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Abstract 

This research addresses the best practices in health communication performed by the Nova 

Scotia government and Nova Scotia Health during the Coronavirus (COVID-19) pandemic in 

Nova Scotia, Canada. The COVID-19 pandemic has altered the health communication landscape 

globally. The goals of this study were: (1) to develop a model that could offer insight into which 

best practices are consistent and relevant within the literature concerning health communication 

and (2) to examine which best practices in health communication have been deployed by the 

Nova Scotia government and Nova Scotia Health during the COVID-19 pandemic. A three-phase 

methodological approach has been used to develop a model of best practices in health 

communication during a pandemic. Phase one, an inductive content analysis was used to 

examine best practices. Phase two, a case study approach was used to analyze press conference 

transcripts for the first six waves of COVID-19 in Nova Scotia. Phase three, an abductive 

approach from the case study analysis, supported the refinement of the model from phase one. 

The findings of this study produced the Best Practices in Health Communication in a Pandemic 

(BPHCP) Model consisting of eight best practices. This model has demonstrated consistent best 

practices in health communication that can be used to ensure organizations in this field are 

performing optimally for the public in maintaining public health and safety. The development of 

this BPHCP model has the potential to be deployed within practical applications of health 

communication to navigate the changing landscape. 

 

Keywords: Best practices, health communication, novel coronavirus, COVID-19 

pandemic, Nova Scotia government, Nova Scotia Health 
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Best Practices in Health Communication: A Case Study of Nova Scotia Press Conferences 

During the Coronavirus (COVID-19) Pandemic 

The global public health crisis caused by the Novel Coronavirus (COVID-19) pandemic 

has notably reshaped the communication landscape. The challenges facing public health and 

government officials have never been so prominent in the face of increased public demand for 

health data. The communication delivery methods used to answer the increased demand for 

health data are critical in this landscape. With COVID-19, a fundamental issue throughout the 

pandemic has been maintaining public trust and support for control measures (Pan, 2021). The 

maintenance of public trust and support for those control measures can be significantly 

influenced through effective communication; this can be supported using tools and guidelines to 

increase the success of the public response concerning public health messaging in a crisis. The 

intended efficacy of communication for COVID-19 has been aimed at improving adherence to 

the protective behaviours necessary to control the spread of the virus. In this case, behavioural 

change is the focus when implementing practices for individuals to maintain their safety. 

Behavioural change at the provincial and community levels is a complex task, making it difficult 

to measure those outcomes (CDC, 2022). Evidence-based health communication strategies and 

best practices support and often improve behaviour change initiatives with the collaboration of 

public health (CDC, 2022).  

Best practices are defined as evidence-based standards or guidelines used to promote 

optimal outcomes if followed. Best practices are generally practice-driven; however, they can 

also be grounded in systemic research and a grounded theoretical approach (Seeger, 2006, p. 

233). The identification of best practices has been historically associated with the systematic 

overview, analysis, and assessment of existing processes to improve efficiency and quality 
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(Seeger, 2006). One of the challenges in developing a best practices approach is identifying a 

large sample of existing literature and cases where the generalized rules and principles can be 

integrated (Seeger, 2006). While extensive best practices approaches are implemented across 

various sectors, organizations, and fields, the best practices approach can be altered in all 

situations regarding the needs and outcome measures. In the realm of communication, each facet 

of crisis communication, risk communication, pandemic communication, and general health 

communication all contain variances in best practices to appropriately achieve the desired goal of 

public health and safety. Best practice standards and guidelines are not a one-sized fits all 

approach to effective communication strategies when faced with a global emergency, such as the 

COVID-19 pandemic. 

As COVID-19 reshapes the communication landscape, the comprehension of best 

practices becomes essential when they are aimed at maintaining public health and safety. This 

research seeks to gain insight into the phenomenon of best practices in health communication, 

specifically within the context of a case study of Nova Scotia during the global COVID-19 

pandemic. With gaining insight into the best practices in health communication, an additional 

key research objective for this study is to develop a model of best practices specific to health 

communication as it applies to the strategy of communication efforts during the COVID-19 

pandemic. Primarily using academic and professional literature in examining best practices in 

health communication, the opportunity to perform a case study analysis portrays a real-world 

application of best practices. This pandemic has proven to be the first of its kind. Still, it will not 

be the last concerning access to information, misinformation, and the mass spread of information 

on social media. The case study approach was used to obtain research objectives based on the 

Nova Scotia government and Nova Scotia Health as a lens to witness best practices in 
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communication during the COVID-19 pandemic. This contribution from this research study 

provides another aspect, another viewpoint to contribute to the existing literature on improving 

health communication to be as effective as possible when and where it is needed. The research 

questions investigated here are: 

Research Question 1: Which best practices are the most consistent and relevant within 

the literature on health communication practices? 

Research Question 2: Which best practices have been deployed in the communication 

efforts by the Nova Scotia government and Nova Scotia Health during the COVID-19 

pandemic? 

The potential limitations of this research complement the objective and intended 

contributions as stated. This research study is simply a small examination of one moment in 

time, assessing one medium of health communication during the pandemic in Nova Scotia. 

While the best practices will be examined across various sources of the existing literature, the 

case study in this research is an empirical approach looking at a particular and limited data 

sample.   

The remainder of this document has been structured to follow the research process 

executed in this study. This study has been performed using a three-phase method. The first 

phase describes the inductive coding process for developing a best practices model; the second 

phase describes the case study application of the best practices model developed in phase one; 

and the third phase describes the revision of the best practices model into its final state. The 

outline of this document consists of the following: literature review; methodology (phase one, 

phase two, phase three); results (phase one, phase two, phase three); discussion (phase one, phase 

two, phase three); conclusion; references; and appendices. 
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Literature Review 

The following sections provide an overview of the existing literature on various areas of 

relevance to this study, providing the necessary background in moving through this research. 

Each section defines a key term, followed by definitions and supporting literature to support 

understanding each working aspect within this study.  

Health Communication 

Health communication is the communication methods and strategies employed to inform 

individuals about healthcare facts and personal best practices, aiming to improve patient 

outcomes, public health practices and overall behaviours (Ishikawa & Kiuchi, 2010). These 

communication methods include interpersonal or mass communication activities focused on 

improving individual health and behaviours. Health communication, health education, and health 

literacy are embedded in a common understanding of human communication and share the ideals 

of enhancing human health, improving health outcomes, and reducing health disparities (Allen et 

al., 2017). Within the facets of health communication, health education, and health literacy, this 

field of communication includes general health education, risk communication, health and policy 

advocacy, outbreak communication, patient/provider communication, and health literacy 

(Ratzan, Sommariva, & Rauh, 2020).  These are essential when considering how health 

communication is crucial in influencing individual decision-making to protect and promote 

health during a health crisis (Rudd et al., 2003; Goto, 2020; Benksi et al., 2020). The 

implementation of effective health communication allows communicators to continuously learn, 

update, and solidify trust with the intended audience of such communication efforts (Benski et 

al., 2020). All public health institutions hold the responsibility of information dissemination that 

is concise and valid in any context. These institutions must promote population well-being and 
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communicate clear and consistent messages to the public to ensure individuals can care for their 

health. Organizations with productive communication policies and practices have the opportunity 

to augment their patients' health, whereas ineffective policies, procedures, and practices can 

negatively impact patient well-being (Vermeir et al., 2015; Ratna, 2019). There are situations in 

which productive communication policies and practices will be specific to a large-scale event, 

such as the COVID-19 global pandemic, where the need for effective communication to limit the 

negative impact on patient well-being is more relevant than ever. 

Health Communication During the COVID-19 Pandemic 

The novel Coronavirus (COVID-19) global pandemic has created unique challenges for 

public health practitioners and health communicators, which have warranted new development 

for existing health communication principles. COVID-19 represents the first global pandemic in 

the social media age, and it represents an unprecedented challenge for communicators in health 

care specifically (Wilkinson, 2020). Effective communication concerning public health is 

challenging as an everyday task; a global pandemic carries a heightened fear level from the 

public, increasing this challenge  (Jacobsen & Vraga, 2020). Health communication focuses on 

improving society's health outcomes through interpersonal and mass media communication. To 

improve health outcomes, trust is imperative for the public to follow through with implementing 

the practices and procedures being put in place. This trust from the public towards health 

officials and government officials has been jeopardized throughout the pandemic with distinct 

consideration for misinformation and uncertainty. Some of the health communication challenges 

that require attention in this timeframe primarily focus on the new challenge of the “infodemic” 

at this time of health communication during the COVID-19 pandemic. The “infodemic” has 

fostered its own challenges surrounding health communication when discussing COVID-19 
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treatments and vaccines being deployed; the communication surrounding risk and uncertainty; 

health-information behaviours; the instantaneous nature of social media; and finally, the 

relationship between media literacy and health literacy when assessing all avenues causing 

increased challenges of communicating during COVID-19 (Ratzan, Sommariva, & Rauh, 2020).  

According to T. Pan (2021), the key component of COVID-19 is maintaining public trust 

and support for control measures; the healthcare landscape has been significantly altered and has, 

in turn, affected health information management. Communication technologies have been at the 

forefront of the impacts on health communication during the COVID-19 global pandemic, and 

communication technologies have proven to carry difficulties in this "infodemic." The need for 

accurate health communication is more critical than ever with communication technology 

advancements in mind. This is the first pandemic in the social media age and requires new skills 

to adequately educate the public trustfully. Public health communication must maintain the 

public's attention and deliver messages in ways that are reliable and appropriate across 

languages, ages, cultural affiliations, and education levels for the target audience (Benski et al., 

2020, p. 3).  

Infodemic 

As mentioned above, amidst the COVID-19 pandemic, there has also been an epidemic 

of "information," otherwise being labelled the "infodemic" or the "digital pandemic" (Banerjee & 

Meena, 2021, p. 2). An infodemic has been defined by the World Health Organization (2020) as 

too much information, including false or misleading information, in digital and physical 

environments during a disease outbreak. The COVID-19 pandemic is the first pandemic in 

history, accompanied by such vast technology and social media, which maintains the capabilities 

to keep the public safe, informed, and connected. While at the same time, this technology and 
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social media that keeps everyone informed and connected allows an alarming amount of 

misinformation to be shared at a lightning-fast pace across the globe (WHO, 2020). The repeated 

and detailed content about the virus, geographical statistics, and multiple sources of information 

can lead to increased stress and confusion in a crisis (Banerjee & Meena, 2021). Alongside the 

mass amount of data being shared, a large amount of misinformation, rumours, and conspiracy 

theories are discussed and shared at an increased rate. The challenges of health communication 

without the crisis of a pandemic are documented, yet the COVID-19 pandemic has added layers 

to an already challenging science with this infodemic (Bheekun, Lee, & Camporesi, 2021). The 

United Nations and the World Health Organisation have acknowledged the threat of the COVID-

19 infodemic as being a serious threat to public health (Bheekun, Lee, & Camporesi, 2021, p.1). 

