organizations:

· traditional media or Internet

· others within their community

· other non-English speaking persons within the community 

· religious clergy

· caseworkers, counselors or healthcare professionals

· emergency rooms or other healthcare facilities

· police, fire, paramedics

Q18.  Are there certain places or times of day that would work best for communicating with this population?

Probe for specific locations and hours:

· at workplaces, worksites

· places where social or health services are received
· shopping areas during regular daytime business hours 

· evening hours after end of traditional workday

· Sunday/weekends

D.  Now I'd like to ask you some questions about the form and content of risk messages that might be used to communicate with this population during a public health emergency.

Q19.  What would risk messages need to say to members of this population to convince them that a public health emergency is a real, life and death situation that may require them to take action?

Probe as needed depending on the special population being discussed:

· may be infected even though you feel fine

· infection cannot be prevented by doing nothing

· may be able to prevent illness by taking specific precautions

· vaccination or other medical attention may be needed to prevent or treat the illness

· isolation may be needed to prevent spreading to others

Q20.  In the event of a public health emergency, what information do you think would be most important to this population?  What is it most important for the information to tell them?

Probe as needed depending on the special population being discussed:

· degree of vulnerability

· how to reduce risk of exposure

· signs and symptoms of the illness

· where to go for treatment

· how to use vaccines, antibiotics or other medications

· who to contact for additional information

Q21.  How should risk messages be communicated to this population so that they can be easily understood and any directions can be easily followed?

Probe as needed depending on the special population being discussed:
· present information with visual aids

· repetition of main ideas

· using simple language

· subtitles, sign language for the hearing impaired

· use of pictures symbols that connote action to be taken

· use of Braille, large print or audio instructions for the visually impaired

Q22.  Are there certain words, phrases or images that should not be used when communicating risk messages to this population?  Can you think of things that might be particularly alarming, offensive or threatening to this population?

· words or images that have different meaning to people outside the mainstream culture or language

· images of police, fire, governmental officials

· technical, medical language

E.  Finally, I'd like to ask you some questions about how to best prepare to serve the needs of this population in the event of a public health emergency?

Q23.  If a public health emergency resulted in the need to provide vaccines or other medicine to a great many people in a short period of time, would this population be able to transport themselves and their families to a central location where medicine was being provided?  What factors might affect their ability to transport themselves?

Probe as needed depending on the special population being discussed:

· ability to walk to bus stops

· wheelchair transport/access problems 

· ability to see/hear well enough to summon transportation

· knowledge of public transportation, non-car alternatives to transportation

· rural isolation

· cost of transportation

Q24. If a public health emergency resulted in the need to provide medicine, what special information or assistance might members of this community need to be able to properly follow instructions for taking the medicine?

Probe as needed depending on the special population being discussed:

· instructions in large print

· instructions in native language/dialect--ask for specifics if not already discussed

· verbal instructions on proper dosage and administration

· physical assistance in taking medication 

Q25.  In the event of a public health emergency, what communication assistance from public health officials do you think members of this population would most need?

Probe as needed depending on the special population being discussed: 

· information about how to protect themselves

· information about where to go for help

· information about the nature of the emergency

· information in alternative languages and formats

· outreach programs to contact reclusive members of the community

Q26.  What are the most important things that public health officials could do to minimize fear and panic within this population?

Probe as needed depending on the special population being discussed:

· reinforcing messages about the supply, effectiveness, and safety of vaccines or medications

· take calls/answer questions from worried persons

· help to dispel cultural myths about illness and disease

· partner with religious clergy or other community leaders to provide honest information that addresses their fears and concerns
Q27.  Do you have any other specific recommendations for improving communication with this population during a public health emergency?
Can you think of other caseworkers or community leaders we should talk to in order to better understand what the needs of this population may be in the event of a public health emergency?  

	Name of person 
	

	Organization
	

	Position/job title
	

	Phone number
	( ___  ___  ___ ) ___  ___  ___ -- ___  ___ ___ ___


	Name of person 
	

	Organization
	

	Position/job title
	

	Phone number
	( ___  ___  ___ ) ___  ___  ___ -- ___  ___ ___ ___


Can you suggest a community leader who would be good to include in a focus group to discuss these issues?  

	Name of person 
	

	Organization
	

	Position/job title
	

	Phone number
	( ___  ___  ___ ) ___  ___  ___ -- ___  ___ ___ ___


	Name of person 
	

	Organization
	

	Position/job title
	

	Phone number
	( ___  ___  ___ ) ___  ___  ___ -- ___  ___ ___ ___


That's all I have.  Thank you very much for your time and participation.

Appendix 2: 

Individual Interview Summaries for Caseworkers and other Professionals
BT

Non-profit social service

BT works with homeless persons, who she notes are an extremely varied group, ranging from people with severe mental illness and addiction problems to people like she might see outside of work.  The organization she works for and the population it serves is outside the Portland metro area.

Most difficult to reach will be those who are mentally ill, suicidal, or clinically depressed.  Response to risk messages will be highly variable, depending on any other problems or disabilities a homeless individual has. Most would likely follow governmental recommendations in event of a public health crisis.  Those more marginalized who don't use shelters tend to highly distrust authorities.  Best to target homeless at places where they go such as shelters, soup kitchens (during mealtimes), can return machines, NA/AA meetings, libraries, parks, under bridges and other known encampments.  BT suggested social service agencies that work with broad overlapping populations are best to assist with public health risk message distribution.  She believes social service agencies want to be involved in preparedness efforts and in risk message distribution.  Many members of this population watch television, listen to radio, and read the newspaper; so general media would reach a large number of homeless, but for more marginalized homeless, the message will need to come in-person.  Best spokespeople for risk messages will be counselors/caseworkers and NA/AA discussion leaders.  Message credibility will likely decline for this population, the higher up on the social ladder the messenger is. There is a need to start basic with the homeless population in everything. The best risk messages for this population will provide basic, direct information that conveys urgency but does not provoke panic.  The homeless community tends to feed off drama. Many homeless will need step-by-step instructions, transportation, and physical assistance (such as help with dosing). Many homeless have poor hygiene and nutrition habits, which may be an additional problem.

