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Executive summary 
Background: Social marketing is the application of marketing theories and techniques to the planning, 
implementation, and evaluation of programmes and interventions to influence pro-social voluntary behaviour 
change in order to improve personal welfare, and the welfare of society. 

Objectives: To provide an evidence-based summary of social marketing for the prevention and control of 
communicable disease, with particular reference to the European context. 

Methods: A review of reviews was conducted to examine the international evidence base. An extensive search of 
databases was carried out to identify relevant English language systematic reviews published from 2000 to 2011. 
Inclusion criteria were that reviews were systematic, the substantive focus was social marketing, and at least a 
quarter of included studies related to the prevention and control of communicable diseases. Thematic analysis was 
used to identify intervention input and output variables and examine their association with measured change in 
behaviour or behaviour determinants. All individual studies included in the systematic reviews that reported on 
European interventions for the prevention and control of communicable disease were identified, analysed and 
described in more detail to provide insight on European-specific good practice.   

Findings: Five international systematic reviews and three individual European social marketing interventions were 
identified for inclusion. A narrative summary of learning from the systematic reviews and individual social 
marketing interventions described and discussed: conceptual clarity; consumer orientation; context; social 
marketing mix (product, price, place, promotion); strategic and long-term planning (policy, partnerships); 
implementation; knowledge and attitudes; behaviour change; social environment change; and changes in health 
status.  

Conclusions: The international evidence base indicates that social marketing can be an effective approach to 
behaviour change for the prevention and control of communicable disease. The European evidence is limited, but 
promising, with social marketing principles having been successfully applied in hand hygiene and sexual health 
interventions. There appears to be a lack of conceptual clarity on what constitutes social marketing, its purpose 
and scope. Improved understanding and practice through training and efforts to promote shared learning would 
enhance its utility and effectiveness. Promotion appears to be the best recognised and/or most commonly 
employed component of the social marketing mix and there is limited recognition of other social marketing 
techniques and strategies, such as competitive analysis to identify and modify barriers, the role of segmentation to 
reach priority targets such as disadvantaged groups, and policy in support of social marketing.  

Insights for policy and practice: The evidence indicates that audience-informed intervention design and 
development, partnership-based interventions, and sharing of lessons learnt from previous practice can enhance 
effectiveness of social marketing for communicable disease prevention and control. Conducting formative research 
as standard practice improves design and development of interventions and programmes. More emphasis in 
intervention, design, evaluation on contextual factors, and on all components of the marketing mix (not just 
promotion) will contribute to future development of policy and practice. More rigorous and extensive process and 
impact evaluations and detailed reporting of implementation could also make a useful contribution to the future 
development of policy and practice. It is recommended that greater priority is given to resourcing long-term 
interventions and programmes, and less on short-term and brief interventions. 
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Introduction 
What is social marketing? 
Social marketing is a behaviour science informed approach to promote social change. Social marketing aims to 
bring about voluntary behaviour change that is sufficiently scalable to bring about wider social or cultural change 
using marketing techniques and principles [1]. Social marketing differs from commercial marketing in that the goal 
is to improve individual and societal wellbeing rather than to increase profitability, with the ultimate beneficiary 
being society or the individual, rather than the organisation carrying out the social marketing activity [2]. One of 
the most useful definitions is Andreasen’s [3]: 

‘Social marketing is the application of commercial marketing technologies to the analysis, planning, execution and 
evaluation of programs designed to influence the voluntary behaviour of target audiences in order to improve their 
personal welfare and that of society.’  

A genuine social marketing intervention contains a number of key elements: a consumer orientation, a mutually 
beneficial exchange and a long-term planning outlook. The social marketer seeks to build a relationship with target 
‘consumers’ or ‘audiences’ over time. Social marketing draws on, and supports, communications for public health, 
but also employs other tools. The consumers’ input is sought throughout the intervention via formative, process 
and evaluative research. The framework puts a key emphasis on voluntary behaviour. To facilitate voluntary 
exchanges, social marketers have to offer people something that they really want and highlight the benefits of 
change. Marketing techniques such as consumer oriented market research, segmentation and targeting, and the 
marketing mix are used (see table 1). Social marketing seeks to influence the behaviour not only of individuals, but 
also of groups, organisations and societies. It is concerned with broader social, cultural, structural and policy 
influences on health and social behaviour, and can be applied ‘upstream’ or ‘downstream’. 

Table 1. Social marketing benchmark criteria  

Benchmark Explanation 

1. Behaviour change Intervention seeks to change behaviour and has specific measurable behavioural objectives. 

2. Consumer orientation Intervention is based on an understanding of consumer experiences, values and needs. 

Formative research is conducted to identify these. 

Intervention elements are pre-tested with the target group.  

3. Segmentation and targeting Different segmentation variables are considered when selecting the intervention target group. 

Intervention strategy is tailored for the selected segment/s.  

4. Marketing mix Intervention considers the best strategic application of the ‘marketing mix’. This consists of the 

four Ps of ‘product’, ‘price’, ‘place’ and ‘promotion’. Other Ps might include ‘policy change’ or 

‘people’ (e.g. training is provided to intervention delivery agents). 

Interventions which only use the ‘promotion’ P are social advertising, not social marketing. 

5. Exchange Intervention considers what will motivate people to engage voluntarily with the intervention and 

offers them something beneficial in return. The offered benefit may be intangible (e.g. personal 

satisfaction) or tangible (e.g. rewards for participating in the programme and making 

behavioural changes). 

6. Competition Competing forces to the proposed behaviour change are identified, and the intervention uses 

strategies that seek to remove or minimise this competition.   

Source: Stead et al (2007) [4] 
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Objectives of the review 
The aim of this review is to provide an evidence-based summary of social marketing for the prevention and control 
of communicable disease. The review includes established, as well as emergent and innovative practice. The 
review also aims to identify and highlight factors which moderate effectiveness, feasibility and acceptability, with 
particular, but not exclusive, reference to the European context.  

Structure of the review 
The report is structured as follows:  

• overview of review methodology. 
• presentation and discussion of review results. 
• European-focused evidence from individual intervention studies on the effectiveness of social marketing for 

the prevention and control of communicable diseases. 
• overview of the international evidence base from systematic literature reviews on social marketing for the 

prevention and control of communicable diseases.  
• summary of conclusions, and insights for communicable disease prevention and control policy and practice.  
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Methodology 
Overview 
A literature search was conducted to identify systematic reviews1 of social marketing interventions for the 
prevention and control of communicable disease. Individual studies reporting on social marketing interventions 
focused on the prevention and control of communicable diseases in Europe, were drawn from the included 
systematic reviews to gain insights that may be specific to the European context. For the purposes of this review, 
interventions were included that comprised of sufficient benchmarking criteria to be recognisable as a social 
marketing approach. The minimum inclusion criteria were: 

• a measurable behaviour change objective 
• use of consumer insight research or audience pre-testing to inform the development of the intervention 

(see inclusion criteria). 

Search strategy   
A number of resources were searched to identify relevant systematic reviews. Two academic research interfaces 
(CSA Illumina and Web of Knowledge), covering 15 databases, were searched using the following: (social 
marketing OR cause marketing OR non-profit marketing) AND (systematic review OR meta-analysis OR rapid 
review). Results were limited to English language publications from 2000 onwards. Additionally, three systematic 
review databases were searched (Cochrane Library, Campbell Collaboration and Centre for Reviews and 
Dissemination). Finally, a free-text search for social marketing was run in an internal (Institute for Social Marketing) 
database of communicable disease/behaviour change academic papers. 

Inclusion criteria 
To be included in this evidence review, systematic reviews had to meet the following inclusion criteria:  

• published in English language from 2000 to 2011. 
• the substantive focus of the review is social marketing. 
• at least a quarter of the studies included in the systematic review relate to the prevention and control of 

communicable disease i.e. interventions that promote behaviour change or reinforce behaviours that may 
prevent or control infectious diseases2. 