Pandemic Communication 

The COVID-19 pandemic has produced an explosion of information, especially in 

advanced communication technologies and social media (Finset et al., 2020). The volume of 

information concerning COVID-19 is overwhelming. Newspapers, social media platforms, 

television programs, and other channels have made it extremely difficult to determine whether 

the information is reliable and helpful or false and harmful to the public (Finset et al., 2020). As 

the COVID-19 virus spread rapidly worldwide, information and disinformation related to the 

pandemic also spread quickly and in massive amounts. The explosion of information created 

confusion and fear among many populations, in addition to the uncertainty and unknowns about 

the virus itself (Benski et al., 2020, p. 1). It is argued that pandemics are a particular crisis and 

require public health professionals and communicators to treat them differently than other crisis 

communication – the magnitude of this pandemic on global health in the age of social media and 

information has changed the importance of communication.  
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Risk and crisis communication is essential in comprehending the need for pandemic 

communication. Crisis communication is an emerging field in applied communication studies 

and is defined broadly as the collection, processing, and dissemination of information required to 

address a crisis (The Pennsylvania State University, 2020). The emergency nature of a crisis 

amid great uncertainty aggravates already complex decision-making with the urgent need for the 

management to make decisions rapidly (The Pennsylvania State University, 2020). In this case, 

the heightened experience of the COVID-19 pandemic has created a rapidly evolving version of 

crisis communication, otherwise described as pandemic communication. Risk communication 

defined by the World Health Organization describes risk communication in public health 

emergencies includes the range of communication capacities required through the preparedness, 

response, and recovery phases of a severe public health event to promote decision-making, to 

promote positive behaviour change, and the maintenance of trust (2022). It can be described as a 

two-way exchange of information between parties about the nature, significance, and control of 

any health risk (Hooker & Leask, 2020). Risk communication messages must convey accurate 

and objective knowledge about any health-affecting risk or hazard to diverse audiences. Public 

health risk communication messages must reflect local relevance and cultural competence, 

engender cooperation, and encourage constructive dialogue (Hooker & Leask, 2020). Crisis and 

risk communication research is critical in understanding and explaining pandemic 

communication. Applying the COVID-19 global pandemic requires an in-depth comprehension 

of crisis and risk communication on a level that has never been seen before in any pandemic 

historically. 

Best Practices in Health Communication 
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Best practices, in the most basic definition, describe the procedures produced by research 

and experiences that produce optimal results and are then established or proposed as a standard 

suitable for widespread adoption (Merriam-Webster, 2022). In terms of health care, best 

practices are often used to describe evidence-based practices of health care professionals. In the 

case of this research, evidence-based practices are used by communication practitioners to 

communicate about health and safety. These best practices are developed through continuous 

research and practice, and best practices exist in any field that is continuously and necessarily 

evolving with developments and changing landscapes in society (e.g., communication 

technologies, a global pandemic). For healthcare organizations, best practices in health 

communication are implemented and continuously revised as needed to influence the health 

outcomes or desired health behaviours of the public. It is crucial to alter the communication 

practices to suit the target audiences best and measure the outcomes of behavioural interventions 

put in place. Determining what is working and what is not fosters the development of new 

practices to yield better outcomes. 

Health communication is an essential element in the improvement of the health of 

populations. Healthcare systems employ professionals with various communication backgrounds, 

including advertising, public relations, and journalism (Treise et al., 2016), to support health and 

government officials in communication crises with the magnitude of the COVID-19 pandemic, 

among other crises. These individuals are positioned to play a valuable role in developing 

partnerships for developing, disseminating, and evaluating evidence-based health communication 

interventions that improve healthcare education and delivery (Treise et al., 2016). Evidence-

based practices and procedures, especially for health communication, are required to vary across 

institutions and organizations, though researchers tailor them to accommodate each circumstance 
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in which these practices are applied (Treise et al., 2016). These best practices are often 

implemented through active research and are part of proper management within an 

organization’s communication procedures. Public health leaders are continuously refining their 

communication strategies, which is more relevant than ever in the time of COVID-19.  

Theoretical Framework 

To limit the scope of the relevant data within this research, the theoretical framework 

used in this study is rooted in Grunig’s Excellence Theory. Grunig’s Excellence Theory was 

introduced in 1984 and originated with J. E. Grunig and T. T. Hunt’s Managing Public Relations. 

Grunig’s Excellence Theory identified a multitude of variables that contribute to organizational 

effectiveness, including the communication function of an organization. The ten principles were 

outlined by Grunig and the Excellence Study team as the most dominant variables for public 

relations in making contributions to overall organizational effectiveness (Hung-Baesecke, Chen, 

& Ni, 2021). This study was funded by the International Association of Business Communicators 

(IABC) Research Foundation and was ultimately conducting a study of best practices in 

communication management (Low, 2022, p. 10595). The best practices identified were later 

coined the ten generic principles of excellence. Grunig and the Excellence Study team identified 

the following ten generic principles: (1) Involvement of PR in strategic management; (2) 

Empowerment of PR in the dominant coalition or a direct reporting to senior management; (3) 

Integrated PR function; (4) PR as a management function, separate from other functions; (5) PR 

unit headed by a manager rather than a technician; (6) Two-way symmetrical (mixed- motive) 

model of PR; (7) Department with the knowledge needed to practice the managerial role in 

symmetrical PR; (8) Symmetrical system of internal communication; (9) Diversity embodied in 

all roles; (10) Ethics and integrity (Low, 2022, p. 10596). These principles can be used in an 
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organization's public relations and communications functions to structure the appropriate actions 

with management and the entire organization to effectively address the necessary public (Hung-

Baesecke, Chen, & Ni, 2021). These are the guiding principles used to design organizational 

structures to produce effective communications and produce optimal outcomes from practices. 

The systems approach of Grunig’s Excellence Theory recognizes the importance of the 

environment for an organization to be effective by indicating mutual needs between an 

organization and its environment. The excellence theory first discussed the importance of public 

relations to organizations and society based on social responsibility managerial decisions and the 

quality of relationships with stakeholder public (Browning, 2010). To produce acceptable efforts, 

organizations must consider the environment to identify the public affected by potential 

organizational decisions or who want organizations to make decisions to solve problems that 

affect them (Low, 2022, p. 10595). This is crucial for organizations to communicate 

symmetrically with the public to foster quality relationships with them; this is key in gaining 

insight into the research of the best practices and systems used by the Nova Scotia government 

and Nova Scotia Health in their communications responses throughout the COVID-19 pandemic. 

The use of the ten generic principles of excellent public relations produced by Grunig and the 

Excellence Study team provides a point of reference in developing the BPHCP Model produced 

in phase one of this study. Excellence Theory is a well-known, widely used, and accepted model 

in Public Relations and organizational management settings (Low, 2022). This model is 

substantial and prominent in Public Relations theory and the literature surrounding best 

practices; it offers a frame of reference for producing a best practices model. The principles 

outlined in Excellence Theory focus on how to guide organizational structure to be excellent in 

practice. Similarly, this study intends to extract the best guiding principles in communication 
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techniques in health communication. The ten generic principles of excellence guide in 

interpreting and analyzing the results of the methodological approach of the inductive content 

analysis outlined in phase one of this research. 

Methodology 

This research investigates the communication practices employed by the Nova Scotia 

government and Nova Scotia Health during the COVID-19 global pandemic. This research has 

two distinct parts: 1) a thorough review of the literature to establish a set of best practices that 

could logically be employed during a pandemic; and 2) the application of the indicated practices 

to the case study of the Nova Scotia government and Nova Scotia Health to determine whether or 

not these practices were followed. By dividing this research into two distinct portions of 

investigation, three phases of execution were required to investigate the research questions 

initially proposed thoroughly. The first phase was performed through an inductive content 

analysis to develop a model of best practices in health communication that contained the most 

consistent and relevant practices. The second phase of this research was to apply the model of 

best practices developed in phase one, using a case study approach to understand the best 

practices proposed in the model in its real-life context (Crowe et al., 2011). This method was 

chosen to examine the presence and absence of the best practices established through my review 

of the literature on health communication to create a model of best practices in health 

communication applicable to a global pandemic. The third phase used an abductive approach in 

revising the model from phase one with the support of the results from phase two. These 

revisions followed the case study application of the best practices model to the COVID-19 

pandemic in Nova Scotia.  

Phase One à Inductive Coding for a Best Practices Model 
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In the early stages of this research, while conducting the initial literature review, an 

inductive content analysis was conducted to identify a list of consistent best practices in 

organizational and health communication environments. The initial research into the general 

concept of best communication practices led to examining literature surrounding the best 

practices specific to health communication (Appendix I). A large contribution of this research 

was focused on implementing best practices in outbreak and crisis communication. In moving 

forward to examine the best practices deployed by the province, a more specific analytical model 

was required to look into the presence and absence of evidence-based practices in the 

communication efforts of the public. 

This analysis was conducted with two articles at the forefront of the methodological 

process, including the 5-step process of inductive content analysis by D. F. Vears and L. Gilliam 

(2022) and the 5-step procedure used for the inductive analysis of qualitative data from David R. 

Thomas (2003). This inductive content analysis built a model of best practices by amalgamating 

existing practices and fine-tuning them to suit the circumstances and lens of the COVID-19 

global pandemic. 

Step One: Read and Familiarise (Preparation of Raw Data) 

The academic and professional literature examined various best practices from both 

theoretical and practical standpoints. The theoretical articles producing their models of best 

practices were primarily based on outbreak and crisis communication theory, often applying a 

new lens of communication in the digital era. The practical, evidence-based models proposed by 

large organizations were often following an outbreak or crisis that requires extensive, precise 

mass communication. There were ten articles to become familiar with to comprehend the context 

in which these best practices were developed. These articles or resources were from a peer-
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reviewed academic article or a reputable, professional website produced by large, well-known 

organizations (i.e., The World Health Organization, Harvard Business Review, the Canadian 

Pandemic Influenza Preparedness (CPIP) Task Group).  

While growing familiar with the data collected, a coding manual was developed to track 

the content and models presented throughout the literature. This coding manual for this phase 

included a table capturing the source from which this data was collected, the best practices being 

presented (Appendix B), and all explanations or definitions required to comprehend said best 

practice. This coding manual was extensively used throughout the entire process of all five steps 

in this coding process. 

Inclusion Criteria for Best Practices Data. The sources of best practices reviewed to 

support the development of the Best Practices in Health Communication in a Pandemic (BPHCP) 

Model have been comprised of ten sources, both academic and professional literature, varying 

from guidebooks and frameworks of the World Health Organization to the Canadian Pandemic 

Influenza Preparedness Task Group and their communication strategies. All scholarly articles 

outlining the best practices of communication must have been peer-reviewed, and any 

professional sources of best practices must be well-known and supported websites. Many of the 

sources used were published by communication and public relations practitioners, researchers, 

and educators – many of these sources have been prominent names in the overall literature of 

health communication, outbreak communication, and best practices literature. The use of 

academic and professional resources expanded the avenue in which health communication can be 

considered; there are other highly knowledgeable sources of health communication practices 

outside the academic or professional worlds. 
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These sources were required to be initially published in English, with no room for 

translational errors. The existing models of best practices that were deconstructed to reconstruct 

the new model had to be well-sourced, cited, and substantiated in practice. 