VT

Counseling Center 

VT works with people with physical and mental disabilities, her clinic is an outpatient clinic and for the most part their needs are not different than the general population. 

The most important point from VT’s interview is to be truthful when giving the information, use an analogy or an example of what the risk is and how will it affect the body (population), and explain clearly the exact steps for prevention. She feels that reassuring statements will aid people in finding help without panic. 

LA

Clinic

The Clinic provides services for the homeless population, the uninsured and under insured. Their clients are from many different nationalities such as: Tonga, Guatemala, Mexico, Africa, Asia, and India (just some of the nationalities).

The main communication needs for this population are literacy and language levels. Other barriers include some reluctance to Western medicine in the Guatemalan population, they rely on nature remedies and need to be reassured through their language of the importance of the health message. Many of the homeless population have issues with the government, LA suggests going to the homeless camps and talking to them about the issues of the time. In the uninsured and under insured sect, LA spoke mostly of Hispanic communities; radio and Television are best for communicating in traditional media. This population cannot read and hearing is the best way to understand the urgency of the message. In the evenings Telemundo and Univision program soap operas that provided a good time to catch this population, they do pay attention to advertisements and emergency broadcasts. The best way to reach this population is through church groups and community meetings, in these situations people can ask questions and clarify what is being said. People will trust: their medical providers; people in higher positions then themselves and leaders in the church. Trust from outside of the community is best when the speaker is the same nationally, such as a Hispanic government official speaking their language and people they recognize like actors and singers. Translators are needed to communicate when providing medicine; this information should be written and explained to the population. The most important stress of this interview is the need to understand the language barrier and translate all information including emergency broadcast. 

SS

Community College

SS is an ESL teacher for Hispanics and other ethnic groups. 

Language and literacy remain an important issue in this population. SS wanted to stress the point that some of his students are from backgrounds were their Spanish literacy is low so when translated to English they have difficultly. This is important because message in native languages should be simple, clear and terminology carefully chosen. In some cases populations from Central America and Mexico, Spanish is their second language; an Indian language is their first. Trust needs to be clearly communicated, people want reassurance from people they trust such as social service officers already working with the immigrants, health clinics or ESL programs. Mistrust of authorities is a concern because many of the students are undocumented and they need to protect themselves from deportation. The likeness to follow health recommendations depends on the financial consequences with this population. The population tends to communicate through the church and other community based programs. The radio is an effective communication channel because it’s more immediate. There are a few community based public radio stations that have Spanish language programs and many commercial ones as well. SS does not know the effectiveness of Television on this population but does feel that newspapers are great for the literate population but that is not the majority. IRCO is a great resource to reach recent immigrants; they help with housing, acculturation, jobs and beginning ESL classes. Community leaders, social service workers and educators tend to be trusted in the community. Government officials that might resemble USCIS (formally INS) or be connected with immigration status in any way are not trusted. Police need to establish their credibility within the community before earning trust. Messages from outside of the community should carry reassuring links back to the community. Members of this population would go to people in their community for more information these are people who have been in the US longer. Messages need to be communicated in their first language with pictures; they should not have medical shorthand or jargon. The terminology varies from culture to culture therefore vocabulary should be chosen carefully. Messages need to explain why it’s life and death and what the negative consequences are when action is not taken. Steps should be manageable given their life circumstances with follow up numbers and information. 

RJ

Non-profit social service

Non-profit social service is a center for immigrants and refugees new to this country. The majority populations served are Africans, but they work with all immigrants. Ms. Jensen knows the names of many people that would be a valuable resource for further understanding the African population. 

Communication barriers will be most prominent in language and literacy (even in first language). Within this population there is a culture/religious barriers in the use of vaccines or other treatments but Ms. Jensen recommends heavy education on the needs of these treatments. Communication to this population needs to come from the church or their community, if not, they might not be concerned of the message. The more education, the more action will be taken. Ethic restaurants, ethic grocery stores, and social service agencies are all good resources to reach this population. Directories of these businesses can be found through Mercy Corp International or IRCO. Word of mouth is the most effective communication channel within the population, TV is more effective than radio and the newspaper is not effective. Community leaders, educated elders and religious leaders are the trustworthiest, many of these names can be provided by IRCO. Outside of the community, RJ believes that social service providers and nonprofit organizations that work in the community gain trust. If the population doesn’t have the education, they are not going to know governmental officials and therefore trust is mute. Some individuals are reluctant to work with the police because of the corruption in their home countries. Creditable can be enhanced if it comes from a recognizable agency and is well translated. Risk messages should be communicated in simple steps, answering the following questions: how it will effect, what to watch for, symptoms, and where to go for treatment. This population will most likely seek more information from their community and religious leaders. The information should not have medical terminology or jargon and use simple words with pictures. In minimizing fear it would be best to have translated flyers and interpreters available. 

JM

Clinic

The Clinic is a health clinic on the reservation, solely working with the Native American population. 

Communication with this population can be effective when working with the right organizations. The Clinic, the tribal council and the tribal housing authority all communicate regularly with the population. A large percentage of this population does not have telephones, but most people reside in tribal housing, therefore they can be reached in an event of an emergency. The population is unlikely to follow government recommendations but with proper education from the clinic they would be more likely. The tribal council would be the most trust worthy source for information. Politicians would be the least likely to trust. The credibility of the risk message would be enhanced the most by data and supporting facts. Clear directions about the risk and benefits, potential side effects and information explained in simple terms is the best way to communicate emergency health information and medicine needs. 

EG

Government
EG is a coordinator for the governmental organization. Her understanding of the Mexican and other Spanish speaking population is grand. She would be a valuable resource for further information. 