The following criteria were applied to identify individual European social marketing intervention studies for inclusion:  

• evaluation/report of an intervention to promote behaviour change or reinforce behaviours that may prevent 
or control infectious diseases (as above).  

• reported/evaluated intervention(s) took place in Europe (EU Member States and EEA/EFTA countries).    
• intervention must report on a measurable behaviour change objective.  
• intervention must have evidence of consumer orientation. 

  

 
                                                                    
1 ‘A systematic review attempts to collate all empirical evidence that fits pre-specified eligibility criteria in order to answer a 
specific research question. It uses explicit, systematic methods that are selected with a view to minimising bias, thus providing 
more reliable findings from which conclusions can be drawn and decisions made (Antman 1992, Oxman 1993). The key 
characteristics of a systematic review are: 

a clearly stated set of objectives with pre-defined eligibility criteria for studies; 

an explicit, reproducible methodology; 

a systematic search that attempts to identify all studies that would meet the eligibility criteria; 

an assessment of the validity of the findings of the included studies, for example through the assessment of risk of bias; and 

a systematic presentation, and synthesis, of the characteristics and findings of the included studies.’ [5] 

 

2 This included direct audience focused behaviour change campaigns as well as strategic initiatives. Relevant health behaviours 
include, but are not restricted to hygiene practices (e.g. hand washing and use of alcohol-based hand sanitizers, respiratory 
hygiene/cough etiquette, food hygiene, needle/syringe exchange), screening for communicable diseases, medicine regimen 
adherence, vaccination uptake, use of physical barriers against infection (e.g. condoms, insect repellents etc.), information-
seeking and risky sexual behaviours. 
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Results – individual European social 
marketing interventions 
Fourteen European intervention studies for the prevention/control of communicable disease were identified from 
the included systematic reviews. Although most of the studies reported on a measurable behaviour change 
objective, the majority (11 studies) were excluded from the evidence review on the basis that there was no 
evidence of audience/consumer orientation in the design or implementation of the intervention and thus could not 
be considered ‘social marketing’ interventions. Three interventions that were judged to have evidence of 
audience/consumer orientation were included in the evidence review [6–8]. A brief summary of the intervention 
and the key findings for each of the three individual studies included in this evidence review are summarised in 
table 2: 

Table 2. Individual European social marketing interventions key findings  

Study Intervention Key findings 

Pittet et al (2000) 
Effectiveness of a Hospital-
wide Programme to 
Improve Compliance with 
Hand Hygiene [6] 

Country Setting: Switzerland 
Aim: To improve hand-hygiene compliance among 
hospital healthcare workers (HCWs), with special 
emphasis on bedside, alcohol based hand 
disinfection.  
Summary of intervention: A3 colour posters 
emphasising the importance of hand hygiene, 
particularly hand disinfection, were displayed at 250 
strategic locations in the hospital. Seventy different 
posters were produced in multiple copies, with three 
to five copies displayed simultaneously throughout 
the hospital at any given time. Poster subjects 
included healthcare associated infection (HCAI), 
cross transmission, hand carriage, hand hygiene, 
hand disinfection, and hand protection with creams.    
In addition, there was increased availability of 
alcohol-based handrub solution across the hospital, 
and performance feedback.  

• Compliance with hand hygiene increased 
significantly from 48% before the campaign, 
to 66% three years after the start of the 
campaign.  

• Frequency of hand-washing with soap 
remained stable, but frequency of hand 
disinfection increased significantly, with an 
accompanying rise in the volume of alcohol-
based handrub used.  

• Compliance with hand hygiene improved 
significantly among nurses and nursing 
assistants, but not among doctors.  

• Prevalence of HCAI decreased significantly 
over the same period, from 16.9% to 9.9%.  

• Methicillin-resistant Staphylococcus aureus 
(MRSA) transmission rates decreased 
significantly from 2.16 to 0.93 episodes per 
10 000 patient-days.   

Rao et al (2002) 
Marketing Hand Hygiene in 
Hospitals – a Case Study 
[7]. 

Country Setting: United Kingdom 
Aim: To improve hand-hygiene among hospital 
HCWs.   
Summary of intervention: Offering a choice of 
hand decontamination products, including the 
introduction of a new alcohol-based hand rub, which 
was made accessible to HCWs by positioning in 
suitable locations throughout the hospital, and 
ensuring and maintaining supplies in these locations.  
Promotional materials, designed by the Infection 
Control Team (ICT), and interactive educational 
materials were used to promote hand hygiene. 
The hospital chief executive wrote to all senior 
medical, nursing and managerial staff to emphasise 
the role of hand hygiene in preventing HCAI, and to 
inform them that he took a serious view of lapses. In 
the letter he formally empowered the ICT to oversee 
the implementation of hand hygiene in the hospital.   
 

• Compliance with hand hygiene was not 
measured, however anecdotal evidence 
suggested that there was a ‘sustained 
improvement in hand hygiene’ following the 
introduction of the new alcohol based 
handrub.  

• There was a reduction in the proportion of 
hospital-acquired MRSA from an average of 
nearly 50% before the introduction of 
handrub to an average of 39% after.   

• There was a 17.4% reduction in the 
incidence of Clostridium difficile associated 
diarrhoea (CDAD) following the introduction 
of handrub, however this was not 
statistically significant.   

• The availability of handrub by patient beds 
was ‘widely supported’ by hospital staff.  

• Twelve months after implementation, hand 
rub was found consistently at the ends of 
more than 95% of hospital beds and 
entrances of wards.  

• The authors noted that ‘in many wards, 
medical and nursing staff themselves started 
placing handrub on trolleys used to cart 
drugs and patients’ medical records around 
the ward’.  
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Study Intervention Key findings 

Stephenson et al (2003) 
A School-Based 
Randomized Controlled 
Trial of Peer-Led Sex 
Education in England [8]. 

Country Setting: United Kingdom 
Aim: To promote young people’s sexual health.  
Summary of intervention: School-based peer-led 
sex education for pupils aged 13–14 years. Peer 
educators were selected and trained in sexual health 
issues, classroom management, group facilitation 
and participatory learning strategies. The sex 
education programme consisted of three classroom 
lessons that lasted around one hour. Sessions 
focused on relationships, contraception and sexually 
transmitted infections (STIs). Peer educators made 
use of participatory classroom teaching techniques, 
including games and small group work, discussions, 
brainstorming, role-playing and demonstrating how 
to use condoms. The approach emphasised 
development of skills for sexual negotiation as well as 
knowledge about pregnancy, contraception, STIs, 
and the use of sexual health and contraceptive 
services.  
 

The article describes and discusses the design of 
a cluster-randomised trial to compare the 
intervention with traditional teacher-led sex 
education (control). The trial was on-going at the 
time of publication, so no outcomes are 
presented.  
However, a subsequent article (Stephenson et al, 
2004) reported on outcomes at 18-month follow-
up:  
• Significantly fewer girls in the intervention 

group than the control group reported 
intercourse by age 16, but the proportions 
were similar for boys.  

• The proportions of pupils reporting 
unprotected first heterosexual sex did not 
differ significantly between the intervention 
and control groups for either boys or girls.  

• Girls in the intervention group reported 
fewer unintended pregnancies, although the 
difference was of borderline significance.  

• Pupils were more satisfied with peer-led sex 
education than teacher-led sex education.  

• 57% of girls and 32% of boys wanted sex 
education in single-sex groups.  
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Discussion – individual European social 
marketing interventions 
The evidence review identified only three individual interventions for inclusion. This may indicate a limited 
utilisation of social marketing approaches for the prevention and control of communicable disease in Europe to 
date.   

The findings from the studies are discussed below under key social marketing input and output variables.  