Step Two: First-round Coding – Identify Big-Picture Meaning Units (Creation of Categories) 

As directed by Vears & Gillam (2022), this step in the coding process is the starting step 

in organizing the data in “big picture” terms (p. 117). In identifying and labelling sections of the 

texts, the idea was to divide the data provided from each resource into broader sections. The 

structure of the articles and documents allowed for some guidance in discovering the big-picture 

units of meaning being coded (Vears & Gillam, 2022, p. 118). By coding the articles, the 

handbooks provided by the WHO and CPIP, and the practical models proposed by 

communications and public relations practitioners – the big-picture meaning units were broadly 

categorized by resource. All big-picture categories were captured in the coding manual; each 

category contained all corresponding best practice models and frameworks from the literature in 

preparation for the next step of second-round coding. Some of these big-picture categories 

required context for the data, for example, “lessons from the COVID-19 pandemic”, “public 

health risk, crisis, and outbreak communication,” and “general communication frameworks for 

effective communication.” 

Step Three: Second-round Coding – Developing Subcategories and Fine-grained Codes 

(Overlapping Coding and Uncoded Text) 

Second-round coding took place when diving deeper into the big-picture categories, 

allowing the examination of the data or practices within each category. The second coding round 

was increasingly fine-tuned, looking at the specific best practices outlined within each category. 

This distinction within each big-picture category offered insight into the singular best practices 
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being employed by researchers and practitioners. Within the larger categories like “lessons from 

the COVID-19 pandemic”, further investigation was needed to code the distinguished best 

practices such as “being proactive,” “focusing on the public,” and “leading with empathetic 

communication.” 

Within the second round of coding and finding overlapping best practices or codes in the 

data, there were commonalities with codes from the data that required refinement in the next step 

of the analysis. There were consistencies in best practices published and deployed in the data, 

supporting the continuous refinement in determining the most consistent and relevant best 

practices in place for communications during the pandemic. 

Step Four: Refining the Fine-grained Subcategories (Continuing Revision and Refinement of 

Category System) 

The fourth step in this process, outlined by Vears & Gillam (2022), consisted of refining 

the subcategories developed in the earlier stages. With continuous revision and refinement of the 

categorical system, there were clear indications from the third step that identified the best 

practices that overlapped with the existing models of best practices. The best practices that were 

overlapping and outlined in multiple articles were then appointed as a subcategory supported by 

multiple resources for implementing its practice. As indicated by Vears & Gillam (2022), some 

subcategories will be so similar that they will be condensed into one. In contrast, others will be 

distinct, remaining as stand-alone categories (Vears & Gillam, 2022, p. 122). 

An example of that would be the practice outlined by Vincent T. Covello (2003): to 

communicate clearly and with compassion. This practice was reiterated in articles by both the 

TSNE Partners in Social Change article in 2020 and P. Hyland in 2021, communicating with 
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empathy and being thoughtful in your writing/speaking. These best practices were condensed 

into one subcategory labelled the best practice of communicating with compassion and empathy. 

Each subcategory was documented in the coding manual, accompanied by a necessary 

explanation regarding the relationship between best practices being condensed into singular best 

practices. All best practices that required contextual interpretation were noted, compiling 

academic definitions to support the compilation and distinction of best practices. All sources and 

authors were updated within the coding manual to ensure consistency in documentation. 

Step Five: Synthesis and Interpretation 

In synthesizing and interpreting data, the subcategories produced through steps three and 

four were refined to produce a model of best practices. This model, titled the Best Practices in 

Health Communication in a Pandemic (BPHCP), was refined to consist of 12 best practices. The 

continuous revision and refinement of the fine-grained subcategories in this step ultimately led to 

the creation of the BPHCP model, containing practices applicable to health communication, 

focusing on pandemic communications. Through interpretation of the coding produced through 

the big-picture categorization and subcategories, the synthesizing and connection of the 

categories support the creation of the narrative in examining the best practice in health 

communication (Vears & Gillam, 2022, p. 122) for use. As stated by Vears & Gillam (2022), the 

aim of inductive content analysis is to remain close to the phenomenon being investigated in this 

case, the most consistent and relevant best practices in place related to health communication. 

In synthesizing and interpreting the data, Grunig’s Excellence Theory and the ten generic 

principles of excellence were reflected upon. The theoretical framework was used as a guiding 

tool in analyzing the results derived from the inductive content analysis. The analysis that 

produced the BPHCP Model containing 12 best practices was actively compared to the model of 
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ten generic principles of excellence with the intention of promoting trustworthiness in the 12 best 

practices outlined. Using an existing prominent model in Public Relations theory and practice 

allowed for accurate synthesis and interpretation of the outcomes of promoting the 12 best 

practices in relation to health communication moving into phase two. 

Phase Two à Case Study Application of the BPHCP Model 

The second phase of this research was to use a case study approach in assessing the 

application of the BPHCP Model developed in phase one. This phase of the research was 

conducted using the case of the communication efforts of the Nova Scotia government and Nova 

Scotia Health – working through the first six waves of the Novel Coronavirus (COVID-19; 

SARS-CoV-2) pandemic. Using a case study approach allowed for an in-depth, multi-faceted 

comprehension of the BPHCP Model proposed in phase one of this research in a real-life context 

(Crowe et al., 2011). This case study was conducted with the guidance of an article titled 'The 

case study approach' by Sarah Crowe et al. (2011). Crowe et al. (2011) focus on the main stages 

of research activity when undertaking a case study, outlining the stages of defining the case; 

selecting the case(s); collecting and analyzing the data; interpreting data; and reporting the 

findings (p.5). 

Step One: Defining the Case 

In defining the case, Crowe et al. (2011) state that each case should have a pre-defined 

boundary clarifying the intent and period covered by the case study, the relevant social group, 

organization, or geographical area of interest to the investigator, the types of evidence to be 

collected, and the priorities for data collection and analysis (p. 5). In evaluating the BPHCP 

Model, specifically, to apply this model during a pandemic, the cases were defined as 

communication efforts from the Nova Scotia government and Nova Scotia Health during the 
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COVID-19 pandemic in Nova Scotia. The specific communication efforts are the press 

conference transcripts produced by the province of Nova Scotia. The focus was whether they 

were deploying best practices within their press conferences during a select timeframe: March 

15, 2020, to March 14, 2022. Even further within that timeframe, cases were then categorized 

and defined into sections determined by waves of COVID-19 in the province, then again further 

defined by a two-week limit from the first announcement of the corresponding wave in the 

province. 

Step Two: Selecting the Case 

In conducting an instrumental case study (Crowe et al., 2011), the case selection was aligned 

closely to witness overall communication efforts from the press conferences from the province of 

Nova Scotia and, therefore, aiding in the real-life application of the proposed model of best 

practices from phase one.  

Inclusion Criteria for Press Conference Data. The inclusion criteria for this case were 

designed to attain the most appropriate data. The press conference transcripts were verbatim 

transcripts directly produced from the press conferences by the Nova Scotia government. These 

press conferences were live-streamed initially to the public of Nova Scotia within the first two 

weeks from the announcement of wave one, wave two, wave three, wave four, wave five, and 

wave six. These transcripts are the document with the most critical communication addressed to 

the public, allowing for thorough content analysis. 

In selecting the case, accessibility is a central consideration (Crowe et al., 2011). The press 

conference transcripts were accessed through the official Nova Scotia Government public 

YouTube profile (https://www.youtube.com/@nsgov/videos), with cross-referencing the 

corresponding news releases provided on the Nova Scotia Government Webpage 
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(https://novascotia.ca/coronavirus/.) following the press conferences. These press conferences 

were originally live-streamed to the greater public as they occurred in real time. The Nova Scotia 

Government YouTube profile archived each press conference, audio update, information session, 

and advertisement on this profile organized under the 'Novel Coronavirus (COVID-19)' playlist. 

This playlist houses a total of 209 videos spanning from March 6, 2020, to March 8, 2022. The 

press conference videos were cross-referenced with the provincial government's YouTube profile 

to ensure the accuracy of the press conference dates and lengths of each conference and ensure 

the dates were correct across multiple platforms. The transcripts were collected from the video 

by accessing the direct recording of the original live stream of each press conference. The videos 

were viewed to determine the use of translators or interpreters that may have yet to be picked up 

on through the transcripts alone. 

As previously stated, the data I have collected were pulled within a specific time frame in 

each wave of COVID-19 in Nova Scotia. Due to heavy communication coinciding with the 

announcement of a new wave, the distinction of the two-week time frame captured a consistent 

window of time where the communication method and practices could be deployed similarly in 

the face of mass information spread.  

The two-week time frame of each wave of COVID-19 in the province has been outlined 

through a review of the media provided both at the provincial and national level of media as 

Nova Scotia entered a new wave of COVID-19. See the dates below.  

- Wave One: March 15, 2020, to March 29, 2020. 

- Wave Two: October 1, 2020, to October 15, 2020. 

- Wave Three: April 1, 2021, to April 15, 2021. 

- Wave Four: August 1, 2021, to August 15, 2021. 
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- Wave Five: December 8, 2021, to December 22, 2021. 

- Wave Six: March t, 2022, to March 15, 2022. 

Further inclusion criteria include that this press conference data has been collected only 

in English. The province of Nova Scotia provides English and French copies of all published 

government documents. 

Step Three: Collecting the Data  

The data was collected in a cross-sectional manner; the press conferences were collected 

from the Nova Scotia government's YouTube profile. This YouTube channel was used as a 

secondary publishing method following the live stream of the press conferences across all Nova 

Scotia government social media platforms and mass media outlets. Although the press 

conference transcripts were collected from one source, each conference was cross-referenced 

using the official Nova Scotia government and COVID-19-specific online website. This cross-

reference between the two websites ensured press conference dates, times, lengths, and content 

before collecting the data. 

Throughout the process of collecting the press conference transcript data, the coding 

manual was used in the organization of the data. This portion of the coding manual was used to 

track the corresponding wave of COVID-19 (wave one through to wave six), the start and end 

dates of each wave, the start and end dates of the two-week time constraint; the press conference 

release date; the length of the press conference; and the indicator that each press conference had 

been transcribed successfully. 

Step Four: Analysing, Interpreting, and Reporting Case Studies 

The fourth step of the Crowe et al. (2001) method of this case study was analyzing, 

interpreting, and reporting case studies. This was done with an abductive approach in the content 
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analysis of the press conference transcripts. This abductive approach of coding and analysis was 

adopted as it combines both induction and deduction in developing the proposed model of best 

practices in health communication (Vila-Henninger et al., 2022). To examine the BPHCP Model 

with press conference transcripts, another step-by-step process outlined by Zhang & Wildemuth 

(2005) supported the process of performing this content analysis. Step one (prepare the data) and 

step two (define the unit of analysis) were already complete, having conducted the initial 

analysis in phase one (Zhang & Wildemuth, 2005). For step three (develop categories and a 

coding scheme), the categories assigned to the data were the 12 best practices outlined in the 

BPHCP Model. The coding scheme for these categories was developed deductively and 

inductively throughout the data analysis. The initial coding scheme was based on the preliminary 

model of best practices. Each best practice was designated codes generated through definitions, 

academic articles, and related explanations from the sources from which the best practices were 

derived.  