The Spanish speaking population has a diverse language and problems arise when trying to translate using one form of Spanish. The Spanish spoken in Central America is different from the Spanish in Mexico. For each population to understand a message the translation needs to be clear and in proper dialect. There is another variation that needs to be considered, the ancient language from the native cultures: Tekcie, Zapoteko and Mizteko. (Check spelling) Within the population you will find reluctance to Western medicine some people will say they will take the medicine but won’t. If the medicine is important extra education is needed and it needs to come from a trusted primary care provider. One of the issues on communicating a risk message is the percentage of literacy in the population, messages cannot be written in black and white, and the language needs to be carefully chosen. EG suggested the use of “ideografías” or graphic ideas to present the message. Short stories talking about what the illness could do to your body and how to take action, the information needs to be interesting. This population is more likely to listen to the government than their small health care provider. The message most likely will not be taken seriously unless something happens to them. The population will be very unlikely to take action if they need to distribute funds. The population gathers in churches of all different dominations and socials such as dances. Radio is the most effective communication channel because it is always on in the households, cars and work. Television stations like Univison and TV Azteca are popular at night when the soap operas air. Recognizable figures are the most trusted in the community, these figures could be their favorite actor or singer. They don’t trust politicians or community leaders. Outside of the community, the Consulate of Mexico could be a trusted source or a Union leader. If it’s a governmental office sending the message it needs to have a Spanish-speaking representative. The use of police officers needs to be limited because they are seen as immigration. The migrant camps have a large number of extremely vulnerable populations because of the living conditions, the isolation and the language needs. If you want information to reach this population you must go to the camps or work with migrant organizations. The messages should not include images of police officers or immigration symbols. Messages should address the population with respect this can be shown be using “usted” rather than “tu.” The population will rely on friends and neighbors for transportation. In taking medicine a well-orchestrated campaign needs to be made of the effectiveness of taken the medicine. If the campaign is creditable it will reduce panic and instructions will be followed. Another suggestion is to use task forces in the neighborhoods to keep a dialog going about the process. Lastly, EG recommends the campaign to be tested among the population, first generation, new arrivals and Mexican Americans.

HC

Non-profit social service

The populations of Filipino Americans HC works with tend to be 2nd and 3rd generation, who wouldn't generally have special barrier or communication needs in event of a public health emergency. English language radio, TV, and newspaper will reach most in the community. There may be language barriers for a few more recent immigrants in the Filipino community, however.  For most, a public health emergency would be a high priority and most would follow governmental recommendations.  The Catholic Church could be used to reach many in this community via phone tree, website and email list. Community leaders would be good risk messengers, as would government officials, healthcare professionals, and officers from police and fire departments.  HC believes the population she works with will expect risk messages to deliver accurate information about what to do, whom to contact, symptoms to look for, and cost of treatment.

PH

Non-profit social service

PH works with rural populations, seasonal populations, migrant workers and homeless persons. 

The main differences in this population are the different dialects and languages. It is difficult to directly translate because a large number of the population is illiterate in Spanish and English. Within the indigenous Mexican population (non-Spanish speaking) you will find reluctance to Western medicine. The population is mostly illegal or undocumented so they do mistrust authorities. A large proportion of this population use specialty grocery stores where they buy food and send remittances back to Mexico. They use migrant programs through schools, head start, food banks and other services. Word of mouth is the most effective communication channel; radio is next because of accessibility and last TV and Spanish language channels. The migrant health clinics in the various communities are a well-trusted source within the community. For credibly messages should be language and culturally appropriate coming from a reliable source. Employers in the agricultural industry might be the fastest way to reach the workers who don’t have access to TV or radio. Community meetings and Spanish/English newspapers would not work in reaching this population. This group can use the help of neighbors to transport themselves if needed. The most important method to reach this population is to identify the person or agency and link them back to the Mexican population, for example a joint message from the Mexican Consulate and Oregon Department of Health. In the event of providing medication to this population it is important to create repetitive, clear and concise instructions. Public health officials might need help from Spanish speaking doctors, the Mexican Consulate and possibly a Cuadendero (natural healer) for communication assistance in distributing medication. Lastly, there needs to be an understanding of the cultural norms within the Mexican and Central American culture. 

DW

Clinic

DW works with rural and seasonal populations, migrant workers, Spanish speaking and other non-English speaking groups—Russian. The clinic serves four different counties in Oregon and Washington. 

Culture and linguistic barriers are common among the Latino population. There is a fear of “la amarga” or of getting in trouble if you ask from medical assistance or care. This population has distrust of the government and a public health message would be ignored coming for the feds but if the warning came from a trusted organization there would have a high priority. Catholic churches are an excellent way to reach the Latino population and tend to be socially involved and conscious. DW uses health promoters to connect to the non-English speaking community; these are people who are bilingual, natural community leaders, and have been trained in health care issues. Radio is the most effective source for news and media. The Latino population tends to trust doctors and people who work in health care. Priests and community leaders are also well trusted. The local law enforcement is generally not trusted but the longer someone has been in the country the more trust in gained in the police. DW suggested that the Growers Associations as a good community link to the migrant workers. Each local orchard owner has a foreman who stays in consent communication with the migrant workers; therefore to reach this hard to access population you could go through the Growers Associations. A risk message would be more creditable coming from the state government rather than the federal government and “homeland security.” The message should have enough specifics about the cost, location, timing and source of the information. It should be in all languages at a sixth grade level. Written and spoken messages should contain the same information and be linguistically appropriate. It is best to tell the truth with qualifiers and make it clear, straight and fully disclosed but based on real science. 

PV

Non-profit social service

PV works with children, low-income families, Hispanic and rural populations.

This population has high illiteracy and those who literate their rates are fairly low anywhere from 3rd to 6th grade in their native language; therefore their English skills are minimal. Some of the clinics don’t have phones and move frequently. The majority does follow recommendations but sometimes it depends on the financial circumstances. The Catholic Church is a large part of this population socialization; they tend to meet in grocery stores and schools (children). Radio is the main source of media, TV and the Spanish cable channels are important methods of media. Within the community the trust is in the churches and the schools. Outside of the community trust is seen in the health department. This population do not identify with the local politics or elected officials. Many of PV’s clients live in neighborhoods where word of mouth travels therefore she sees no problem communicating with members of the population who can’t be reached by TV or radio. She does state that newspaper whether in Spanish or not is an ineffective way to reach this population. Members of this population would turn to the health department for more information. This community is fearful of death so using this to covey the importance of the health risk message from the health department would make this message real and encourage action. Most important when giving medications, this population needs someone to show them how to take the medicine, draw it and describe in their native language. 