Input variables 
Conceptual clarity 
The intervention evaluated by Pittet et al [6], and the intervention reported by Stephenson et al [8] were not 
categorised as ‘social marketing’ by the study authors, despite the fact that both interventions met two of the key 
criteria for a social marketing intervention (a measurable behaviour change objective and evidence of consumer 
orientation). Several interventions that were labelled as ‘social marketing’ were excluded from this review on the 
basis that they did not meet these key criteria. This may indicate a lack of conceptual clarity regarding social 
marketing in the field of communicable disease prevention and control.   

Rao et al’s [7] article used the term ‘societal marketing’ to describe their intervention. The authors’ understanding 
of ‘societal marketing’ was based on the Chartered Institute of Marketing’s definition of marketing, and Kotler’s [9] 
definition of social marketing.  

Consumer orientation 
All three interventions had evidence of consumer orientation. In the intervention evaluated by Pittet et al [6], 
promotional poster contents were developed in association with collaborative groups of healthcare workers (HCWs) 
across all wards, and made into cartoon-style messages by an artist. Posters were selected for use during regular 
meetings with a multi-disciplinary group of HCWs. Each poster featured the name of the ward that proposed the 
message so that authorship could be recognised hospital-wide, and hospital staff would have a sense of ownership 
of the campaign [6]. 

In the intervention reported by Rao et al [7] an informal survey was carried out to inform the selection of an 
acceptable hand hygiene product. There was a trial to assess user acceptance before the new handrub was 
approved for use.  

In the peer-led sex education intervention, peer educators planned and evaluated a needs assessment exercise 
with other pupils and discussed their own training needs [8]. They were given the opportunity to experience and 
develop participatory learning activities and strategies. Peer educators chose the activities and the method of 
delivery of the sessions [8].    

Context 
Stephenson et al [8] anticipated that individual school contexts would affect intervention implementation, or 
schools’ involvement in the research, and indeed process evaluation showed that this was the case [10]. Pittet et al 
[6] acknowledged that the findings of their study may be context specific, noting that ‘whether the results and 
impact of our intervention can be generalised to other health-care institutions needs to be tested’.    

Rao et al [7] conducted a SWOT (Strengths, Weaknesses, Opportunities and Threats) analysis of the hospital’s 
existing hand hygiene strategy. Through this analysis, they were able to identify specific contextual factors that 
contributed to the successes and failures of the existing strategy, and to use the information and insight gained 
from the analysis to develop and inform their new hand hygiene strategy. For example, one of the weaknesses 
identified in the SWOT analysis was that the infection control team was ‘generally perceived as trouble-shooters 
with little to contribute in the absence of specific problems’. In addition, they identified a ‘threat’ to be the fact that 
infection control may be viewed by HCWs and hospital managers as being relatively low priority ‘in the context of 
ever increasing competing priorities in the NHS’ (National Health Service) [7].  
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Social marketing mix 
Product  
In social marketing, the term ‘product’ is used to refer to the goal of the intervention, for example adoption of an 
idea, belief or attitude, or adoption of a one-off or sustained behaviour [11]. Two interventions had the same 
behavioural product i.e. improved hand hygiene practices among HCWs [6, 7], while the other intervention had an 
arguably more complex product i.e. adoption of ‘safe’ sex practices among young people [8]. Several key attributes 
of the social marketed behaviour product contribute to the likelihood that it will be successfully achieved including: 
triability, ease, risks, acceptability, and duration [11]. Each of these is discussed in turn.  

Products that the target audience can try out before permanent or full adoption are more likely to be successfully 
adopted. Hand hygiene is a more triable product than safe sex. Healthcare workers would already have been 
practicing hand hygiene, so the interventions aimed to increase the frequency of a behaviour that the target 
audience had already tried. In contrast, safe sex is a less triable product. The intervention reported by Stephenson 
et al [8] did attempt to address this issue by including educational role-play activities and condom 
demonstrations/practice to allow the students to try out some of the behaviours that contribute to safe sex.  

Hand hygiene is arguably an easier behaviour to adopt than safe sex practices. Hand washing with soap and 
effective use of alcohol-based handrub are both relatively simple procedures, that can be easily learned and do not 
require particular skill. However, there are a number of potential barriers that could affect the ease with which 
hand hygiene behaviours are adopted, including time pressures, and limited accessibility of soap/alcohol-based 
handrub (physical barrier). Both hand hygiene interventions addressed physical barriers (see ‘price’) [6, 7]. In 
addition, Rao et al [7] acknowledged that HCWs would struggle to complete their rounds in time if they were 
required to wash their hands at a sink, thus alcohol-based handrubs were more widely introduced as a time-saving 
alternative. Pittet et al [6] also acknowledged that using alcohol-based handrub is less time consuming than hand-
washing, and state that this was ‘probably a factor in influencing compliance, especially in demanding situations’.  

Young people need to acquire the knowledge and skills (e.g. negotiation skills) to be able to practice safe sex, 
which means that it may be a more difficult behaviour to adopt than hand hygiene. As such, the main aspects of 
the intervention reported by Stephenson et al [8] were activities intended to improve pupils’ knowledge about safe 
sex and to improve their negotiation skills.       

Skin damage, such as dryness and cracking due to frequent hand-washing or use of alcohol-based handrubs is a 
very real concern for HCWs, and the risk of this negative consequence may be a barrier to adoption of these 
practices. The intervention reported by Rao et al [7] included formative research that revealed that HCWs claimed 
the alcohol-based handrub used in the hospital caused skin problems. In order to overcome this risk associated 
with the target behaviour, an alternative alcohol-based handrub including an emollient that reduces skin dryness 
was identified and introduced, and proved popular among HCWs.     

The intervention evaluated by Rao et al [7] explicitly addressed the issue of acceptability of the product. An 
informal survey was carried out to inform the selection of an acceptable alcohol-based handrub and there was a 
trial to assess user acceptance before the new handrub was approved for use.     

In terms of duration, both behaviour change goals are similar in that they are sustained long-term behaviour 
changes, rather than one-off or short-term behaviours. Sustained long-term behaviour changes are the most 
difficult to achieve. Long-term interventions may be more appropriate for this type of behaviour change. Both 
interventions to improve hand hygiene compliance among HCWs were long term, and were on-going at the time 
the evaluations were carried out [6, 7]. Pittet et al [6] noted that prior attempts to improve compliance with hand 
hygiene ‘have been associated with, at best, transient improvement’. However, the authors noted that they 
observed ‘a sustained improvement that accompanied an equally sustained intervention’. In contrast, the 
intervention to promote young people’s sexual health was relatively short-term and of limited intensity, with only 
three hours of contact time between pupils and peer-educators over the course of one school term [10]. The study 
authors note that with hindsight they may have developed a more intense or extended programme, but 
acknowledge that the constraints of school priorities and resources may have precluded this.  
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Price  
In social marketing, ‘price’ refers to the costs that the audience have to bear and barriers they have to overcome 
to adopt the targeted behaviour(s). Costs/barriers can be psychological, emotional, cultural, practical, financial, 
physical etc. [11]. Strategies to make the target behaviours ‘affordable’ did not appear to be widely used in the 
interventions included in this review of evidence, and none explicitly referred to this issue. However, both 
interventions to improve hand hygiene compliance among HCWs employed strategies to minimise physical barriers 
to hand hygiene [6, 7]. Changes were made to the hospital environment in order to improve accessibility to hand 
hygiene products, for example making alcohol-based handrub more widely available. It is likely that minimising the 
physical barriers to hand hygiene contributed to the success of both interventions, but it is not possible to 
determine the contribution of this strategy from other strategies employed by the interventions. More extensive 
use of pricing strategies, such as exchange of benefits or social norms could contribute to increasing the 
effectiveness of interventions for the prevention and control of communicable disease, and should be investigated.  