The development of categories and the coding scheme was mirrored in the coding manual 

in which each best practice was stated. Each best practice carried information regarding the 

explanation of importance in academic and professional settings. Any relevant definitions were 

recorded, the codes were recorded, and there was space included for notes to be made during the 

raw data analysis. 

Step four (test the coding scheme on a text sample) (Zhang & Wildemuth, 2005) was 

supported by revising coding rules moving toward step five. In step five (code all the text in the 

analysis of the raw data), new codes were developed working through the content from each 

press conference transcript in all COVID-19 waves in Nova Scotia. Step six (assess the coding 

consistency) was performed consistently with the abductive approach in this content analysis. 
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Step seven (concluding the coded data) occurred throughout the process of comparing data 

present within each wave of COVID-19. Making sense of the themes, the categories identified, 

and their properties (Zhang & Wildemuth, 2005) was an active process throughout the data 

analysis. Utilizing the coding manual was crucial in concluding by noting patterns, identifying 

relationships across practices, and exploring reconstructions of best practices' meanings. Lastly, 

in step eight (reporting methods and findings), the coding manual housed the results/findings of 

the data analysis. This section of the coding manual displays a table organized by the 12 best 

practices from the BPHCP Model and waves one through six of COVID-19. While coding the 

raw data, each best practice was identified as present or absent in the corresponding wave 

(Appendices C-H). Monitoring and reporting my analytical procedures and processes 

straightforwardly and ultimately (Zhang & Wildemuth, 2005, p. 5) was completed through 

notetaking and recording all decisions and changes made throughout conducting the for each best 

practice. All processes conducted in this content analysis were recorded and submitted directly 

into the coding manual. This section of the coding manual contained space for all decisions made 

throughout the research, specifically in the procedural decisions made regarding the analytical 

and methodological changes that occurred during the process. Each decision was dated and listed 

with the rationale. 

Phase Three à BPHCP Model Revision 

The conclusions drawn from the coded data and the overall results from the case study 

conducted in phase two support phase three of this research. Following the initial development of 

the proposed BPHCP Model consisting of 12 best practices in phase one and the real-life 

application of that model with the case study in phase two, phase three focused on revising the 

proposed best practices model. In making sense of the dimensions of categories, identifying 
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relationships within the data, and uncovering patterns of practices – the next phase of this 

research was to revise the original model to support the research question, which best practices 

are the most consistent and relevant in health communication. 

This proposed model of best practices was revised using the results from the case study 

analysis. The analysis and findings from the case study revealed that each best practice was 

identified as present or absent within each wave of COVID-19 communications in Nova Scotia. 

Coding the data of each press conference transcript in each wave of COVID-19 in Nova Scotia 

led to recognizing commonalities in the coding rules across various best practices. Inside the 

coding manual for this analysis, a section labelled ‘notes during coding’ housed insights into 

relationships identified and patterns noticed. It was noted that when the codes were inductively 

added into the coding scheme and rules, some overlapped the best practices. This discovery 

through analysis led to the recognition that the proposed 12 best practices within the BPHCP 

Model could be further revised to include fewer best practices while achieving the same results. 

Any best practices continuously coded concurrently throughout multiple press conferences and 

waves of COVID-19 were noted with the possibility of condensing those practices into one best 

practice. This combination of best practices through the coding occurred to revise the BPHCP 

Model consisting of 12 best practices to become the BPHCP Model consisting of eight best 

practices (Tables 1, 2, 3). The rules of deploying all 12 best practices were still captured in the 

revised BPHCP Model, but they were condensed to create a more manageable and concise 

model.   

Results 

Phase One à Inductive Coding for the 12 Best Practices Model 
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The results of the inductive content analysis conducted in phase one of this research 

provided the proposed Best Practices in Health Communication in a Pandemic (BPHCP) Model 

shown in Table 1. This model of best practices contains one-dozen best practices found to be the 

most consistent and relevant across academic and professional literature. These best practices 

were prominent in the literature (Appendix I) and analyzed through pattern recognition.  

As shown in Table 1, all best practices have been labelled with numbers 1-12; this order 

of best practices has been done for organizational purposes. These listed numbers do not indicate 

the order of importance when deploying communications with these best practices. 

Table 1  

Best Practices in Health Communication in a Pandemic (BPHCP) Model 

Best Practices 
Best Practice #1: Provide Information in a Timely Manner 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  
Best Practice #3: Be Proactive  
Best Practice #4: Focus on the People  
Best Practice #5: One Prominent Voice Leading the Information Charge  
Best Practice #6: Be Truthful, Honest, Open, Transparent  
Best Practice #7: Communicate with Compassion and Empathy  
Best Practice #8: Be Clear and Concise  
Best Practice #9: Strive for Inclusivity and Diversity 
Best Practice #10: Build Trust and Credibility  
Best Practice #11: Communicate in a Coordinated Fashion 
Best Practice #12: Recognize that Uncertainty is Inevitable 

 

Phase Two à Case Study Application of the BPHCP Model 

Through the process of abductive content analysis in the case study application, the 

BPHCP Model was examined in terms of the absence or presence of best practices in the press 

conference communications coming from the Nova Scotia government and Nova Scotia Health 

in waves one, two, three, four, five, and six of the COVID-19 pandemic in Nova Scotia. The 
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results were displayed using a status of ‘PRESENT’ or ‘ABSENT’ for each of the 12 best 

practices during each wave. 

As shown in Appendix A, within the dedicated two-week timeframe of each wave, there 

were eleven press conferences in wave one, five in wave two, eight in wave three, and one in 

wave four.  

The table in Appendix B shows that all twelve best practices outlined in the proposed 

model were present in the press conference transcripts provided during wave one of COVID-19 

in Nova Scotia, with the designated period of March 15, 2020, to March 29, 2020.  

The table in Appendix C shows that all twelve best practices outlined in the proposed 

model were present in the press conference transcripts provided during wave two of COVID-19 

in Nova Scotia, with the designated period of October 1, 2020, to October 15, 2020.  

The table in Appendix D shows that all twelve best practices outlined in the proposed 

model were present in the press conference transcripts provided during wave three of COVID-19 

in Nova Scotia, with the designated period of April 1, 2021, to April 15, 2021. 

The table in Appendix E shows that all twelve best practices outlined in the proposed 

model were present in the press conference transcripts provided during wave four of COVID-19 

in Nova Scotia, with the designated period of August 1, 2021, to August 15, 2021. 

The table in Appendix F shows that ‘Best Practice #1 – Provide Information in a Timely 

Manner’ was absent from the press conference transcripts during wave five. The remaining 

eleven best practices (#2-#12) were present in the press conference transcripts provided during 

wave five of COVID-19 in Nova Scotia, with the designated period of December 8, 2021, to 

December 22, 2021. 
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The table in Appendix H shows that all twelve best practices outlined in the proposed 

model were absent in the press conference transcripts provided during wave six of COVID-19 in 

Nova Scotia, with the designated period of March 1, 2022, to March 15, 2022. 

Phase Three à BPHCP Model Revision 

The results of revising the model of best practices in phase three produced a downsized 

model of best practices moving from 12 best practices to 8 best practices in health 

communication. As shown in Table 1, the initial development of the BPHCP Model contained 12 

best practices. Table 2 shows the working model of best practices following the case study 

application and analysis of the first model in the context of a real-life pandemic and crisis 

needing communication. The working model of best practices in Table 2 displays the process of 

combining best practices from the data analysis in phase two as prominent themes in the revised 

model. The results of this revision of the best practices model can be shown in Table 3. Table 3 

displays the fully revised BPHCP Model. Each best practice has been labelled with numbers 1-8; 

this order of best practices has been done for organizational purposes. These listed numbers do 

not indicate the order of importance when deploying communications with these best practices. 
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Table 2  

Working Model of Best Practices in Health Communication Post Case Study Analysis 

Number Best Practices 
Best Practice #1 BP #1 – Provide information in a timely manner. 
Best Practice #2  BP #2 & BP #10 – Health care and policy advised by best available 

evidence & build trust and credibility. 
Best Practice #3  BP #4 & BP #7 & BP #10 – Focus on the people & communication with 

compassion and empathy & build trust and credibility. 
Best Practice #4  BP #5 – One prominent voice leading the charge. 
Best Practice #5  BP #6 & BP #10 – Be truthful, honest, open, transparent & build trust and 

credibility. 
Best Practice #6  BP #8 & BP #9 – Be clear and concise & strive for inclusivity and 

diversity 
Best Practice #7 BP #11 – Communicate in a coordinated fashion. 
Best Practice #8 BP #12 & BP #3 – Recognize that uncertainty is inevitable & be 

proactive. 
 

Table 3  

Revised Best Practices of Health Communication in a Pandemic (BPHCP) Model 

Revised BPHCP Model 
Best Practice #1: Provide Information in a Timely Manner 
Best Practice #2: Health Care and Health Policy Should be Advised by the Best Available and 
Credible Evidence 
Best Practice #3: Focus on the People by Communicating with Compassion and Empathy 
Best Practice #4: One Prominent Voice as the Lead Communicator 
Best Practice #5: Be Truthful, Open, and Honest 
Best Practice #6: Be Clear and Concise 
Best Practice #7: Communicate in a Coordinated Fashion with all Government and Partners 
Best Practice #8: Recognize that Uncertainty is Inevitable While Focusing on Available 
Proactive Strategies 

 

Discussion 

This chapter will discuss findings related to the primary research questions and associated 

follow-up questions. The focus of this research was to answer two questions. The first research 
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question is: Which best practices are most consistent and relevant within the literature on health 

communication practices? The second research question examines which best practices have 

been deployed in the context of crisis communication and whether the Nova Scotia government 

and Nova Scotia Health responded to the pandemic using those practices. The three-phase 

process outlined in the methodological approach has answered each of these questions by 

developing the BPHCP Model. This model of best practices of health communication during a 

pandemic identifies eight distinct best practices. 

As previously completed in the methodology and results chapters, this discussion chapter 

will be organized similarly following the three-phase category separation. This chapter will 

discuss the following categories: phase one, phase two, and phase three. The subcategories in 

phase two include case selection, pattern recognition in the data analysis, context requires 

coding, and patterns in the absence and presence of best practices. The subcategory in phase 

three includes the revision process of best practices. Each of these categories outlined will 

further expand on the processes and development within each phase of this research. 

Phase One à Inductive Coding for a Best Practices Model 

The first phase of this research was conducted to answer the first research question 

developed early on – which best practices are most consistent and relevant within the literature 

on health communication practices? The answer to this research question began early in the 

development stage of the literature review, diving into the background surrounding best 

practices, health communication, and the Novel Coronavirus (COVID-19) pandemic in Nova 

Scotia. Before developing a proposed best practice model through inductive content analysis, I 

searched for a model to act as an analytical tool consistent across organizational systems. This 

model aimed to examine further the communications efforts of the province of Nova Scotia 
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(Nova Scotia government and Nova Scotia Health) during the COVID-19 pandemic. When it 

was clear that there were a vast number of models, yet no models were the same, and there was 

not one transparent model designated for best practices in health communication efforts. Models 

introduced by Ratzan, Sommariva & Rauh (2020); Covello (2003); TSNE Partners in Social 

Change (2020); Harvard Business Review - Argenti (2020); World Health Organization (2004, 

2017); Canadian Pandemic Influenza Preparedness Task Group (2018); Hyland-Wood et al. 