SK

Non-profit social service 

SK works with 2nd and 3rd generation elderly Japanese who mostly speak English and will likely not have special needs in events of emergency. Most are reachable via English language newspaper, TV, radio, and Internet.  Schools would be another good communication channel.  Health dept. and community leaders would be credible sources of information for this population, as would just about any legitimate authority.  The elderly tend to live with family members and would rely upon them for information and assistance during an emergency.  Risk messages for this population should pay attention to political correctness, and stress that people stay calm.

AJ

Government

AJ works in the county department; special populations include the elderly, low income and Hispanics. 

The largest difference in this county are the language needs. There are some issues with literacy with the Spanish and lower income Anglo population. So, social class is significant. Concern of risk messages would depend on their social class, when other worries in their day-to-day life take place; they tend not to show concern. If the risk message is a hot topic such as West Nile Virus, people will show concern. A large proportion of the low-income population can be found at the employment agencies, churches, children in the schools and stores like Wal-Mart. For the working class time is limited therefore watching TV is minimal but radio is used on the job and in the car so it proves to be more effective. The population trusts figures in the church and community leaders, agency professionals and grass movement leaders. Outside of the community depends on the population. The people trust the local sheriff and in the Hispanic community there are some Hispanic officers that are respected. Communication sites could be set up to reach the population in a case of an emergency. These could be satellite locations where people could go for more information and questions. The hours would need to be staggered for accessing information around work schedules. The message needs to state the seriousness of the situation and where to go with more information. The government needs to provide information in layman’s terms without making people sound stupid or condescending. The facts need to specify clearly with information on how people can help themselves and their families. 

LC

Non-profit social service

LC works for a division of non-profit social service. His populations include children and families, non-English speaking groups who are Asian Pacific Inlanders (API). LC would be a good resource for contact information within each of these nationalities. He feels that the information given is broad and each nationality needs to be separated for further study. 

This community is very broad with many language differences. Among the Viet and Hmong nationalities you might have low literacy levels and special efforts will be needed for that population. Language is not the only difference knowledge about some scientific things or terminology can create a barrier. To break the barrier communication should use their terms within their comfort zones. High priority will be taken if the message uses fear but not to an extreme. An example given was during the SARS outbreak many of the Chinese restaurants lost business do to the media hype. It is hard to lump the entire API population so try to contact each group through associations and such. Most groups have religious organizations or community associations. Types of media depend on the English literacy level. There are radio programs for different nationalities and different newspapers. Word of mouth might be the most effective way to communicate with this population. Trusted members of the community can be found in community groups, religious leaders or elders. Professionals are well trusted such as doctors and public health officials. The comprehension of governments depend on the nationality, this population understands government positions most like the ones from their native country. Risk messages will be most credibility when link to their community or in the native language. This population is more likely to call their community leader for information than a health care provider. The message needs to give real life examples and clear specific information catered to every culture. Visual aids will be useful for people with low literacy. Involve community members to aid in the medication process, someone to assist and communicate with each member of the population. Lastly, each culture is different and it is important to know each communities needs. 

TN

Non-profit social service

TN works with children, people with physical and/or mental disability, Native Americans, Hispanics, migrant workers, Asian Pacific, African American, and European immigrants.

Language, literacy and cultural issues are potential barriers to communicating with the population served.  New immigrants in particular may be hard to reach. Trusted and known spokespersons including non-profits and native language radio shows are the best methods to convey messages.  Unknown people will be least trusted sources of information.  Credibility will be increased with messages delivered in native languages on familiar turf.  Community leaders, caseworkers, religious leaders and postings at churches and schools are generally communication methods that can be used. Most will turn to TV if they understand the language.  Short and simple messages that relay what to do and where to go for help are best.  Simple language, visual aids, and pictures and symbols would be useful; many people can’t read either English or their own language.  If an emergency situation arose, most would be able to find transportation.  Native language and physical assistance with medications would be needed.  The most important thing health officials could do to prepare the public and minimize fear and panic would be to get the public to know the agency before an emergency, so they are known and trusted communicators.

RL

Non-profit social service

RL was a knowledgeable and thoughtful respondent.  He knows his constituency very well. He would be a good person for a working group that developed specific messaging and communication plans.

RL works with people with physical and/or mental disability, Hispanics, African Americans, and Cambodians.  