P lace 
In social marketing, ‘place’ refers to the channels by which behaviour change is promoted, and the places in which 
the change is supported and encouraged [11]. All three interventions reported their place mix. Both interventions 
to improve HCW hand hygiene compliance took place exclusively in the workplace [6,7]. It is clear that this is the 
obvious choice of setting for interventions such as these, as this is the setting where the targeted behaviour 
change is desired; the location where many of the barriers to behaviour change can be addressed; and it has the 
additional advantage of being the most convenient location to reach the target audience. Promotional messages 
are likely to be perceived as more relevant/significant by the target audience when they are in the setting where 
the targeted behaviour change is desired, and are therefore likely to be more effective. The intervention evaluated 
by Stephenson et al [10] to promote young people’s sexual health was school-based. As well as being the most 
convenient location to reach the target audience, it is also an appropriate setting for an educational intervention.    

In terms of communication channels, the peer-led educational intervention to promote sexual health among young 
people relied exclusively on interpersonal channels. The study authors report that ‘the egalitarian nature of the 
interaction between young people is believed to allow more opportunity, open communication, and discussion of 
sexual health issues’ than interaction between young people and teachers, and it is believed that peers are 
considered a more credible source of information than teachers [10]. Both interventions to improve HCW hand 
hygiene compliance used printed materials such as posters to raise awareness (see ‘promotion’) and to 
communicate key messages [6, 7].  

Promotion 
In social marketing, ‘promotion’ refers to the means by which behaviour change is promoted to the target audience, 
which may include, but is not restricted to advertising [11]. Promotion was a major component of the hand 
hygiene intervention evaluated by Pittet et al [6], and the promotional aspects were well described. The 
promotional posters and promotional messages used in this campaign were developed by the target audience, and 
the study authors state that this helped to ensure that they identified strongly with the campaign [6]. Rao et al [7] 
noted that they created new promotional materials for their intervention as they recognised that the existing 
promotional materials were ‘uninspiring’. They state that the new promotional material was original in its concept 
and content, and attracted a lot of interest from HCWs.    
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Strategic and long-term planning 
Policy 
Only one of the three interventions had a policy component [7]. The formal empowerment of the infection control 
team with the responsibility for implementation for hand hygiene in the hospital could be considered to be a use of 
policy to support a behaviour change goal. It is not possible to determine the impact of the implementation of this 
policy on the effectiveness of the intervention.  

Stephenson et al [8] allude to the fact that public policy should be evidence-based. However, they state that the 
role of randomised trials is debated in the field of sexual health research, and the current popularity of peer-led 
approaches to health education has ‘led some to question the need for rigorous evaluation’, which meant that their 
trial had become ‘rather contentious’.  

Partnerships 
Both interventions to increase HCW hand hygiene compliance were in-house interventions that involved 
cooperation with staff from various hospital departments, but no partnerships with organisations/individuals 
outside of the hospital [6, 7]. However, Rao et al [7] noted that one of the senior nurses from the hospital ICT was 
invited to be on the steering committee of a national hand hygiene campaign. The authors state that her 
involvement in the group provided credibility to the hospital intervention.  

The intervention trial reported by Stephenson et al [8] was conducted by multidisciplinary researchers from two 
academic institutions, and an external group of practitioners with expertise in peer-led education. The trial also had 
an independent steering committee with representatives from schools, the Department of Health and the Medical 
Research Council. The study authors did not comment on the importance of these partnerships in the design, 
implementation, evaluation or results of the intervention. The University of London provided accreditation for peer-
educators, which may have encouraged students to train as peer educators [8].   

Output variables 
Implementation 
Rao et al [7] reported that the evaluated hospital hand hygiene intervention was widely accepted and supported by 
HCWs. However, the authors reported that there were some unanticipated difficulties in implementing the 
intervention. Alcohol-based handrub dispensers were removed from patient bedsides by HCWs for cleaning, or by 
patients themselves to make space for cards etc. The intervention team overcame this problem by introducing 
bedframe-holders for the dispensers. There was also concern among some HCWs that patients might consume the 
alcohol-based handrub, and for this reason dispensers were removed from the end of patient beds. The 
intervention team also successfully overcame this problem by demonstrating to HCWs that this was unlikely. 
Twelve months after implementation, alcohol-based handrub was found consistently at the ends of more than 95% 
of hospital beds and entrances of wards [7].  

Pittet et al [6] reported that the hospital hand hygiene intervention they evaluated was funded by senior hospital 
management, with no external source of funding. The authors estimated that the intervention cost less than SFr 
380,000 (approx. €306,000), with personnel time the major expense. The intervention is said to have been cost 
effective from ‘a societal perspective’ in that it is estimated to have avoided more than 900 healthcare associated 
infections (HCAI). [6].  

Stephenson et al [8] reported that part of the evaluation of the peer-led sex education was extensive process 
evaluation, in order to help interpret outcome data. The process evaluation results were not reported in detail, 
however Stephenson et al [10] did report that the results revealed that there was variation in the implementation 
of peer-led sex education across intervention schools. One school was unable to recruit enough peer-educators, so 
was unable to implement the intervention. It is reported that similar topics were covered in sex education sessions 
in both control and intervention schools, but there were significantly more skill-based activities in peer-led sex 
education classes. Observation of peer-led sex education sessions revealed that important topics such as 
emergency contraception were sometimes omitted, and therefore the peer-led intervention might not have met the 
needs of some pupils. Overall, pupils reported greater satisfaction with peer-led sex education than teacher-led sex 
education. Peer educators were perceived as ‘having greater relevant expertise and respect for pupils, holding 
more similar values about sex, using familiar language, being less moralistic, and making the sessions fun.’ [10].     
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Knowledge and attitudes 
Knowledge and attitudes are recognised as significant behavioural determinants. Changes in knowledge and 
attitudes as a result of the interventions were not reported in detail in the European studies included in this review. 

Rao et al [7] stated that as a result of the hospital hand hygiene intervention, there was a ‘sustained change in 
attitude of HCWs towards hand hygiene’, although this appears to be based on anecdotal evidence.   

Stephenson et al [10] found that pupils in the peer-led sex education group had significantly better knowledge 
about methods to prevent STIs at follow-up than pupils in the teacher-led education groups. However, there was 
no difference at follow-up between the intervention and control groups in terms of knowledge about the 
emergency contraceptive pill, availability of contraception or common STIs, ability to identify local sexual health 
services, attitudes to condom use or sex, or confidence about discussing contraception or sex with a partner.   

Behaviour change 
Both hand hygiene interventions appear to have achieved their goal of increasing hand hygiene compliance among 
HCWs i.e. behaviour change. Pittet et al [6] reported that compliance with hand hygiene had increased significantly 
from 48% before the intervention to 66% after the intervention. The authors noted that compliance varied 
between HCWs: compliance increased significantly among nurses and nursing assistants, but did not increase 
among doctors. The study authors suggested that this may have been due to lower campaign awareness among 
doctors, but as they did not measure campaign awareness, this is speculative. Rao et al [7] did not measure hand 
hygiene compliance, but reported that there was anecdotal evidence of ‘sustained improvement in hand hygiene’. 
This is supported by the reductions in the rates of HCAI measured over the intervention period.   

In terms of behaviour change, the peer-led sex education intervention reported mixed results in terms of behaviour 
change [10]. There were positive results for girls, in that significantly fewer girls in the intervention group than the 
control group reported intercourse by age 16, but there was no significant difference for boys. The proportions of 
pupils reporting unprotected first heterosexual sex did not differ significantly between the intervention and control 
groups for either boys or girls. Girls in the intervention group reported fewer unintended pregnancies, although the 
difference was of borderline significance.  

Social environment change 
Stephenson et al [8] state that the effectiveness of sex education should not be measured purely in terms of 
health outcomes, but should also include measures of the quality of sexual relationships, and perhaps the wider 
impact of the intervention in schools. Indeed, it is important to consider the social and cultural impacts of an 
intervention.  

Rao et al [7] state that their intervention attempts to ‘bring about a change in the culture of HCWs, a notoriously 
difficult task particularly with a mundane concept like hand hygiene’. It could be argued that they were successful 
in achieving this aim given the anecdotal evidence of improved compliance with hand hygiene, the reduction in 
rates of HCAI, and the evidence of HCW engagement in the intervention, such as the observation that ‘in many 
wards, medical and nursing staff themselves started placing [the alcohol-based handrub] on trolleys used to cart 
drugs and patients’ medical records around the ward’ [7]. 