(2021); Heath (2020); Perleth et al. (2001); Jacobsen & Vraga (2020) all provided insight into 

best practices in communication, some of which were general communication practices where 

some provided insight into best practices in health communication. Each of these models varied 

in several practices and varied in order of importance depending on the author. There were best 

practices that were consistently published across organizational systems that supported the 

development of one proposed model where the most consistent and relevant practices were 

amalgamated. 

The choice to conduct an inductive content analysis was to employ a methodological 

approach commonly used with text-based data and health-related research (Vears & Gillam, 

2022). Inductive content analysis is functional when the goal is to describe and understand the 

phenomenon being investigated (Bloor & Wood, 2006; Elo & Kyngas, 2008; Vaismoradi et al., 

2013); it is particularly appropriate when aiming for the application of the findings (Vears & 

Gillam, 2022) – in this case, using inductive content analysis to determine best practices to be 

then applied to a case study approach for secondary research. This technique allowed me to 

identify the key themes from the data and then produce those themes or categories as a proposed 

model of best practices. 

Phase Two à Case Study Application of the BPHCP Model 
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The second phase of this research was conducted using a case study approach; this case 

was performed to apply the BPHCP Model and examine those practices in a real-life context 

(Crowe et al., 2011). I initially analyzed the applicability of the original 12 best practices in the 

BPHCP Model established in phase one of my research to the Nova Scotia government and Nova 

Scotia Health and their communication efforts in the form of press conferences during the novel 

coronavirus (COVID-19) in the province of Nova Scotia. I chose this case to examine the second 

research question of which best practices have been deployed in crisis communication and 

whether the Nova Scotia government and Nova Scotia Health responded to the pandemic using 

those practices. The specific case of Nova Scotia in the pandemic is highly relevant as we live in 

a world facing COVID-19. As a consumer of the media and press conferences presented by the 

Nova Scotia government and Nova Scotia Health, I wanted the opportunity to delve into the 

practices employed by our government in communicating with the public in high-stress times. 

The Nova Scotia government and Nova Scotia Health work as one under the authority of the 

province of Nova Scotia; therefore, the press conferences used to update and educate the public 

of Nova Scotia was done through the collaboration of both organizations. During this process, 

the BPHCP was ultimately refined to include eight best practices which were applied to the case. 

Case Selection 

Within the case selection of using the Nova Scotia government and Nova Scotia Health 

as the organization of focus, the communication medium selected for this case was the press 

conferences in the form of transcripts. The objective was to understand how they communicated 

COVID-19-related information through press conferences during the first six waves of the 

pandemic. The Nova Scotia government utilized the press conferences as a mass presentation of 

information to the media to the public of Nova Scotia. They were used in clarifying information 
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related to the COVID-19 pandemic, presenting essential communication in maintaining public 

safety and public health during a crisis. The data transcripts also contained the portion of press 

conferences in which reporters can ask questions, and the responses offer greater insight into the 

communication efforts of the province, specifically the acting premier and Dr. Robert Strang, 

chief medical officer. The presentation of information, followed by the question periods with the 

attending journalists, created availability to analyze the presence of communication practices, the 

effectiveness of communication, and the delivery of information. Although it was not explicitly 

included in the data analysis, the press conference transcripts provided insight into the context in 

which the information was being communicated. The tone, emotion, thoughts, and feelings 

delivered through speech were considered in the analysis when coding for the best practices in 

the data. 

As stated in the methodology, one aspect of the inclusion criteria in collecting the press 

conferences provided by the province was the timeframe from which the press conferences were 

collected. The press conferences collected must have been published within the first two weeks 

of announcing a new wave, from wave one through wave six. The actual start and end dates of 

each wave of the Nova Scotia pandemic were collected and then reduced to the two-week 

window of time. 

This choice was made to consider the timeliness of the communication during a crisis. It 

was imperative to access data that was manageable to analyze in a meaningful way. Utilizing the 

premise of Best Practice #1 from the BPHCP Model is to communicate promptly; the thought 

process was that communication efforts should be the heaviest during the first two weeks of each 

wave of COVID-19. The information in this period would be most crucial in maintaining health, 

safety, and livelihoods as the province entered into a new wave of the COVID-19 virus with 
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updated public health information, updated scientific evidence, new restrictions, and policies put 

in place at that time. 

Inside the analysis portion of the case study of phase two, another choice in 

methodological guidance was required in facing the data analysis of the press conference 

transcripts. The choice was made to utilize an abductive analysis approach. After utilizing an 

inductive approach to analyzing best practices in phase one, the model of best practices was 

created to be used in the abductive approach in coding the data. As stated by Thompson (2022), 

adopting an abductive methodology means one does not enter the field with an open mind but 

rather with the theoretical understanding to set the parameters for first-stage findings and prevent 

the discovery of abstract results outside the research questions. The parameters set prior to the 

data analysis were to use the 12 best practices from the BPHCP Model as the basis of the coding 

scheme for the data analysis. All 12 best practices were previously organized within the coding 

manual to contain the sources and support of the practice, along with any related explanations or 

required definitions in comprehending the best communication practice. In analyzing themes and 

setting a coding scheme, each practice was designated codes deduced by those practices. 

Throughout the process of analyzing the data, there were additional codes discovered 

inductively. The data itself provided greater insight into the potential codes being used to convey 

the use of best practices. In using the press conference transcripts, there were significant 

instances in which context was required to gain the complete picture of communication efforts 

spoken by the premier of Nova Scotia or Dr. Robert Strang, the Chief Medical Officer of Nova 

Scotia; these context-required codes were recorded to determine better the presence and absence 

of the 12 best practices. Some of which could not be determined by single one-word codes. The 
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context was highly regarded in this instance of coding as the press conferences included a 

significant amount of free-speech and emotionally based language. 

Pattern Recognition in the Data Analysis  

While analyzing the data, there were other unexpected findings when coding for best 

practices. While inductively adding new codes into the coding scheme and coding manual, there 

were instances in which multiple best practices shared code words that notified the presence of 

one or more practices. Finding one best practice's presence leads to finding another's presence. 

The findings were consistent in that the codes assigned for Best Practice #7 – Communicate with 

Compassion and Empathy, were consistently "double-coded" with the codes assigned for Best 

Practice #4 – Focus on and Listen to the People. Throughout the first five waves of COVID-19, 

these practices were coded simultaneously.  

In phase one, the BPHCP Model consisted of 12 best practices using that original model; 

best practice #7 was titled “communication with compassion and empathy” (Covello, 2003; 

TSNE, 2020; Hyland-Wood et al., 2021); this practice was defined as involving acceptance and 

allowing perspectives and emotions from other individuals and sharing those sentiments in 

encouragement and support. Some of the codes assigned to this practice include emotions, 

caring, compassion, empathy, and the recognition of emotions in others. Similarly, Best Practice 

#4 from the original BPHCP Model was titled “focus on and listen to the people” (Ratzan, 

Sommariva, & Rauh, 2020; Covello, 2003; WHO, 2017); this practice was defined by the 

concept that communications must help the public see health information, advice, or guidance 

applicable to them, their families, and all that they care about; it is about listening to the needs of 

people. Some of the codes assigned to this practice include caring, compassion, empathy, 

listening to the needs of the public, and safety for all individuals and families. It was found in the 
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coding that these best practices could be accomplished as one, under one umbrella theme, or by 

proxy of one set best practice. These discoveries were unexpected, and there were other best 

practices that overlapped and were concurrent when using the originally proposed BPHCP 

Model. Examples of text data from the press conference transcripts in each wave can be found 

presented in Table 4. 

Table 4 

Examples of Data Passages Coded for Best Practice #7 and Best Practice #4 

Wave, Date, Page Number Press Conference Data Passage 
 
Wave One: Wednesday, March 18th, 
2020, p. 33. 
 

 
“…this is a time we need to be there for Nova 
Scotians, we need to be kind, caring, and 
compassionate.” 
 

 
Wave Two: Tuesday, November 17th, 
2020, p. 1. 

 
“I understand this is very stressful and I get that you 
are scared…” 
 

 
Wave Three: Wednesday, April 28th, 
2021, p. 83. 

 
“The case numbers you see every day are people, not 
statistics, they are Nova Scotians who need our 
compassion and kindness...” 
 

 
Wave Four: Tuesday, September 14th, 
2021, p. 6. 
 

 
“And to all Nova Scotians, please treat everyone 
around you whether in person or on social media with 
caring and kindness…” 
 

 
Wave Five: Monday, December 13th, 
2021, p. 18. 
 

 
“…there is much anxiety here right now and even 
some anger and those are emotions in a situation like 
this…” 
 

 

The subsequent pattern recognition was that of best practice #12: recognizing that 

uncertainty is inevitable (Hyland-Wood et al., 2021; WHO, 2004, 2017) is a crucial practice in 

that health emergencies are uncertain due to the ever-changing landscape of scientific and 
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medical evidence. It is inevitable, but providing as much certainty as possible is essential, 

helping the public prepare for the current and longer-term future (WHO, 2017). This practice 

means recognizing that some things are sometimes unknown, and the only way to move forward 

is to control what can be controlled actively; this aspect of recognizing the uncertainty is 

considered best practice #3: be proactive. This practice of being proactive in health 

communication is seeking appropriate ways to spread meaningful information and medical 

advice (Ratzan, Sommariva, & Rauh, 2020). Argenti (2020) discusses the importance of 

proactive communication when dealing with uncertainties; the goal is to communicate as much 

information as possible and continue acting where it is possible. Planning is essential for 

communicating during an outbreak where possible. Best practices #12 and #3 often indicate the 

other being present in the data. These best practices were coded together within the data 

portraying the relationship and the patterns within these practices. Examples can be found 

presented in Table 5. 
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Table 5 

Examples of Data Passages Coded for Best Practice #12 and Best Practice #3 

Wave, Date, Page Number Press Conference Data Passage 
 
Wave Two: Friday, November 27th, 
2021, p. 73. 

 
“We’ve started with more detailed conversations 
within the provincial government and as we develop, 
we get more certainty from the federal level and 
develop in more detail our vaccine plans...” 
 

 
Wave Three: Tuesday, April 27th, 
2021, p. 76. 

 
“We’re generally decreasing some of our less essential 
day surgeries…so we can be prepared for the 
possibility of having more patients with COVID in our 
hospitals…” 
 

 
Wave Four: Tuesday, September 
14th, 2021, p. 15. 
 

 
“…we are looking at this and saying what do we need 
to put in place in the healthcare system in Nova Scotia 
so people with prolonged symptoms form COVID get 
the appropriate supports and treatment as you can 
appreciate this is very much an evolving field in health 
care...” 
 