Language and literacy are the main barriers to communication. Hispanic languages, Mayan and Cambodian are common languages.  Most of his constituents won’t read any written communication. Radio and TV in native languages will be best.  Some mistrust authorities, and anything that looks like ‘government.’  If the message and medium are right, ‘risk messages’ will be a priority.  Well known and well accepted spokespersons are the best to bring messages and instructions. Most Hispanics speak Spanish and attend Catholic churches.  Local native language and specialty music radio stations are the best means to reach people, for example, El Com padre maybe in Gresham, and a DJ out of a Camas WA radio station.  Other organizations that could help include American Friends Service Committee (Martin Gonzales), Nellie Rodriguez has the El Grande store at 122nd and does a ½ hr Saturday TV program, Oregon Council of Hispanic Advancement, Catholic Charities, Hispanic Chamber of Commerce (Gail Casteel), Ramon Ramerez with Broadcast Radio is very trusted, and in Salem, Raymond Rameres for the farm workers.  There are some Spanish language print medium read by the well established Spanish, but the new immigrants don’t read print medium.  These groups and sources are trusted and reliable because of distribution in native language, culturally sensitive, and provide informative and relevant content.  Trusted figures outside of the community include actor Eddie Amos, who has done a lot of Public Service announcements.  The constituency is least likely to trust immigration, police, fire, paramedics, and will have no recognition of elected local officials.  There would be no trust in Jeff Crocker. Messages with Bev Sikes or Maria Rojo Desteffe or others popular in the community would work. Community activists and community political leaders are the best means to reach people outside of conventional media.  The Oregonian newspaper would NOT work.  To find more information, people would rely on Spanish speaking people they can trust, most likely those at county agencies, caseworkers, or religious clergy with whom they already have contact.  Messaging must be simple, brief, specific, not an advertisement, and the voice of delivery must be powerful.  In this community it is important to communicate that someone could infect a family member. Messages should describe how one feels if already affected, and explain they could already be infected and pass it on.  Be informative, clear, concise and common Spanish language (not educated Spanish language).  Images to stay away from include uniforms, people dying, or vivid effects of the case.  Pictures of nurses or doctors that look like them would work.  In a health emergency it is best that mobile health units come to the community.  While some people are well versed with bus lines, many could not get transportation. Many people live and work along the Max line. As the Max has expanded, the Hispanic community that lives and works along the line has followed it.  In the event medicine needs to be provided, instructions in native language, precise, clear pictures and verbal instructions and physical assistance will be necessary.  Simple messages using native language radio would be the best method to reach this population to tell them where to go for help and about the nature of the emergency.  To reduce panic, messages that state ‘we want you to be safe’ and explain in a ‘normal’ way that drastic measures might be needed.  Pictures of doctors and nurses provide a sense of security.  Advice: Establish the trust of the people.  Communicate after trust is established.  The immigrant community doesn’t understand our language, may have been mistreated by someone someplace, even in their own country. Many Cambodians don’t trust what comes with power and the misuse of power.  Bottom line: no uniforms, police, fire, immigration. Pictures of doctors and nurses in uniform who look like them are OK.  Use trusted names in local Spanish language radio and TV. Use simple common Spanish instructions.

OG
Religious organization

OG works with elderly, children, people with physical and/or mental disability, homeless people, rural populations, Native Americans, Hispanics, migrant workers, and sometimes African Americans.

The biggest barrier is lack of communication, language and literacy issues. Many lack knowledge of the culture, laws, rules, and regulations. Associated with this are issues with mistrust of authorities, history of abuse or neglect, and some reluctance about Western medicine.  Compared to day-to-day survival, risk messaging is likely a low priority.  After understanding and communicating in the native language, most would likely follow governmental recommendations to protect themselves.  The best location to reach large numbers of these populations would be churches and schools where they feel safe. These are trusted and safe places nearby to where they live.  Many do not understand or feel confident about requesting services from social service agencies.  Most people rely on the radio, Spanish radio, TV and newspaper for information, although many aren’t able to afford newspapers.  Schools where kids attend and are involved are trusted community information sources, as well as caseworkers, religious clergy and teachers.  Police, fire and paramedics may not be trusted but most would obey.  Messages need to be delivered simply, at a low language level, and in native language. Religious clergy are a good way to get in touch with the population.  People would most likely turn for help to caseworkers and healthcare professions.  The best time to reach people is after working hours and weekends.  Risk messages that would convince this public to take action include pictures that show the real issue so people can visualize.  If they have not experienced the problem then they won’t do much.  They should be told signs and symptoms to become aware, where to go for treatment, what to do, and how to use medications.  Simple messages with clear visual aids are best.  The subtleties of other cultures need to be considered when working with these populations. For example, people do not look you straight in the eyes, per their custom; women do not shake hands, economics questions are addressed to the husband and questions about children to the mother.  You must be careful how you offer help.  If you offer what they don’t need, you need to wait for them to ask for specifics for what they do need.  Most should be able to transport themselves for medical care in an emergency.   Again, messaging must be clear, simple, and easy to understand, in their native language.  Advise:  Find ways to make this population feel welcome to participate in the community, make them part of the community. Then in case of an emergency, they are part of the community who is able to help. See these people as humans.

TR

Non-profit social service

TR works primarily with African Americans, but also with children, people with physical and/or mental disability, homeless people, rural populations, Hispanics, and migrant workers.

The common thread within the population TR works in is that these people have compromised immune systems. They are more susceptible than a healthy population would be to any biohazard issue.  There are some language and ethnicity barriers.  The primary way to reach this population is through caseworkers.  Within the subgroups, there are some who are quite literate who already trust the public health sector.  Some have emotional issues that impair judgment.  Many are reachable through normal media. A significant percentage is Spanish speaking, undocumented, and is only effectively reached through culturally native Latino community groups.  A high percentage of the African American community mistrusts vaccines (remember the experimentation by government labs on African Americans).  These people will be reached through African Church groups, such as the Albina Ministerial Alliance.  Social service agencies, pastors, churches, and health care delivery agencies will be the most effective.   The priority given risk messages depends entirely on the situation: those on the streets with emotional issues or IV drug problems don’t have much else on their ‘radar’ screen. For some however, risk messages would be the highest priority.  The severity of the government recommendation for self protection would dictate the likelihood that people would follow the recommendation.   The best location to reach a large number of this population is through TV.  Also, SEI, the African American Self Enhancement Inc is a major communication tool. However this is a 9am-5pm business. Outside-In is a youth organization (under 24). This group works the streets and is trusted by homeless youth.  Agencies with a high level of community trust are the best for messaging.  Most of these groups already do outreach or have caseworkers.  General media and information sources include TV, Radio (NPR and KBOO), then caseworkers or healthcare professionals. Most trustworthy sources are peers, caseworkers, healthcare providers, religious clergy, and main stream mayor.  As the message moves up the chain, i.e., from the people to the city officials, to the state agencies, trust declines.  Credibility would be enhanced with statements delivered by several trusted people together, for example, a health official, the mayor and a clergyman for a synergistic effect. Native Latino messages should go out over the main stream Spanish radio and TV.  Methods that would not work to reach this population include the police or fire officials contacting people on the streets.  To find more information on any issue, this group relies heavily on the Oregon Aids Hotline, largely because it is anonymous.  Secondly, caseworkers, and counselors would be contacted for more information.  To convince people there is a real health threat, the proper tone must be set. This population (especially Latino and Native American) is more concerned about their family than themselves.  The message should say ‘you may be infected without knowing it and could infect your family. You could kill your kids, mom or sister.’ That would catch their attention.  The most important information is where to go for treatment or more information.  Simple, plain language and specific pictures (like what an explosive looks like) and not general pictures (like a rash).  Words or phrases to avoid in risk messaging are those that attach some kind of blame about where the disease came from, or shows the substance is toxic to one race or age group more than others. Most people could transport themselves, however the cost of transportation will be an issue for homeless or very low income.  Instructions in native language and physical assistance taking medication would be needed.  To reduce panic, reinforcing the message that there is enough supply, and how much time is needed for treatment, for example, within the next 36 hours.  A hot line would help; most have access to phones.  Advise:  try not to communicate specifics unless it is a REAL threat. Don’t cry wolf or have repeated low alert actions.  You don’t want a ‘cry wolf’ reputation to stick.