Health status 
Both hand hygiene studies look at the impact of the intervention on HCAI, and both reported evidence of 
effectiveness [6,7]. Pittet et al [6] reported that there was a significant decrease in prevalence of HCAI after the 
intervention, and a significant decrease in Methicillin-resistant Staphylococcus aureus (MRSA) transmission rates. 
The authors state that although the study design ‘precludes ascertainment of reduction in infection rates that was 
attributable to the hand hygiene campaign alone’, the campaign was the only preventative measure applied during 
the study period, providing strong evidence that the reduction was as a direct result of the intervention [6].  

Rao et al [7] reported reductions in the rates of hospital-acquired MRSA, and Clostridium difficile associated 
diarrhoea (CDAD) (not statistically significant). The authors estimated that the intervention had saved 
approximately £208 000 (approx. €243 000) through the prevention of CDAD infections, which led them to 
conclude that ‘hand hygiene is a highly effective and inexpensive way to prevent HCAI [7].  

Stephenson et al [10] did not evaluate the peer-led sex education intervention in terms of communicable disease 
outcomes (i.e. STIs) however, the study did measure rates of unintended pregnancies which could be considered a 
proxy indicator for the effectiveness of STI prevention. As mentioned earlier, they found that girls who received 
peer-led education reported fewer unintended pregnancies than girls in the teacher-led education group, although 
the difference was of borderline significance [10].  
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Results – international evidence base: 
systematic reviews 
Thirty-four reviews were identified through the search strategy. Ten of these reviews were excluded as they were 
not systematic (or review methodology was not reported in sufficient detail to determine if systematic methods had 
been used). Of the remaining 24 systematic reviews, 18 were excluded because social marketing was a minor 
focus. One of the six remaining systematic reviews was excluded because less than a quarter of its included 
studies related to the prevention and control of communicable disease. Thus, a final total of five systematic 
reviews were included in this evidence review [12–16]. The key findings of each of the five systematic reviews 
included in this evidence review are summarised in table 3: 

Table 3. International systematic reviews: key findings 

Systematic review Characteristics of included studies Summary of findings 

Luca and Suggs (2010). 
Strategies for the Social Marketing 
Mix: A Systematic Review [12]. 

Number and type: 
Twenty four studies that evaluated 17 social 
marketing interventions aimed at changing 
behaviours related to: nutrition; physical 
activity; diabetes; smoking; STI; HIV; heart 
disease; and cancer. [Included interventions 
had at least three of the six Ps of the 
marketing mix (product, price, place, 
promotion, policy and partnerships), and met 
Andreasen’s (2002) six social marketing 
benchmark criteria.]  
 
Countries:  
Canada, United Kingdom, United States of 
America.  
 

The complete social marketing mix (all six Ps) 
was identifiable in four interventions; all 17 
interventions identified their product platform, 
their place mix component and their 
promotion strategy; the partnership 
component was reported in 16 interventions; 
the price component was reported in 13 
interventions; and the policy mix component 
was reported in four interventions. 
 
Most of the interventions reported outcomes 
from Varcoe’s (2004) Social Marketing 
Effectiveness Framework: Awareness & 
Engagement (attitude and knowledge) 
outcomes were reported for 15 interventions; 
Behaviour Change outcomes were reported 
for 16 interventions; Social Norms outcomes 
(normative changes in attitude and 
behaviour) were reported for six 
interventions; and Well-being outcomes 
(using environmental and epidemiological 
data) were reported for two interventions. 
 
The review reports that ‘it was difficult to 
quantifiably link mix strategies with 
intervention outcomes’ but the authors for 10 
of the interventions suggested links between 
certain mix strategies and the outcomes. The 
review does not state how many interventions 
were effective. 

Mah et al (2008). 
Social Marketing Analysis of 20 Years 
of Hand Hygiene Promotion [13].  

Number and type: 
Fifty-three effectiveness evaluations of hand 
hygiene interventions that contained at least 
one social marketing benchmark (as defined 
by the review authors).  
 
Countries: 
Australia, Bangladesh, Burkina Faso, Eritrea, 
France, Hong Kong, Indonesia, Ireland, Israel, 
Italy, Pakistan, Russia, Switzerland, Thailand, 
United Arab Emirates, United Kingdom, United 
States of America.     

The interventions were assessed against 
social marketing benchmark criteria:  
• 30% of included studies included 

formative audience research 
• 9% used social or behavioural theories 
• 51% used segmentation and audience 

targeting 
• 83% used components of the marketing 

mix 
• 6% considered the influence of 

competing behaviours 
• 13% cultivated relationships with the 

target audience 
• 28% provided simple behavioural 

messages 
Overall, 66% of the interventions 
demonstrated a significant improvement in 
performance.  
Analysis showed that intervention outcome 
was not significantly associated with use of 
any of the social marketing criteria used in the 
review.  
The number of social marketing benchmark 
criteria met was not found to be significantly 
associated with intervention outcome.  
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Systematic review Characteristics of included studies Summary of findings 

Quinn et al (2010). 
Developing a Common Language for 
Using Social Marketing: An Analysis of 
Public Health Literature [14]. 

Number and type: 
Twenty-three articles describing public health 
interventions published in the peer-reviewed 
literature containing the term social marketing 
in the keywords, title or abstract.   
 
Countries:  
Austria, Bolivia, Cambodia, China, Israel, 
Kenya, Madagascar, Philippines, Vietnam, 
United Kingdom, United States of America, 
Zambia.   

The interventions were assessed against eight 
social marketing benchmark criteria (Kotler et 
al, 2002).  
The review found that the most described 
aspects of social marketing in the included 
interventions were behaviour change and 
identifying a measurable and observable 
behaviour. The least described or mentioned 
aspects were pre-testing and audience 
segmentation.  
The review authors suggest that it is possible 
that many researchers who purport to use 
social marketing are unaware of the regularly 
cited definitions of social marketing, and the 
basic steps in creating a social marketing 
programme. They note that although several 
of the included articles used the term social 
marketing to describe the intervention they 
reported on, the practices described involved 
only the delivery of health messages to 
communities and groups.   
The review did not investigate the 
effectiveness of the included interventions.  

Wakhisi et al (2011). 
The Effectiveness of Social Marketing 
in Reduction of Teenage Pregnancies: 
A Review of Studies in Developed 
Countries [15].  

Number and type: 
Twelve effectiveness evaluations of social 
marketing interventions to influence sexual 
behaviour change (i.e. reduce rate of 
unintended pregnancies, delay sexual 
initiation, increase contraceptive use, increase 
knowledge of contraception and reproductive 
health, increase self-efficacy to refuse 
unwanted sex) among teenagers in developed 
countries. The review focuses on the 
effectiveness of the interventions in reducing 
teenage pregnancy. 
 
Countries:  
United Kingdom, United States of America.  

Nine of the 12 studies reported significant 
effects on at least one of the outcomes. Long-
term interventions were generally more 
effective than short-term ones for most 
outcomes. The impact on male participants’ 
sexual behaviour was minimal in most studies. 
No particular social marketing component or 
activity was independently associated with 
effective interventions except for one 
behavioural outcome (self-efficacy to refuse 
unwanted sex).  
Overall, the review found that social 
marketing appears to be an effective 
approach to reducing teenage pregnancies 
and influencing sexual behaviour change, but 
the evidence is limited to particular outcomes 
and context, and is therefore inconclusive.   

Wei et al (2011) 
Social Marketing Interventions to 
Increase HIV/STI Testing Uptake 
Among Men Who Have Sex With Men 
and Male-to-Female Transgender 
Women (Review) [16].  