Another opportunity for combined best practices presented itself in the data, including 

best practice #10: Build trust and credibility (CDC, 2018; WHO, 2004, 2017), which was defined 

as being the most critical objective for effective outbreak communication in building and 

maintaining trust with those in charge of reducing harm to health, economies, and societies 

(WHO, 2004) and stated by the CDC (2018), trust and credibility can significantly influence the 

ability of persuasion when it is essential in public health safety recommendations during an 

outbreak. The CDC (2018) outlined four factors that determine whether an audience will 

perceive a messenger as trusted and credible: empathy and caring; honesty and openness; 

dedication and commitment; competence and expertise. With this definition alone, the codes 

assigned to other best practices were identifiable from the CDC's 2018 model. The best practices 
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depicted in this model include best practice #2 – health care and policy must be advised by the 

best available evidence; best practice #6 – be truthful, honest, open, and transparent; and best 

practice #7 – communicate with compassion and empathy. The codes assigned to best practice 

#10 included trustworthiness, honesty, evidence, empathy, and compassion – all of which were 

assigned to the stated best practices. This was found through the inductive approach in the 

abductive content analysis of the case study data. 

This recognition of these practices was a surprise in that it could be controversial, 

considering the practice of building trust and credibility has been defined as being one of the 

most critical objectives in outbreak communication. Considering multiple best practices embody 

similar explanations and requirements for communication, this meant further investigation was 

required in the development/revision of the model of best practices in health communication 

from phase one. That said, each discovery of the close overlap in the data coding across many 

best practices provoked phase three – revising the best practice model in health communication. 

The revision would not have been completed without the data analysis providing insight into 

patterns and recognizing thematic consistencies. The goal of using a case study in applying the 

BPHCP Model was to gain insight into the real-life context and witness the practical application 

of a proposed model or theory.  

Context Required Coding 

An additional aspect of the coding process in phase two was the context required for 

analysis. The increased frequency and prominence of qualitative research over the past 30 years 

promoted the introduction of standards in qualitative research (Hemmler et al., 2022). The 

dynamic, reflexive, open-ended, contextually sensitive, and interactive nature of qualitative 

research answer questions that quantitative research cannot, though this same reasoning is why 
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others perceive qualitative research to be unreliable (Tobin & Begley, 2004; Weston et al., 

2001). Nevertheless, researchers like Hemmler et al. (2022) see value in the heavily 

contextualized nature of qualitative data. Qualitative research considers the natural contexts in 

which individuals or groups function, in this case, how they communicate, to gain an in-depth 

understanding of the real-life context (Korstjens & Moser, 2017, p. 274). The reality we perceive 

as qualitative researchers are constructed by social, cultural, historical, and individual contexts. 

Therefore, we look for variety in descriptions, explorations, and explanations of phenomena in 

real-world contexts (Korstjens & Moser, 2017). Influence from the researcher is inevitable, yet 

the context in the analysis was required to understand the methods of Dr. Robert Strang and the 

premier in the press conference transcripts of each wave of COVID-19 in Nova Scotia. It is 

deemed essential in qualitative research to examine the "real-world" and genuine sentiments in 

communication efforts in the analysis of best practices, some of which look at the honesty, 

openness, transparency, compassion, and empathy put forward by the lead communicators 

essential in comprehending the complete picture of each press conference and which practices 

were being utilized. I anticipate that even though the press conference was presented to distribute 

mass amounts of medical information affecting public health and safety, the first six waves (and 

currently) of COVID-19 were a time of high stress. It was impossible to receive information 

from the province without any "real-world" thoughts, feelings, and language being used in the 

process. This coding process required consideration of context within the communication 

produced by the province. 

Patterns in Absence and Presence of Best Practices 

As stated throughout this document, the main goal in deploying this case study approach 

was to examine the BPHCP Model to see which practices were used in the press conference 
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communications in Nova Scotia during COVID-19. The results of the data analysis were 

recording the absence or presence of each of the 12 best practices outlined in the original BPHCP 

Model within the press conference for waves one through six. As shown in appendices C – G, all 

twelve best practices outlined in the BPHCP Model were present during the first, second, third, 

and fourth waves of the COVID-19 pandemic in Nova Scotia. This shows that the Nova Scotia 

government and Nova Scotia Health effectively deployed all twelve best practices when 

presenting new relevant information relevant to the COVID-19 health and safety information. 

The communication efforts of the press conferences coming from the province of Nova Scotia 

remained consistent throughout the first four waves; all best practices were present in the data. 

Initially, I did not think these best practices would be as profoundly present as they were. 

Reviewing the wave data collection table in Appendix A, within the dedicated two-week 

timeframe of each wave, there were eleven press conferences in wave one, five press conferences 

in wave two, eight press conferences in wave three, and one press conference in wave four. It 

could be understood that waves one, two, and three would see a greater chance of employing all 

12 best practices as they were the waves with the most press conferences. Even in wave four, 

with only one press conference, all best practices were deployed in that one press conference – 

which was surprising.  

Appendix G shows that wave five was the first wave of press conferences that did not 

successfully deploy all twelve best practices in their communication efforts. Best practice #1 – 

providing information in a timely manner, was absent from the analysis of the press conference 

data. The first and only press conference was conducted on December 13th, 2021, five days 

following the official announcement of the fifth wave arriving in Nova Scotia on December 8th, 

2021. The results from wave five were more in line with my hypothesis for the fourth wave; the 
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limited quantity of press conference communications would result in fewer deployed best 

practices. 

Lastly, as shown in Appendix H, all twelve best practices outlined in the BPHCP Model 

were absent from wave six of COVID-19 in Nova Scotia. No press conferences were released 

within this designated timeframe during the sixth wave, resulting in zero communication 

practices. The lesser quantity of press conferences could have been anticipated following the 

pattern of reduced communication efforts in wave four and wave five; what was not anticipated 

was that there would be zero press conferences conducted in the sixth wave of COVID-19 in 

Nova Scotia, as the virus continued to impact public health and safety. 

Phase Three à BPHCP Model Revision 

The results from phase three of this research produced the revised BPHCP Model. 

Following the data analysis of the case study using the first proposed BPHCP Model created in 

phase one, the revision was the next step in presenting a BPHCP Model that was concise, 

functional, and productive. As outlined in phase one, the original model was developed using a 

content analysis of existing best practice models in the literature and the professional realm of 

communications and public relations. The first BPHCP Model was derived distinctly from the 

existing literature, whereas the revised BPHCP Model has been derived using the existing 

literature, along with the support from evidence-based results of a case study application. The 

abductive approach to research supports the inference of a new theory or the development of an 

existing theory (Conaty, 2021). This approach in the case study analysis of the data supported the 

development of an existing theory or, in this case, the refinement of an existing model of the 

process.  

Revision Process of Best Practices 
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The patterns recognized in the data analysis and coding scheme were already discussed 

within the discussion of phase two results. However, the same pattern recognition is crucial in 

this portion of phase three to revise the model of best practices. In the results chapter, three 

tables (Tables 1, 2, 3) provide visuals of the best practice models throughout the process of 

development to revision. Table 1 shows the BPHCP Model with 12 best practices, table 2 shows 

the working model of best practices post-case study analysis (showing the downsizing from 12 

best practices to eight best practices), and Table 3 shows the revised BPHCP Model.  

These combinations of best practices have been supported through the coding scheme and 

data analysis conducted in phase two and further reconstructed in phase three. The first BPHCP 

Model contained individual practices without room for consideration of actions to achieve that 

best practice's goal. The revised BPHCP Model offers best practices as umbrella terms or 

umbrella themes consisting of multiple actions and considerations inside that best practice. 

Those best practices are evidence-based standards or sets of guidelines proven to produce 

optimal outcomes (Covello, 2003); these best practices are related to how to carry out a task or 

configure communication efforts in this instance.  

In the findings of the revision of the model of best practices, it was crucial to include the 

explanations and definitions within each practice as they act as an umbrella term or theme in 

support of the tasks of effective communication practices in health communication. These 

practices can be described in the order reflected in the revised BPHCP Model as follows: 

1. Provide Information in a Timely Manner: This practice remains as intended from the 

original model of 12 best practices. The WHO (2004) describes announcing early and 

disseminating information promptly as bringing a core best practice. It sets the standard 

for public expectations of government officials when facing a crisis or an outbreak. 
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2. Health Care and Health Policy Should be Advised by the Best Available and 

Credible Evidence: This practice comprised the original best practices #2 and #10, 

combining health care and policy advised by the best available evidence with aspects of 

building trust and credibility. CPIP (2018) states that the importance of one guiding 

principle for communications during an outbreak is to provide information that the latest 

scientific/medical evidence has informed. Using the best available scientific and medical 

evidence supports the practice in building credibility in providing the most accurate 

public health and safety information. 

3. Focus on the People by Communicating with Compassion and Empathy: This 

practice comprised the original best practices #4, #7, and #10, combining a focus on the 

people, communicating with compassion and empathy, and aspects of building trust and 

credibility. Focusing on the people and listening to the public (Ratzan, Sommariva, & 

Rauh, 2020; Covello, 2003; WHO, 2017) is about listening to the needs of the public, 

creating tailored messages to their needs, in doing so, the efforts are focused on being 

empathetic and compassionate toward those in crisis. Building trust and credibility speaks 

to the trust that communicators continue to focus on the individual. 

4. One Prominent Voice as the Lead Communicator: This practice remains as intended 

from the original BPHCP Model with 12 best practices. Having a consistent and 

trustworthy leader in the public's eyes and using messengers trusted by the public 

supports compliance with public health safety measures and protocols (Abu-Akel, Spitz, 

& West, 2021).  

5. Be Truthful, Open, and Honest: This practice was comprised of the original best 

practices #6 and #10; be truthful, honest, open, transparent, and aspects of building trust 
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and credibility, with a greater focus on the concept of building trust through truthful and 

transparent communication as indicated in #6. These best practices are straightforward in 

that communication efforts should be truthful, honest, and open to building trust and 

credibility with the public. Trust is the foundation of pandemic, crisis, or outbreak 

communication and comes from the perception of motives and competence of authorities 

(WHO, 2004; 2017). 

6. Be Clear and Concise: This practice comprised the original best practices #8 and #9; be 

clear and concise and strive for inclusivity and diversity. The combination of these 

practices resulted in the broad umbrella term or theme of communicating clearly and 

concisely; striving for inclusivity and diversity is a part of being clear and concise for all. 

In health communication, being clear and concise should always consider the inclusion of 

the public consuming the message. All considerations in sharing public health and safety 

information should consider media literacy skills, health literacy, language barriers, using 

inclusive language, and education levels. As defined by Hyland-Wood et al. (2021) and 

the WHO (2017), when communicating with a variety of members of the public, 

providing information that is easy to comprehend is crucial in understanding health risks 

and taking appropriate actions. Using explicit, concise, and plain language supports these 

inclusive and diverse communication efforts. 