LH

Clinic

LH was a knowledgeable and thoughtful respondent.  He knows his constituency very well. He would be a good person for a working group that developed specific messaging and communication plans.  LH feels his agency is a good one to partner with.  On Sept. 11, 04 they are having an Asian Community Health Fair.

LH works with elderly, children, people with physical and/or mental disability, Asians including Chinese, Korean and Vietnamese.

The barriers working with this diverse population include language, ethnicity, age, and different levels of acculturation.  The challenge will be the lack of means of communication.  Some coming from villages in Asia may have strong beliefs in traditional ways.  Those who live in the city won’t have a problem with Western medicine.  Messages in native languages will help.  Over the last 10 years there has been no effort to reach this minority population.  Education with repeated messages so the population has comfort and experience with the communicators is important. For immediate needs, public media including native language TV and Radio are good tools. Contact organizations like them, and churches, that already have a phone tree and large numbers of constituents.  It would be good to plan ahead and contact agencies like them to prepare members in case of an emergency.  Then it will be easy to mobilize the population.  Other associations with different ethnic groups also will have phone directories of members.  These organizations are good candidates because they are highly visible to the community, they have a close connection, and a high level of trust within the community.  Most have phone trees and flyers or newsletters, workshops on health issues, or have media connections for publication.  Native language TV and radio, Asian community newsletter has a circulation of 8000. The most trustworthy communicators will be well known community activists, community political leaders, their agency, and other non-English speakers in the community.  In addition, local elected officials would be trusted.  People are least likely to trust strangers in the community.  Risk messages need to be carefully translated. Short, clear, precise and polished messages are needed.  It may take some discussion to find the correct vocabulary since there is not always a direct match.  If needed to reach the population outside of traditional media, religious clergy would work, and their organization already has a system to page the director, who can issue instructions.  Methods that would not work include police or fire official contacting persons on the streets, or messages from unknown governmental officials.  To convince the public there is a real health emergency, the message must come from one who is trusted, so that the source and content are known to be accurate and trustworthy. The most important information will be how to reduce risk, signs and symptoms, and where to go for treatment.  Messages must be delivered in simple, native language.  Messages must be polished.  If transportation coordination has already been established, then people should be able to transport themselves to a specific location.  New Asians will have no personal transportation. Some drive, some know the bus system and some utilize the free ride on the ring route. 

LO

Non-profit social service

LO works with Chinese Asians.  Most are well educated, speak English and language is not a barrier. Regarding western medicines, the only barrier is that female problems, e.g. venereal disease, need to be treated by female doctors.  Most of this population would probably not place a high priority on public health risk messages. Many are business owners and are very busy.  The severity of the governmental recommendation will have a big impact on whether the rules will be followed.  Churches are the most likely location to reach large segments of this population. The Emerald Baptist Church has a Chinese service. There are university groups on campus that meet regularly. Other places to reach populations would be in the Chinese restaurants, Chinese food stores, and martial arts training studios.  These places are highly trusted and frequented regularly, and have flyers and announcement boards.  TV and the local newspaper are the most common sources of information. Radio is not as effective as TV.  The most trustworthy figures will be the religious clergy, for those who attend church. For others it may be doctors and political figures.  The credibility of risk messages can be enhanced by having different trusted figures repeat the same message.  Most people will go to others within the community for more information, i.e., word of mouth.  Since many own business, contacting people at the business or in the evening hours works best.  Convincing this public that the health emergency is real would be best done by impressing the severity or seriousness of the threat, without panic. The most important information to convey is how it affects them and where to go for treatment.  Simple language with visual aids would work best. Phrases to avoid include all racial terms, including “oriental” when one really means “Asian.”  This population could transport themselves to a central location. It would be important to have some native language interpreters for the elderly, although most have family to rely on them.  To minimize fear, partner with religious clergy or other community leaders.

SH

Non-profit social service

SH was a knowledgeable and thoughtful respondent.  He knows his constituency very well. He would be a good person for a working group that developed specific messaging and communication plans.

SH works primarily with African American men. The communication barriers in this group are related to level of education and dialect (educated vs. street dialects).  There is a mistrust of authorities in this group, and distrust in the public health system.  There is a lack of people who ‘look like them.’  Confidentiality is the biggest medical issue with this group.  Risk messaging will be a high priority for this group, compared to day-to-day living, because it is part of daily living.  The severity of the recommendation for protecting themselves in an emergency will greatly impact the response; the more severe, the greater the response.  This demographic is not centrally located so there is no real place where they congregate.  There is a Gay and Bi-African men only organization that could help get messages out.  This population is well connected through the internet, and organized activities, newsletters.  They have a tight social network so the internet and phone system work best because of the distribution system and cultural sensitivity.  Those deemed most trustworthy are the caseworkers and outreach volunteers. Those not trustworthy are the police, or white “head honcho” type of person. Paramedics are OK, and community leaders of color are best.  Messages should be delivered on familiar turf, and partnered with those who work with that population.  Messages should not be delivered by police contacting people on the streets.  Fear based messaging “you need to do this now, this is what happens if you don’t act now” might not work.  There should be no finger-pointing.  The message has to be life-style affirming.  This population will be most likely to go to the internet or other community leaders who work in the arena for more information.  The tone of the risk message is the most important. It must be affirming and not fear-based.  Community leaders should be contacted to work with DHS and develop the messages. Messages should say where to go and what to do.  Simple messaging with pictures and lots of different people would work best, that is, the same message with different people in the pictures. They should be all types of people so no racial or ethnic stigma is attached.  This population will be able to obtain transportation to get medical help.  In an emergency, community leaders should be shown giving out the medication and taking it.  To reduce panic, work closely with the community and develop them as a resource, and use them as a resource.