Number and type: 
Three effectiveness evaluations of multi-
media social marketing campaigns to increase 
HIV/STI testing uptake among men who have 
sex with men in developed countries. [N.B. 
The review did not identify any studies that 
included male-to-female transgender women.]  
 
Countries: 
Australia, United Kingdom, United States of 
America.  
 

The review found that multi-media social 
marketing campaigns had a significant effect 
on increasing HIV testing uptake among men 
who have sex with men, but had no effect on 
increasing uptake of STI testing.  
Overall, the review authors noted that the 
evidence was limited, the risk of bias in the 
included studies was high, and the quality of 
evidence was low.  
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Discussion – review of international reviews 
Input variables 
Conceptual clarity 
Three of the systematic reviews examined the evidence for defined behaviour change goals: to increase hand 
hygiene compliance [13]; to increase HIV/STI testing uptake among men who have sex with men and male-to-
female transgender women [16] and to reduce unintended teenage pregnancies [15], while other two systematic 
reviews assessed public health interventions against social marketing benchmark criteria [12, 14].    

All five systematic reviews included social marketing definitions, with three reviews specifically referring to 
Andreasen’s [17] six social marketing benchmark criteria [12, 13, 15]. Wei et al [16] used Maibach’s [18] definition 
of social marketing, while Quinn et al [14] described Kotler et al’s [19] tenets of social marketing. The social 
marketing benchmark criteria described by Mah et al [13] were adopted and modified from several sources [17, 
19–22].  

Quinn et al’s [14] systematic review focuses on conceptual clarity. The review examined the way in which the term 
‘social marketing’ has been used in the public health literature. The authors note that their literature search 
revealed a ‘rather generous use of the term in the professional literature – often with little justification’ [14]. Many 
of the studies in the review that reported using social marketing did not provide sufficient detail about intervention 
development to determine if a social marketing process was followed, and indeed several interventions that used 
the term social marketing described interventions that involved only the delivery of health messages to 
communities/groups. The study authors state that ‘it is possible that many researchers who purport to use social 
marketing are unaware of the regularly cited definitions of social marketing and the basic steps in creating a social 
marketing program’ [14]. They recommend that identifying a common language for the description and design of 
social marketing interventions would be beneficial to researchers and practitioners interested in social marketing as 
a behaviour change approach [14].       

Consumer orientation 
An important aspect of consumer orientation is the use of audience research. This may be based on primary or 
secondary data to identify audience characteristics and needs, and frequently includes pre-testing of elements of 
the intervention with a sample of the target audience [13]. Wakhisi et al’s [15] systematic review of the 
effectiveness of social marketing interventions for the reduction of unintended teenage pregnancy found all twelve 
included interventions were based on the results of formative audience research. Quinn et al [14] state that 17 of 
the 23 articles included in their systematic review mentioned that formative research had been conducted with the 
target audience. The authors note that it was not possible to determine if the remaining six articles failed to 
mention formative research because it had not been carried out, or if it had been omitted from the articles due to 
publication constraints [14]. It is worth bearing in mind that incomplete reporting can result in interventions that 
actually meet social marketing benchmark criteria being wrongly classified.    

Mah et al [13] reported that only 30% of the hand hygiene interventions analysed in their systematic review 
employed primary formative audience research, while 59% of interventions relied on secondary formative research 
i.e. behavioural barriers identified from previous publications. The systematic review authors note that ‘although 
obtaining knowledge from secondary sources is more economical and convenient than conducting primary research, 
the applicability of insights from secondary sources is context dependent’ [13]. They further emphasise the 
superiority of primary research because it allows interventions ‘to be tailored to local needs and realities, thus 
increasing the effectiveness of the intervention’. However, the review found that intervention outcome was not 
significantly associated with use of audience research [13]. 



 
 
 
 
TECHNICAL REPORT Evidence review: social marketing for the prevention and control of communicable disease 
 

 
 

15 
 
 
 

Audience segmentation can be described as the process of dividing a population into distinct segments based on 
characteristics that influence their responsiveness to marketing interventions [23]. Quinn et al [14] state audience 
segmentation is closely related to formative research. Discussing the studies included in their review, they note 
that ‘without information about the formative research process, the authors could not discuss segmentation 
strategies’. More than half of the studies included in their review described audience segmentation strategies based 
on formative research [14]. Wakhisi et al [15] stated that in the interventions included in their review, targeting 
and segmentation was mainly by age and academic level. More than half (51%) of the hand hygiene interventions 
included in the systematic review by Mah et al [13] employed segmentation and targeting. As was the case for 
audience research the review found that intervention outcome was not significantly associated with use of 
segmentation and targeting, although the review authors note that ‘program effectiveness can be compromised by 
targeting a large number of audience segments with potentially divergent perceptions, values, and barriers to 
change’ [13]. 

Context  
One important contextual factor to take into consideration in implementing an intervention is the existence of 
competition. Wakhisi et al [15] note that all of the intervention studies included in their review addressed 
competition i.e. competing behaviours and other risk factors that could negatively influence the sexual behaviour of 
teenagers, including social/peer pressure, communication barriers with parents or teachers, substance misuse, 
idleness, low self-esteem, and cultural/religious influences.  

Mah et al [13] discussed the idea that beliefs about the relative value of hand-washing can act as a source of 
competition in interventions to increase the use of alcohol-based handrubs for hand hygiene, and could influence 
the target audience not to use handrubs. In three of the studies included in their review, it was recognised that 
acceptance of handrubs could be undermined by staff belief that these were inferior to hand-washing, or by an 
existing staff preference for hand-washing. The study authors state that ‘interventions that do not address 
competing behaviours or messages may lessen their own effectiveness’ [13].  

Mah et al [13] acknowledge that transfer of best practices from one institution to another may not improve hand 
hygiene compliance if the local context is not addressed. They state that ‘marketing’s emphasis on the centrality of 
audience research to program design addresses the need to understand local context’. The authors go on to 
emphasise the need of interventions to be based on formative research [13].  

Social marketing mix 
Wakhisi et al [15] described the marketing mix (product, price, place, promotion, partnerships, policy and 
personnel/policy) for each of the twelve studies included in their review. The review authors did not link use of 
components of the marketing mix to effectiveness, except to note that the only intervention that reported a 
significant effect for self-efficacy to refuse unwanted sex [24] appeared to have a ‘relatively intense’ marketing mix 
[15].  

Mah et al [13] found that 83% of the interventions included in their social marketing analysis of hand hygiene 
interventions used components of the marketing mix. All interventions defined target product/behaviour change 
and used promotional components, and the majority identified consumer ‘price’ perceptions and targeted price 
reduction (reduction of barriers to behaviour change). The review found that use of the marketing mix benchmark 
was not significantly associated with intervention outcome. The authors suggest that the finding may be due to 
‘study factors’ such as small sample size and insufficient statistical power of the review, or that it ‘may indicate that 
the use of the marketing mix is essential but insufficient by itself to change hand hygiene behaviour’ [13]. 

Luca and Suggs [12] explored in detail the marketing mix of the studies included in their review. They defined the 
complete marketing mix as consisting of six Ps: product, place, price, promotion, partnerships and policy. They 
found that the complete marketing mix was identifiable in four of the seventeen interventions included in the 
review. All of the interventions identified their product platform and place mix, while the price mix component was 
reported in 76% of interventions, and the policy mix component was reported in only 24% of interventions. 
Promotion was the mix component most thoroughly described in the included interventions [12].  
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Luca and Suggs [12] note that the ‘lack of specific indications about the marketing mix made it difficult to 
quantifiably link mix strategies with intervention outcomes’. However, they state that in several of the studies 
included in the review, the authors suggested relationships between certain mix strategies and outcomes. In terms 
of product, strategies identified as likely to receive a positive response included using a complete product platform 
(actual, core and augmented products), and strong positioning that considered competition and branding [12]. In 
terms of price strategies, the following were identified as promising: lowering the price; removing or minimising 
the inconvenience of adopting the desired behaviour; and providing social and financial support for the target 
audience to remove barriers. Luca and Suggs [12] also note that increasing access to the product through special 
community-based events and existing distribution channels, as well as using the internet show promise as place 
strategies. Their systematic review revealed that certain communication channels were indicated as successful in 
reaching different audiences and settings, for example: popular media for children, and men who have sex with 
men. The review also highlighted that branding and experimental marketing can be effective promotion strategies 
[12].  