7. Communicate in a Coordinated Fashion with all Government and Partners: This 

practice remains as intended from the original BPHCP Model. Coordinated 

communication among governments and partners who share public health responsibilities 

must ensure that all information is consistent (CPIP, 2018). 
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8. Recognize that Uncertainty is Inevitable While Focusing on Available Proactive 

Strategies: This practice comprised the original best practices #12 and #3; recognize that 

uncertainty is inevitable and be proactive. These best practices indicate that health 

emergencies contain uncertainties; it is crucial to be honest and provide certainty where 

available (Hyland-Wood et al., 2021; WHO, 2004, 2017). Preparing the public for the 

future requires proactive efforts in completing currently available tasks to battle the 

uncertainty and face what will be faced. 

Theoretical Framework 

The theoretical framework of Grunig’s Excellence Theory introduced a well-known, 

comprehensive framework that defines the role of public relations in making healthcare 

organizations more effective. The framework of Grunig’s 10 Principles of Excellence 

demonstrates valuable insight into the role of public relations in organizational success. Another 

aspect of utilizing the Excellence Theory as the theoretical framework was comprehending the 

development of a model with similar structures and desired outcomes (relevant to the situation). 

Excellence Theory has extended into a global public relations theory, ultimately providing 

generic principles that can be effectively applied in most countries across the globe. The 

consistent application in the literature and the consistent application within professional practices 

allows for this Excellence Theory to be used as a basis of comprehension in developing a 

working communication model and tool. The 10 Principles of Excellence have identified the 

principles or practices that contribute to organizational effectiveness (Low, 2022, p. 10595). In 

the context of this study, the BPHCP Model identifies eight best practices that contribute to the 

organizational effectiveness of communicating relevant health information within a global 

pandemic. Similarly to Grunig’s framework, the BPHCP Model is a framework that supports 



 50 

effective organizational communication efforts when communicating with the general public 

concerning public health and safety.  

As indicated in step five of the methodological approach in phase one (pp. 21-22), the ten 

generic principles of excellence outlined in the Excellence Theory were used as a guiding 

framework in developing the 12 best practices within the BPHCP Model in phase one. The 

intention of introducing Grunig’s Excellence Theory and the ten principles early in phase one 

was to ensure those best practices were in line with and reflected existing Public Relations theory 

and practice.  The comparison of the two models indicated there was consistency between the ten 

generic principles of excellence and the 12 best practices of the BPHCP Model (Table 6). The 

generic principles and best practices do not match word for word, although the similarities are 

consistent across multiple practices and principles when considering the context in which each 

model is used in practice. By using Grunig’s Excellence Theory and ten generic principles of 

excellence as a guiding framework in phase one, grounding the BPHCP Model in this theory 

increased the trustworthiness of the findings of those initial 12 best practices. 
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Table 6 

Examples of Consistencies in Grunig’s Ten Generic Principles of Excellence and the 12 Best 

Practices from the BPHCP Model 

10 Generic Principles 12 Best Practices Similarities 
 
#5. PR unit headed by 
a manager rather than 
a technician. 

 
#5. One prominent 
voice leading the 
information charge. 

 
Generic Principle of Excellence #5 outlines that 
any PR unit should be headed by a professional 
public relations manager, someone who is 
knowledgeable in the area with the necessary 
skills in the area to promote optimal outcomes. 
Similarly, Best Practice #12 outlines that there 
should be one prominent voice leading the 
information charge, ultimately putting a well-
known, knowledgeable leader that the public trusts 
as the main communicator of all necessary public 
health information. 
 

 
#6. Two-way 
symmetrical model of 
PR. 

 
#11. Communicate  
in a coordinated 
fashion. 

 
Generic Principle of Excellence #6 outlines the 
importance of using dialogue-based approaches in 
PR to be effective in resolving conflicts, 
preventing problems, and building and 
maintaining relationships with publics. Best 
Practice #11 outlines the importance of 
communicating in a coordinated fashion across 
partners involved in promoting public health 
information. The coordinated communication 
between stakeholders prevents problems with 
information dissemination and ensuring the public 
trusts the accuracy of shared communications. 
 

 
#9. Diversity 
embodied in all roles. 

 
#9. Strive for 
inclusivity and 
diversity. 

 
Generic Principle of Excellence #9 outlines the 
importance of diversity in PR departments in all 
roles, so decisions and communications are 
inclusive. Similarly, Best Practice #9 outlines the 
practice of striving for inclusivity and diversity, 
when communicating with a wide variety of 
audiences and members of the public, it is 
essential to provide all necessary information that 
is comprehensive for everyone consistently. 
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Contributions 

There are three main contributions of this study. The first contribution is the less common 

methodological approach of utilizing an inductive content analysis in the first phase of this study 

to ultimately produce a proposed model of 12 best practices in health communication, 

developing the BPHCP Model. The second contribution is using an empirical case study in phase 

two of this study, as this type of research is based on observation and measurement of 

phenomena as directly experienced by the researcher. The data has been gathered to be compared 

against the hypothesis, but the results are still based on real-life experiences (San Martin-

Rodriguez et al., 2005). Lastly, the third contribution from this study is the revised model of 

eight best practices in health communication. This model is intended to be utilized as a tool in 

support of future communication efforts related to health communication. There is an 

opportunity for this model of best practices to be a valuable tool in the planning and execution of 

communications in a time of crisis, such as a pandemic. This research contributes to the gap in 

existing research by providing one proposed model of best practices as a substantial model in 

health communication. This is one small piece of an extensive and complex system of 

communications. However, how this study was conducted offers an opportunity for continued 

growth and development of best practices in health communication.   

It is necessary to identify the contributions of this research with respect to the existing 

literature surrounding the general concept of health communication, health communication 

during the COVID-19 pandemic, the infodemic, pandemic communication, and best practices in 

health communication as it was mirrored in the original literature review. Each concept listed 

above has directly influenced the development of the BPHCP Model developed in this research. 

While conducting the initial literature review, it was clear there was an opportunity to fill in a 
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gap in the knowledge in an elaborate collaboration of each concept that was explored. This 

research has contributed to the gap in the knowledge surrounding health communication during 

the COVID-19 pandemic and the best practices required to communicate effectively in this new 

landscape of health communication. With the consideration of the scope of this research, each 

area in the literature review was explored with the intention of contributing to this new avenue in 

the research concerning best practices and the revolutionized pandemic communication. 

Ultimately, this research contributes new discoveries to advance the existing literature 

surrounding health communication and best practices in theory and Public Relations and 

Communication practices. 

Conclusion 

This chapter will conclude this research study by summarizing the key research findings 

and focusing on the research aims and questions.  This chapter also discusses the value of this 

research and the limitations and possibilities for future research. This research aimed to gain 

insight into the phenomenon of best practices in health communication, specifically, with the 

scope of using the Nova Scotia government and Nova Scotia Health as a case study to witness 

best practices being deployed during the global COVID-19 pandemic. The two main research 

questions examined in this study were: 1) which best practices are the most consistent and 

relevant within the literature on health communication practices? and 2) which best practices 

have been deployed in crisis communication and whether the Nova Scotia government and Nova 

Scotia Health responded to the pandemic using those practices. An additional research objective 

was understanding how the province of Nova Scotia identified and used best practices. 

Using a three-phase step in conducting this research study, the process of each step 

attributed to answering the research questions while offering a proposed model of best practices 
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in health communication as one of the significant research contributions. Phase one answered the 

first research question of which best practices are the most consistent and relevant within the 

literature on health communication practices. The result of the inductive content analysis in 

phase one was the proposed model of 12 best practices, as shown in Table 1 in the results 

section. The 12 best practices outlined in the BPHCP Model were found through analysis to be 

the most consistent and relevant across a multitude of academic and professional resources and 

the existing literature on best practices in health communication. 

The second phase of this research study aimed to examine the best practices utilized by 

the Nova Scotia government and Nova Scotia Health during the COVID-19 pandemic. 

Specifically, the aim was to assess which of the 12 best practices in the BPHCP Model from 

phase one were absent or present in the press conferences throughout COVID-19 waves one, 

two, three, four, five, and six in Nova Scotia. The results indicate that in waves one, two, three, 

and four – all 12 best practices were present in the press conference communications presented 

to the public of Nova Scotia. The results indicate that in wave five, 11 best practices were 

present in the press conference communications delivered, meaning the one best practice that 

was absent from the data in wave five was best practice #1: providing information in a timely 

manner. The results also indicate that in wave six, all 12 best practices were absent in the press 

conference communications, as zero press conferences were presented when the data was 

collected. Further findings in phase two show significant overlaps in deploying individual best 

practices within the 12 best practices in the BPHCP Model. These results also support and 

address the research aim of understanding the identification and use of best practices in the real-

world context displayed through the case study. 
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The third and final phase of this research was intended to utilize the findings from phase 

one and phase two and provide a revised model of eight best practices in health communication 

following the abductive content analysis within the case study of phase two. This model revision 

was a follow-up contribution using the results and findings presented from the first two phases of 

this study, which both answered the outlined research questions and addressed the 

complementary research aims. The results of this model revision indicate that the contents of the 

initially proposed BPHCP Model could be reworked into a more concise and manageable model 

of eight best practices, shown in Table 3 (p. 28) in the results section. The content of all practices 

remained intact in this revised model; each practice was redefined and recategorized as 

overarching thematic practices yielding the same results when employed in communication 

efforts. 

Limitations 

The limitations of this research mimic that of qualitative research in general. The validity, 

reliability, and generalizability are limited in qualitative research. The main limitation of this 

research is focused on the data analysis and the proposal of this model of best practices. The 

interpretation, synthesizing, and presentation of the data concerning the research questions are 

highly dependent on individual perspectives, preconceptions, and assumptions. Specific to this 

research, it is limited in that this proposed model of best practices in one interpretation of 

evidence-based practices and standards set that can be applied during a pandemic to 

communicate at a higher standard to achieve the desired outcomes of public health, safety, and 

knowledge. This case study of the communication response from the Nova Scotia government 

and Nova Scotia Health during the COVID-19 pandemic in Nova Scotia is only one application 

of this proposed model. 
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Recommendations 

The practical application of these findings offers an opportunity to implement this 

proposed model within the realm of health communication. This BPHCP Model of best practices 

is one model, at one moment in time, though it has been produced through the culmination of 

various models of best practices, simply in a more concise model. As a health communication 

tool, the findings of this research in the form of this model of best practices can act as a guide in 

producing communication efforts in the instance of another pandemic outside of COVID-19 or in 

the example of outbreak communication. Having an analytical tool or guide supports 

communication and public relations practitioners in having a basis for moving forward in a crisis 

that may require guidance. 

There is an opportunity for future research using this proposed model of best practices; as 

this proposed model of best practices has been applied to one case study, there is a need for 

further application and testing. To establish the efficiency of this proposed model of best 

practices in health communication, future research could build on that application, using various 

case studies as an avenue to examine a different context of the real-world outside of the COVID-

19 pandemic in Nova Scotia. 