TL

Non-profit social service

TL works with the Korean community; 90% speak English.  There is no trouble communicating with this population. Most are well educated. This population will take any message from an authority figure very seriously.  If they consider the message important, they will respond.  The best bet to communicate with people will be churches. There are 2 or 3 churches in the area with Korean congregations (Korean Presbyterian of Eugene, Central Covenant Church, and 7th Day Adventist).  The Eugene Korean Association can also help get messages out to people.  The general media source is TV, and some read the local Register Guard paper.  Many read a Korean newspaper that is published in Seattle.  Religious clergy are probably the most trustworthy to communicate health messages, along with local elected officials.  English language will suffice for this population.  TV news, phone, clergy would get the word out.  Risk messages need to identify the speaker, disclose why action is necessary and important, and what would happen if you failed to take the action as requested, whether lives are endangered.  Simple messages without a lot of detail, visual messages with TV, otherwise simple print or phone messages. This population will be able to transport themselves to a central location in an emergency.  Instructions may need to be translated for the elderly.  To minimize panic, act calmly and partner with religious clergy or other community leaders.

KG

Religious Organization

KG works with elderly (retired community), children, people with physical and/or mental disability, some homeless, and African-Americans.

There are communication differences between the African-American population and the others.  There are some homeless and low-income in this population. Trust issues are the largest barrier.  The African American Health Coalition is a good contact. The severity of the governmental recommendation will have a big impact on whether the rules will be followed.  Churches and non-profits are the most likely location to reach large segments of this population.  TV, newspaper, and word of mouth are the common media sources.  In larger emergencies, sporting and music events can communicate to large audiences. Evening hours are the best to reach those who work.  Risk messages need to convey life and death situations in simple, plain English.  Most important to this population is what can people do and where do they go if they have no money or insurance.  Simple plain English written in regular letter format is best.   It can’t be presumed that in an emergency everyone will have transportation. Transportation needs to be provided or many treatment locations within walking distance provided.  Instructions must be easy to read, clear, concise and physical assistance may be needed to assist elderly or those in assisted living communities.  The most important thing to minimize fear is to reinforce messages about supply.  Advise: in an urban area it is important to find someone they can connect with to talk to.  Urban areas don’t always connect with local governmental leaders.  Ads should be made with everyday people to feel united on the issue.

CE

Tribal Government

CE works with the elderly, children, people with physical and/or mental disability, rural populations and Native Americans.

Subgroups in this population are people with anger management issues and drug and alcohol abuse issues. There is some issue with literacy, physical and mental ability.  About 50% of the population keeps up with health issues and would make health risk messages a high priority. However, if people don’t understand the issue, they won’t care about the situation. Some don’t like to follow rules and regulations very well and may not follow self-protection recommendations.  The severity of the message does make a difference however.  The best location to communicate to large numbers would be school meetings, public meetings, and community meetings.  The Native American Community Clinic serves this population as do a number of social service agencies, including A&D, TANF, GA, Elders, and Natural Resource, Higher Ed, Preschool and contract health workers.  These agencies have a high level of trust within the community.  Tribal newsletters and poster boards are used to contact agencies.  The Statesman Journal, News Times, Oregonian, TV, and Radio are common media information sources.  News oriented media are the best methods because they are informative and offer relevant content.  Tribal elders are the most trusted in the community.  Outside the community, anyone respectful and knowledgeable about the topic would be trusted.  Contacting people after work hours would reach the largest number. Community meetings or home visit appointments would also work.  The most important information to relay would be what to watch for, what to do, and where to go.  Most people speak English.  Some pre-schoolers speak Spanish.  Dial up phone messages by language could be useful.  Simple English and no medical terminology should be used for messaging.  Most people would have transportation in a medical emergency.  Seniors will need large print.  

MS

Non-profit social service

MS was a knowledgeable and thoughtful respondent.  She said her agency would by happy to be involved in planning and preparations and assist disseminating information.

MS works primarily with Spanish speaking populations.  Language and literacy are barriers to communication. There are some who do not read or write the Spanish language.  There is a reluctance to seek medical help. Many mistrust authorities, especially immigration. Rumors spread quickly.  Survival issues take first priority.  Unless the family is settle, with kids in school, low priority will be given to health risk messages.  The best location to reach large populations would be through Spanish radio and Spanish organizations such as the OR child development association, working with low-income.  Locally, the Virginia Garcia Clinic, Community Action of Hillsboro, and Forest Grove family resource centers could help get messages out.  These agencies are trusted, known, and frequented regularly, have face-to-face contact with people.  Most list to Hispanic TV news and radio, and KBOO radio.  These media are effective because they are native language media. The most trustworthy communicators both inside and outside the community are school officials, firemen, religious clergy.  Immigration will be least trusted; some police are trusted in certain geographic locations, but not all.  Messages in clear and simple Spanish with good clear translations, in every day language enhance credibility.  To reach the population outside of traditional media, the schools, classes, and migrant camps must be reached.  Methods that don’t work include English language instructions, and the Oregonian.  For more information, people would come to their agency, to church, and to the kid’s school.  Evening hours are best to contact people.  Risk messages should have clear language that doesn’t immediately terrify, doesn’t cost money, describe where to go that is known and safe, what actions to take.  The most important information would be what to do, where to go, signs and symptoms.  The message should be in Spanish. It should emphasize children, since the families are most concerned about their children.  Pictures, words or phrases that should not be used include images of police or immigration, any authority checking ID (they are afraid of arrest), and technical or medical language.  Most could probably transport themselves to a central location for help.  However, factors that affect that are knowledge of the bus system, rural areas (migrant camps), and the cost of transportation.  Instructions in Spanish, verbal and physical assistance will be important to provide.  To minimize panic, people must be educated and the ground work done ahead of time. They are most afraid of going to jail and if they do not understand what is happening, they will likely not cooperate.  People should be informed ‘if this happens, do this’ so they know what to do.