Strategic and long-term planning 
Policy 
Luca and Suggs [12] noted that their review uncovered limited evidence on policy development and its implications, 
making it difficult to assess the effectiveness of policy strategies. They suggest that social marketers should 
consider the integration of policy component in interventions, and should report their findings [12].   

Partnerships 
Luca and Suggs [12] noted that the majority of interventions included in their review reported using partnerships 
that served a wide range of purposes, including: ensuring campaign support; message dissemination and help with 
promotion; attracting supplementary funds; developing networks to help implement the campaign; providing 
human and knowledge resources; and gaining insight and support from the community with the aim of generating 
sustainable behaviour change. The most frequent type of partnership identified was with community-based 
organisations [12]. The review revealed a promising trend in partnerships. They state that those interventions that 
reported upstream efforts at partnership building resulted in positive outcomes, and conclude that engaging 
community-based organisations in the implementation and design of campaigns, partnering with industry and 
schools, and creasing networks of non-profit and public agencies ‘can provide valuable resources for reaching 
larger audiences and creating necessary infrastructures’. The review authors suggest that better reporting on 
partnership development is required in order to better understand how partnerships work, and their associated 
outcomes [12].  

Output variables 
Implementation 
Issues around implementation of social marketing interventions were considered in only one of the systematic 
reviews included in this evidence review [14]. This may reflect the fact that many of the original studies did not 
include or report process evaluations, or report in detail on intervention implementation. Or it could alternatively 
reflect the fact that systematic review authors did not consider this to be an important topic to address.  

Quinn et al [14] report that 17 of the 23 studies included in their review discussed intervention implementation, 
however they provide no further details. They recommend that when reporting on the findings of a social 
marketing intervention, study authors should ‘identify where strategy formation and implementation can be located 
for studies reporting strictly on outcomes’ [14].  

Knowledge and attitudes 
Only one of the systematic reviews looked at knowledge as an outcome measure [15], while none of the studies 
considered attitude as an outcome measure. Wakhisi et al [15] reported that eight of the twelve studies included in 
their review assessed participants’ self-reported knowledge of reproductive health and contraceptive use, seven of 
which reported a significant impact. The review authors did not attempt to link intervention impact on knowledge 
to behavioural outcomes [15].  
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Behaviour change 
Sixty-six per cent of the interventions included in Mah et al’s [13] systematic review reported significantly 
‘improved performance’ in terms of hand hygiene compliance. The authors found that the number of social 
marketing benchmark criteria used was not significantly associated with behavioural outcome. The study authors 
question whether this should cast doubt on the value of social marketing for hand hygiene promotion, but conclude 
that confident assertions cannot be made on the basis of their review due to unfavourable study factors such as 
the small sample size of the review and the use of weak evaluative designs in the included studies [13].  

Wakhisi et al [15] reported on three behavioural outcomes relevant to the prevention and control of communicable 
disease: delayed sexual initiation; contraceptive use at last sexual intercourse; and self-efficacy to refuse unwanted 
sex. Ten of the twelve studies included in their review assessed participants’ self-reported incidence of sexual 
initiation, with half reporting significant positive effects among female participants, but only two reporting 
significant affects among male participants. Nine studies assessed participants’ self-reported use of contraception 
at last sexual intercourse. The review authors note that the four interventions that reported significant effects on 
this outcome were long-term interventions [15]. Five of the studies included in Wakhisi et al’s [15] review assessed 
participants’ self-efficacy to refuse unwanted sex. Only one study reported a significant effect among female 
participants (choosing not to have sex when pressured), while none of the studies reported any significant effect 
among males [15].  

Overall, Wakhisi et al [15] found that long-term interventions were generally more effective than short-term ones 
for behavioural outcomes. They acknowledge that although on this basis long-term interventions are indicated, this 
‘might be a major challenge for such institutions as schools which often have limited time and resources to 
implement programs’, and has important implications for cost-effectiveness [15].  

Wei et al’s [16] systematic review revealed that multi-media social marketing campaigns had a significant effect on 
increasing HIV testing uptake among men who have sex with men, but had no effect on increasing uptake of STI 
testing. The authors were unable to assess the impact of factors such as intervention coverage, intensity, or 
duration on the effectiveness of social marketing campaigns due to the small number of studies included in their 
review [16].   

Luca and Suggs [12] state that the findings of their review highlight the need for ‘more rigorous evaluation designs 
that test the impact of strategies on outcomes’, and further state that ‘behavioural outcomes need to be measured 
and reported’.   

Social environment change 
Luca and Suggs [12] reported that six of the seventeen interventions included in their review reported social norm 
outcomes, which they defined as ‘normative changes in attitude and behaviour’. Only one of these six studies was 
related to the prevention and control of communicable disease (STI and family planning) [25]. The study reported 
that the desired social norm had not been created [25].  

Health status 
In their review of social marketing interventions to increase HIV/STI testing among men who have sex with men, 
Wei et al [16] were unable to assess the effect of social marketing interventions on HIV prevalence or incidence as 
none of the included studies measured health outcomes.  

Luca and Suggs [12] reported that only two of the seventeen interventions included in their review reported use of 
epidemiological data to assess intervention effect in terms of ‘well-being’. One of these studies was related to the 
prevention and control of communicable disease (STIs), and the findings suggest that the intervention may have 
contributed to a lower incidence of syphilis cases among gay and bisexual men [26].   

Although not a communicable disease health status outcome measure, Wakhisi et al [15] reported on unintended 
pregnancy, which could be considered a proxy indicator for the effectiveness of risk reduction for STIs. Of the 
seven studies included in the review that reported on this outcome, four reported significant positive intervention 
effects. All four of these interventions were long-term [15].   
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Conclusions 
• The review found evidence that social marketing interventions can have positive impacts on communicable 

disease related health; the evidence for social marketed hand hygiene in the hospital setting was for 
example, noticeably associated with significant decrease in the incidence of HCAI.   

• There is limited but promising evidence for the effectiveness of social marketing in the prevention and 
control of communicable disease in Europe. 

• Social marketing principles have been successfully applied in hand hygiene and sexual health interventions 
in Europe but there is less evidence of their application in other communicable disease areas.   

• Within the small number of studies included in the review, there appears to be some lack of conceptual 
clarity internationally and in Europe regarding social marketing in the field of control and prevention of 
communicable disease.  

• There appears to be limited use of policy support and strategic planning in social marketing interventions 
for the prevention and control of communicable disease, both at international and European level. 

• Promotion is the best described component of the social marketing mix (product, price, place, promotion) in 
many reports of intervention studies, suggesting promotion is the best recognised and/or most commonly 
employed component of the marketing mix. 

• The review found no evidence of the application of social marketing for the prevention and control of 
communicable disease amongst disadvantaged and hard to reach groups, despite its potential suitability and 
applicability.     
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Insights for communicable disease 
prevention and control policy and practice  
• Social marketing can strengthen health communication based approaches to the prevention and control of 

communicable disease. For example, the use of social marketing research methods can inform message 
development and dissemination, and provide a framework for working in partnership. 

• More emphasis in intervention design on other components of the marketing mix, especially price, branding, 
positioning and policy support is recommended to enhance effectiveness.  

• Investment of resources in consumer orientation is critical to targeted interventions. Even small scale 
formative research is helpful in design, implementation and interpretation of evaluation results of social 
marketing interventions. 

• More emphasis on contextual factors in intervention design and planning, are recommended. This can be 
achieved through greater use of tools and methods such as competitive analysis, process evaluation, 
participatory research and planning.  