The concluding section of the three-phase process used in this research clearly outlines 

the results of best practices in health communication and how the BPHCP Model was utilized 

within the press conferences produced by the province of Nova Scotia during COVID-19. The 

concluding chapter covered the research questions and aims and provided the study results that 

supported the response to those questions and the research aims that were addressed. The key 

takeaways from this chapter include the original BPHCP Model with 12 best practices 

communication outlined in phase one through inductive content analysis using existing academic 
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and professional literature (Table 1). The next takeaway is the case study application of the 

model to examine the communication efforts and witness which best practices were absent or 

present in each wave of COVID-19 in Nova Scotia within the press conference transcripts 

produced by the Nova Scotia government and Nova Scotia Health. Considering the whole 

picture, these communication efforts are primarily successful in adopting the use of best 

practices throughout the majority of the press conferences produced in the designated timeframe 

of this research study. The case study application supported the revision and further development 

of the BPHCP Model (Table 3). This revised version of the BPHCP Model holds the opportunity 

to become a stand-alone model to contribute to the world of health communication, along with 

further research into this area of study.  

Along with concluding the results and findings produced from this research study, the 

discussion regarding the contributions derived from this research, along with the limitations of 

this study, and the recommendations for future research all frame this one research study into the 

existing realm of communication and best practice literature when considering health 

communication. This research aimed to address the knowledge gap surrounding best practices of 

health communication in the environment of a global pandemic, specific to the province of Nova 

Scotia. This goal was completed, ultimately addressing the gap in knowledge of best practices in 

health communication by offering a proposed model of 8 best practices in health communication 

to exist in the surrounding knowledge and be utilized as a model point of reference in health 

communication moving forward. 
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Appendix A 

Press Conference Data Collection Table 

Wave Collection Timeframe  Press Conference 
Date 

Length Transcribed 
(Y/N) 

Wave 
1 

March 15th, 2020 – March 
29th, 2020 

Sunday, March 15th, 
2020 56:10:00 

Y 

 Monday, March 
16th, 2020 55:34:00 

Y 

Tuesday, March 
17th, 2020 35:34:00 

Y 

Wednesday, March 
18th, 2020 42:14:00 

Y 

Thursday, March 
19th, 2020 40:59:00 

Y 

Friday, March 20th, 
2020 1:00:36 

Y 

Sunday, March 22nd, 
2020 39:38:00 

Y 

Monday, March 
23rd, 2020 37:09:00 

Y 

Thursday, March 
26th, 2020 55:15:00 

Y 

Friday, March 27th, 
2020 1:02:19 

Y 

Sunday, March 29th, 
2020 34:42:00 

Y 

 
Wave 

2 
November 17th, 2021 – 
December 1st, 2021 

Tuesday, November 
17th, 2020 1:24:15 

Y 

 Friday, November 
20th, 2020 1:31:07 

Y 

Tuesday, November 
24th, 2020 1:24:06 

Y 

Friday, November 
27th, 2020 1:18:33 

Y 

Tuesday, December 
1st, 2020 

1:09:35 Y 

 
Wave 

3 
April 15th, 2021 – April 
29th, 2021 

Friday, April 16th, 
2021 50:03:00 

Y 

 Tuesday, April 20th, 
2021 54:10:00 

Y 

Thursday, April 
22nd, 2021 58:23:00 

Y 
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Sunday, April 25th, 
2021 46:39:00 

Y 

Monday, April 26th, 
2021 1:05:09 

Y 

Tuesday, April 27th, 
2021 57:11:00 

Y 

Wednesday, April 
28th, 2021 1:00:51 

Y 

Thursday, April 29th, 
2021 48:18:00 

Y 

 
Wave 

4 
September 14th, 2021 – 
September 28th, 2021 

Tuesday, September 
14th, 2021 52:12:00 

Y 

 
Wave 

5 
December 8th, 2021 – 
December 22nd, 2021 

Monday, December 
13th, 2021 1:12:51 

Y 

 
Wave 

6 
March 1st, 2022 – March 
14th, 2022 No Press Conferences until March 18th, 2022 

   
 

 

 

 

 

 

 

 

 

 

 

 

 



 68 

Appendix B 

Best Practices in Health Communication in a Pandemic (BPHCP) Model 

Best Practices 
Best Practice #1: Provide Information in a Timely Manner 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  
Best Practice #3: Be Proactive  
Best Practice #4: Focus on the People  
Best Practice #5: One Prominent Voice Leading the Information Charge  
Best Practice #6: Be Truthful, Honest, Open, Transparent  
Best Practice #7: Communicate with Compassion and Empathy  
Best Practice #8: Be Clear and Concise  
Best Practice #9: Strive for Inclusivity and Diversity 
Best Practice #10: Build Trust and Credibility  
Best Practice #11: Communicate in a Coordinated Fashion 
Best Practice #12: Recognize that Uncertainty is Inevitable 
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Appendix C 

Wave 1: March 15th, 2020 – March 29th, 2020 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner PRESENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  PRESENT 
Best Practice #3: Be Proactive  PRESENT 
Best Practice #4: Focus on the People  PRESENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  PRESENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  PRESENT 
Best Practice #7: Communicate with Compassion and Empathy  PRESENT 
Best Practice #8: Be Clear and Concise  PRESENT 
Best Practice #9: Strive for Inclusivity and Diversity PRESENT 
Best Practice #10: Build Trust and Credibility  PRESENT 
Best Practice #11: Communicate in a Coordinated Fashion PRESENT 
Best Practice #12: Recognize that Uncertainty is Inevitable PRESENT 
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Appendix D 

Wave 2: October 1st, 2020 – October 15th, 2020 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner PRESENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  PRESENT 
Best Practice #3: Be Proactive  PRESENT 
Best Practice #4: Focus on the People  PRESENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  PRESENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  PRESENT 
Best Practice #7: Communicate with Compassion and Empathy  PRESENT 
Best Practice #8: Be Clear and Concise  PRESENT 
Best Practice #9: Strive for Inclusivity and Diversity PRESENT 
Best Practice #10: Build Trust and Credibility  PRESENT 
Best Practice #11: Communicate in a Coordinated Fashion PRESENT 
Best Practice #12: Recognize that Uncertainty is Inevitable PRESENT 
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Appendix E 

Wave 3: April 1st, 2021 – April 15th, 2021 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner PRESENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  PRESENT 
Best Practice #3: Be Proactive  PRESENT 
Best Practice #4: Focus on the People  PRESENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  PRESENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  PRESENT 
Best Practice #7: Communicate with Compassion and Empathy  PRESENT 
Best Practice #8: Be Clear and Concise  PRESENT 
Best Practice #9: Strive for Inclusivity and Diversity PRESENT 
Best Practice #10: Build Trust and Credibility  PRESENT 
Best Practice #11: Communicate in a Coordinated Fashion PRESENT 
Best Practice #12: Recognize that Uncertainty is Inevitable PRESENT 
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Appendix F 

Wave 4: August 1st, 2021 – August 15th, 2021 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner PRESENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  PRESENT 
Best Practice #3: Be Proactive  PRESENT  
Best Practice #4: Focus on the People  PRESENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  PRESENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  PRESENT 
Best Practice #7: Communicate with Compassion and Empathy  PRESENT  
Best Practice #8: Be Clear and Concise  PRESENT 
Best Practice #9: Strive for Inclusivity and Diversity PRESENT 
Best Practice #10: Build Trust and Credibility  PRESENT 
Best Practice #11: Communicate in a Coordinated Fashion PRESENT 
Best Practice #12: Recognize that Uncertainty is Inevitable PRESENT 
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Appendix G 

Wave 5: December 8th, 2021 – December 22nd, 2021 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner ABSENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  PRESENT 
Best Practice #3: Be Proactive  PRESENT  
Best Practice #4: Focus on the People  PRESENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  PRESENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  PRESENT 
Best Practice #7: Communicate with Compassion and Empathy  PRESENT 
Best Practice #8: Be Clear and Concise  PRESENT 
Best Practice #9: Strive for Inclusivity and Diversity PRESENT 
Best Practice #10: Build Trust and Credibility  PRESENT 
Best Practice #11: Communicate in a Coordinated Fashion PRESENT 
Best Practice #12: Recognize that Uncertainty is Inevitable PRESENT 
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Appendix H 

Wave 6: March 1st, 2022 – March 15th, 2022 

Best Practice Status 
Best Practice #1: Provide Information in a Timely Manner ABSENT 
Best Practice #2: Health Care and Policy Advised by the Best Available Evidence  ABSENT 
Best Practice #3: Be Proactive  ABSENT 
Best Practice #4: Focus on the People  ABSENT 
Best Practice #5: One Prominent Voice Leading the Information Charge  ABSENT 
Best Practice #6: Be Truthful, Honest, Open, Transparent  ABSENT 
Best Practice #7: Communicate with Compassion and Empathy  ABSENT 
Best Practice #8: Be Clear and Concise  ABSENT 
Best Practice #9: Strive for Inclusivity and Diversity ABSENT 
Best Practice #10: Build Trust and Credibility  ABSENT 
Best Practice #11: Communicate in a Coordinated Fashion ABSENT 
Best Practice #12: Recognize that Uncertainty is Inevitable ABSENT 
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Appendix I 

Phase 1: Literature Used in the Inductive Content Analysis 

Source 
No. 

Source 
Type 

Author(s) Year Title Journal 
Title/Main 

Source 
1 Peer-

Reviewed 
Journal 
Article 

S. Ratzan, S. 
Sommariva & L. 
Rauh 
 

2020 Enhancing global health 
communication during a crisis: 
Lessons from the COVID-19 
pandemic 

Public Health 
Research & 
Practice 

2 Peer-
Reviewed 
Journal 
Article 

Vincent T. 
Covello 

2003 Best Practices in Public Health Risk 
and Crisis Communication 

Journal of 
Health 
Communication 

3 Editorial 
Article 

Sara Heath 2020 3 Key Best Practices for Public Health 
Communication, Education 

Xtelligent – 
Health Care 
Media 

4 Document 
from 
Website 

TSNE Partners 
in Social Change 
Communications 
Team 

2020 Communications Best Practices 
During the COVID-19 Pandemic 

TSNE Partners 
in Social Change 

5 Document 
from 
Website 

Paul A. Argenti 2020 Communicating Through the 
Coronavirus Crisis 

Harvard 
Business 
Review 

6 Report World Health 
Organization 

2004 Outbreak communication: Best 
practices for communicating with the 
public during an outbreak 

World Health 
Organization 

7 Report World Health 
Organization 

2017 WHO Strategic Communications 
Framework for effective 
communications 

World Health 
Organization 

8 Peer-
Reviewed 
Journal 
Article 

B. Henry 2018 Canadian Pandemic Influenza 
Preparedness: Communications 
strategy 

Canada 
Communicable 
Disease Report 

9 Peer-
Reviewed 
Journal 
Article 

M. Perleth, E. 
Jakubowski & 
R. Busse 

2001 What is ‘best practice’ in health care? 
State of the art and perspectives in 
improving the effectiveness and 
efficiency of the European health care 
systems 

Health Policy 

10 Peer-
Reviewed 
Journal 
Article 

B. Hyland-
Wood, J. 
Gardner, J. 
Leask & U. K. 
H. Ecker 

2021 Toward effective government 
communication strategies in the era of 
COVID-19 

Humanities and 
Social Sciences 
Communications 