Appendix 3:

Analysis of In-depth Interviews with Special Population Caseworkers/Professionals:  

Preliminary Summary Report
Introduction

The Oregon Dept. of Human Services contracted with Gilmore Research Group of Portland, OR to conduct in-depth interviews with caseworkers and other professionals who work with thirteen special populations in Oregon (including Native Americans, Hispanics, other ethnic groups of color, non-English speaking groups, rural populations, elderly persons, children, physically/mentally disabled, the mentally ill, homeless, and migrant seasonal populations).  A total of 24 interviews were conducted between July 21 to August 19, 2004, as interviewees' schedules permitted. The purpose was to gather information to help the Oregon Dept. of Human Services prepare to serve special populations in the event of bioterrorism or other public health emergency.  

Although those interviewed worked with diverse groups of people, the opinions they expressed about the needs of special populations were remarkably similar.  Because of this similarity, interviewees' remarks are analyzed as a single group.  It is important to note that this analysis is based on qualitative data, and care should be used in generalizing to the larger population of those with special needs.

Research Findings

Barriers

One of the chief obstacles in communication with special populations will be language, literacy and dialects.  In addition to those who simply do not speak English, there are also many who speak another language but do not read or write in their native tongue.  Interviewees who worked with a mostly Spanish speaking population emphasized that there are even different dialects spoken among this group.  

Another barrier discussed by some was the reluctance of some in the African, Hispanic, and Asian communities to use Western medicine.

For such reasons, interviewees thought it was important for those engaged in preparedness on behalf of Oregon's special populations to work collaboratively with community agencies and advocacy groups, such as the IRCO, Mexican Consulate, and   community clinics.  Several spoke of the need for awareness and educational outreach to these populations, in native languages as needed, and coordinated through the organizations that already serve them.

Trust

For maximum impact, risk messages must come from known and trusted individuals or organizations within the community. Church leaders, educated elders, local political leaders, social service workers or people in education are all seen as relatively trustworthy sources.  Other believable messages could come from professionals such as doctors and nurses. Several of those who work with the Hispanic population named actors, radio talent and singers as trusted sources.  Recognizable figures of community members' own nationality or speaking in their native tongue will increase credibility.  Messages that come from several known and trusted people, either communicating together or delivering the same message at different times, may also be useful. Trusted media include native language radio and TV programs, along with postings at churches and schools.

On the other hand, unknown people will be least trusted as sources of information, as will police, immigration, and government officials higher than the local elected officials.  Members of populations like the homeless might even be angry with police and the government. For other populations, police resemble immigration officers, or they may be afraid of police due to corruption in their home countries.  Police will need to establish their own credibility before they are trusted. 

Since there are already organizations working with Oregon's special populations that could deliver trustworthy messages during a public health emergency, interviewees stressed that such organizations should be involved now in the planning process.  These organizations could be allies in getting information to special populations, and help prepare them in advance of an actual emergency

Interviewees also tended to stress that risk messages should carry a link back to the community. The message should tell the truth and be consistent with the culture of the special population. Credibility will increase with messages delivered in native languages on familiar turf.
Messaging

Interviewees suggested that the language used to communicate risk messages to Oregon's special populations must be very clear, simple, and direct.  Risk messages must be simply stated with direct information, and answer basic questions such as effects of exposure to a threat, signs to watch for, and who to contact and where to go for treatment. Simple pictures will be helpful if they are specific enough, and will be important for those with literacy challenges. Messages should also say how much treatment or preventative measures will cost, what to do if you have no money, and how long you have to respond.  Messages reassuring people that the supply of antibiotics or other medicines is adequate may also be necessary.  

For many, messages will need to be in native languages with correct dialects. Messages must be developed in advance in multiple languages, and tested for meaning by the intended audience.  Fear-based messages should be used only under grave circumstances.  Images of police, immigration, homeland security or other government-looking officials should be avoided.  Images of doctors, nurses, or known social service workers will generally be trusted.  Messages should be lifestyle affirming, taking care not to single out any group.  Pictures in risk messages should include men and women, all races and ethnicities, and everyday people who “look like them”.  

Administering Medicine

When it comes to administering vaccines or other medicines to special populations, instructions must be clear, concise and easy to follow.  Some people will need physical assistance or verbal instructions in their native language.  Instructions and information about dosing and side effects will need to be accurately translated.  Live translators may need to be made available.  Medical clinics should be urged to make sure that translators are trained ahead of time to communicate risk messages and medical instructions during an emergency.

Transportation
Those interviewed generally felt members of special populations had access to transportation, but many are heavily or completely dependent upon public transportation.  They stressed the need for advance education about alternative transportation routes and modes during an emergency.  Cost of bus or other fares may be an issue for many.  Some talked about the need to provide free transportation during an emergency, while others suggested bringing emergency supplies directly to special populations.

Community Involvement

Organizations that serve Oregon's special populations want to take an active role in planning to communicate with their clients in the event of bioterrorism or other public health emergency.  Those interviewed feel it best to lay the groundwork with community organizations now, so that they may be an integral part of risk message dissemination during an actual emergency.  These organizations want to be involved in developing and fine-tuning messages, in creating visual aids such as posters, as well as in delivering the messages.  Several interviewees suggested working groups or focus groups to help develop emergency messages and communication plans.
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