• Supplementary social and infrastructure support such as the inclusion of financial incentives for behaviour 
change; modification of service delivery; and social norms feedback can reduce barriers to, and increase 
uptake of, behavioural change.  

• More extensive application and evaluation of integrating policy support in social marketing intervention is 
essential to future development of practice and policy.   

• Partnership building is an effective strategy for maximising impact. Engaging community-based 
organisations in the implementation and design of campaigns, partnering with industry and schools, and 
creating networks of non-profit and public agencies for example, can provide valuable resources for 
reaching larger audiences and creating necessary infrastructure.      

• More extensive and detailed publication of process and impact evaluations would make a useful contribution 
to the future development of policy and practice. Useful indicators for process evaluation are: acceptability 
to stakeholders; logistic considerations; unintended consequences; temporal order of adoption and 
acceptance (or rejection); modification of implementation; and contextual factors moderating impact and 
reasons for this. Indicators of impact may include measurable social and cultural changes as well as 
changes in health behaviours, behaviour determinants and health status and evidence on sustainability of 
change. 

• Greater emphasis on long-term social marketing interventions rather than short-term interventions is 
recommended in light of evidence that they are more effective.  

• The social and cultural impact of social marketing interventions, as well as more direct impact on health 
behaviours and status should be included in impact evaluation.   

• More research is needed to optimally match communication methods and channels to target audiences and 
behaviours, and in particular to identify and understand the benefits and limitations of emerging digital 
communication technologies.   

• Exploratory research on the utility of social marketing techniques such as segmentation and competitive 
analysis to reach disadvantaged and other population groups of priority to communicable disease public 
health services is recommended.    



 
 
 
 
Evidence review: social marketing for the prevention and control of communicable disease  TECHNICAL REPORT 
 

 
 

20 
 
 
 

References 
(1) Kotler P, Zaltman G. Social marketing: An approach to planned social change. Journal of Marketing 1971;35(3):3–12.  

(2) MacFadyen L, Stead M, Hastings G. Social Marketing. In: Baker M, editor. The Marketing Book Oxford: Butterworth 
Heinemann; 2003.  

(3) Andreasen A. Marketing Social Change. . San Francisco, CA: Jossey-Bass; 1995.  

(4) Stead M, Gordon R, Angus K, McDermott L. A systematic review of social marketing effectiveness. Health Education 
2007;107(2):126–191.  

(5). Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0 [updated March 2011]. The Cochrane 
Collaboration, 2011. Available from www.cochrane-handbook.org. 

(6) Pittet D, Hugonnet S, Harbarth S, Mourouga P, Sauvan V, Touveneau S, et al. Effectiveness of a Hospital-wide Programme to 
Improve Compliance with Hand Hygiene. The Lancet 2000;356:1307–1312.  

(7) Rao GG, Jeanes A, Osman M, Aylott C, Green J. Marketing Hand Hygiene in Hospitals – a Case Study. Journal of Hospital 
Infection 2002;50:42–47.  

(8) Stephenson JM, Oakley A, Johnson AM, Forrest S, Strange V, Charleston S, et al. A School-Based Randomized Controlled Trial 
of Peer-Led Sex Education in England. Controlled Clinical Trials 2003;24:643–657.  

(9) Kotler P. Marketing Management, Analysis, Planning, Implementation and Control (8th edition). New York: Prentice-Hall; 1994.  

(10) Stephenson JM, Strange V, Forrest S, Oakley A, Copas A, Allen E, et al. Pupil-led Sex Education in England (RIPPLE Study): 
Cluster-Randomised Intervention Trial. The Lancet 2004;364:338–346.  

(11) Hastings G. Social Marketing: Why Should the Devil Have All the Best Tunes? Oxford: Butterworth-Heinemann; 2007.  

(12) Luca NR, Suggs LS. Strategies for the social marketing mix: a systematic review. Social Marketing Quarterly 
2010;16(4):122–149.  

(13) Mah MW, Tam YC, Deshpande S. Social marketing analysis of 20 years of hand hygiene promotion. Infection Control and 
Hospital Epidemiology 2008;29(3):262–270.  

(14) Quinn GP, Ellery J, Thomas KB, Marshall R. Developing a common language for using social marketing: an analysis of public 
health literature. Health Marketing Quarterly 2010;27(4):334–353.  

(15) Wakhisi AS, Allotey P, Dhillon N, Reidpath DD. The effectiveness of social marketing in reduction of teenage pregnancies: a 
review of studies in developed countries. Social Marketing Quarterly 2011;17(1):56–90.  

(16) Wei C, Herrick A, Raymond HF, Anglemyer A, Gerbase A, Noar SM. Social marketing interventions to increase HIV/STI 
testing uptake among men who have sex with men and male-to-female-transgender women. Cochrane Database of Systematic 
Reviews 2011(9).  

(17) Andreasen AR. Marketing social marketing in the social change marketplace. Journal of Public Policy & Marketing 
2002;21(1):3–13.  

(18) Maibach EW, Rothchild ML, Novelli WD. Social marketing. In: Glanz K, Rimer BK, Lewis FM, editors. Health Behavior and 
Health Education. 3rd ed. San Francisco: Jossey-Bass; 2002. p. 437–461.  

(19) Kotler P, Roberto N, Lee N. Social Marketing – Improving the Quality of Life (2nd Edition). Thousand Oaks, CA: Sage; 2002.  

(20) National Social Marketing Centre. Social marketing benchmark criteria tool. 2007; Available at: 
http://www.nsms.org.uk/public/default.aspx?PageIDp20.  

(21) Lefebvre RC. Theories and models in social marketing. In: Bloom PN, Gundlach GT, editors. Handbook of Marketing and 
Society Thousand Oaks, CA: Sage; 2000. p. 506–518.  

(22) Vargo SL, Lusch RF. Evolving to a new dominant logic for marketing. Journal of Marketing 2004;68:1–17.  

(23) Coreil J, Bryant CA, Henderson JN. Social and behavioral foundations of public health. Thousand Oaks, CA: Sage; 2000.  

(24) Philliber S, Kaye JW, Herrling S, West E. Preventing pregnancy and improving health care access among tenneagers: An 
evaluation of the children’s aid society –carrera program. Perspectives on Sexual and Reproductive Health 2002;34:244–251.  

(25) Cho H, Oehlkers P, Mandlebaum J, Edlund K, Zurek M. The Healthy Talk family planning campaign of Massachusetts: A 
communication-centred approach. Health Education 2004;104:314–325.  

(26) Montoya JA, Kent CK, Rotblatt H, McCright J, Kerndt PR, Klausner JD. Social marketing campaign significantly associated 
with increases in syphilis testing among gay and bisexual men in San Francisco. Sexually Transmitted Diseases 2005;32:395–399.  

 

 

http://www.nsms.org.uk/public/default.aspx?PageIDp20

	Cover_Technical-Report social marketing_screen
	Social marketing_Final.edit
	Abbreviations
	Executive summary
	Introduction
	What is social marketing?
	Objectives of the review
	Structure of the review

	Methodology
	Overview
	Search strategy
	Inclusion criteria

	Results – individual European social marketing interventions
	Discussion – individual European social marketing interventions
	Input variables
	Conceptual clarity
	Consumer orientation
	Context
	Social marketing mix
	Product
	Price
	Place
	Promotion

	Strategic and long-term planning
	Policy
	Partnerships


	Output variables
	Implementation
	Knowledge and attitudes
	Behaviour change
	Social environment change
	Health status


	Results – international evidence base: systematic reviews
	Discussion – review of international reviews
	Input variables
	Conceptual clarity
	Consumer orientation
	Context
	Social marketing mix
	Strategic and long-term planning
	Policy
	Partnerships


	Output variables
	Implementation
	Knowledge and attitudes
	Behaviour change
	Social environment change
	Health status


	Conclusions
	Insights for communicable disease prevention and control policy and practice
	References



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



