



The Impact of Health Marketing Strategies in Developed, Developing and Underdeveloped Countries

Abstract
This study examines how health marketing strategies differ across developed, developing, and underdeveloped countries, with particular attention to the roles of technology, infrastructure, socio-economic conditions, and cultural context. Using a comparative secondary-data approach, the study synthesizes evidence from international reports, case-based evidence, and published literature to evaluate patterns in government investment, digital health penetration, campaign reach, public trust, health behavior change, and cultural influences on campaign effectiveness. The findings indicate that developed countries benefit from stronger digital infrastructure, higher health and digital literacy, broader telemedicine adoption, and greater public-sector funding, which together enhance the reach and effectiveness of health marketing interventions. In contrast, developing and underdeveloped countries continue to depend more heavily on radio, community outreach, mobile messaging, and externally supported campaigns because of infrastructural limitations, affordability barriers, and lower literacy levels. The analysis also shows that cultural and religious institutions may act not only as barriers but also as enablers when campaigns are adapted to local values and trusted intermediaries. The study concludes that health marketing cannot be standardized across all contexts; rather, it must be tailored to country conditions, especially in the post-COVID era, where digital health adoption has accelerated unevenly across regions. The paper offers practical implications for policymakers, public health institutions, and health communicators seeking to design more context-sensitive and effective health marketing strategies.
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1. Introduction
Health marketing refers to the strategic use of marketing principles, communication tools, and behavioral insights to promote healthy practices, improve public awareness, and support disease prevention among different population groups (Smith, 2010; Murshid & Mohaidin, 2017). It has become an increasingly important component of public health because many contemporary health challenges, including vaccination uptake, chronic disease prevention, maternal health, hygiene promotion, and anti-smoking campaigns, require not only medical intervention but also effective communication and behavior change strategies. Yet the success of health marketing is not universal. It is shaped by the broader environment in which communication takes place, including healthcare infrastructure, literacy levels, digital access, socio-economic inequality, and cultural norms (Peters et al., 2008; Sheth, 2011).
This issue becomes particularly important when comparing developed, developing, and underdeveloped countries. Developed countries generally possess stronger healthcare systems, wider internet access, higher health literacy, and greater capacity to use digital communication tools such as social media, mobile applications, websites, telemedicine, and personalized digital campaigns (Murshid & Mohaidin, 2017). These conditions support greater campaign reach, better audience segmentation, and stronger public engagement. In contrast, developing and underdeveloped countries often face major structural constraints, including limited infrastructure, low digital literacy, affordability barriers, and uneven access to healthcare services. In such settings, health marketing frequently depends on lower-cost and more direct communication methods such as radio, SMS messaging, face-to-face outreach, and community health workers (Coreil, 1997; Peters et al., 2008). The need to study these differences has become even more urgent in the post-COVID era. The pandemic accelerated the use of digital communication, teleconsultation, and mobile-based public health messaging across the world. However, this transition was uneven. In developed countries, digital platforms were rapidly integrated into mainstream public health communication. In many developing and underdeveloped settings, digital adoption also increased, but its effectiveness was constrained by connectivity, affordability, trust, and institutional readiness (Syed et al., 2012). This uneven transformation demonstrates that health marketing cannot be treated as a one-size-fits-all model. Rather, it must be understood as a context-dependent process shaped by national development level and local social realities.
Existing scholarship has discussed health communication, social marketing, digital health, and healthcare access in specific regions, but fewer studies provide a broad comparative analysis across different development contexts. A comparative perspective is valuable because it helps explain why similar health campaigns produce different outcomes across settings. It also clarifies how structural conditions, technological readiness, public trust, and cultural interpretation jointly shape campaign success or failure (Douglas & Craig, 2011; Sheth, 2011). Accordingly, this paper undertakes a comparative analysis of health marketing strategies in developed, developing, and underdeveloped countries. It focuses on the relationship between communication methods, technological penetration, public funding, accessibility barriers, public trust, and cultural influences on campaign effectiveness. It also pays special attention to the role of mHealth and telemedicine, both of which have become more prominent in global health communication after COVID-19 (Acheampong et al., 2023).
The specific objectives of the study are as follows:
1. To compare health marketing strategies in developed, developing, and underdeveloped countries. 
2. To examine the influence of digital technology, including mHealth and telemedicine, on health marketing effectiveness. 
3. To assess the role of socio-economic and cultural factors in shaping public response to health campaigns. 
4. To identify the major barriers affecting the implementation and reach of health marketing in different country contexts. 
5. To provide context-sensitive recommendations for improving health marketing strategies globally. 
This study is significant because it addresses an important gap in the comparative understanding of health marketing across varied development settings. Public health campaigns are most effective when they are aligned with the capabilities, needs, and trust structures of the target population. Therefore, a clearer understanding of how health marketing operates under different socio-economic and cultural conditions can contribute to more effective policy design, better communication practice, and more equitable public health outcomes globally (Peters et al., 2008; Douglas & Craig, 2011).
2. Literature Review
Health marketing strategies vary across regions because they are shaped by differing levels of economic development, digital infrastructure, healthcare access, literacy, and social context (Peters et al., 2008; Sheth, 2011). The literature shows that health communication is most effective when it is adapted to the communication environment and behavioral realities of the target audience rather than transferred directly from one setting to another (Douglas & Craig, 2011). For clarity, this review is organized into four themes: health marketing in developed countries, health marketing in developing countries, digital health and mHealth, and the cultural and structural factors influencing campaign effectiveness.
2.1 Health Marketing in Developed Countries
In developed countries, health marketing benefits from strong institutional support, stable healthcare systems, and advanced technological infrastructure (Murshid & Mohaidin, 2017). Public health institutions in these settings can use social media platforms, websites, targeted mobile applications, patient portals, and telemedicine services to reach audiences more precisely and efficiently. Such strategies support campaigns on smoking cessation, obesity prevention, vaccination, chronic disease management, and preventive screening (Smith, 2010). A key strength in these settings is the ability to segment audiences by demographic and behavioral characteristics, which improves message relevance and engagement. At the same time, the literature also shows that technological sophistication does not remove all barriers. Even in developed countries, highly digitized communication may exclude elderly populations, low-income groups, or individuals with limited digital skills. This suggests that digital advancement enhances effectiveness, but only when inclusiveness is also considered in campaign design (Murshid & Mohaidin, 2017).
2.2 Health Marketing in Developing Countries
Developing countries face a more mixed communication landscape. Mobile penetration and internet use have expanded in many such countries, but access remains uneven across rural and urban areas, and across socio-economic groups (Peters et al., 2008). Consequently, health marketing in these settings often combines digital and traditional channels. Radio, print materials, community meetings, community health workers, and SMS-based communication remain important because they are relatively affordable and can reach audiences that are not consistently online (Coreil, 1997; Dholakia, 2014). The literature suggests that community-based communication is especially important in developing settings because public trust is often rooted in interpersonal networks and local leadership structures (Coreil, 1997). Mobile-based interventions have also shown promise in maternal health, immunization reminders, and awareness messaging, but their performance is still constrained by literacy, device access, unstable networks, and institutional limitations (Peters et al., 2008; Sheth, 2011). As a result, developing countries often demonstrate partial digital adoption rather than complete digital transformation in health marketing.
2.3 Digital Health, mHealth, and Telemedicine
Digital health has become increasingly central to health marketing, especially through mHealth and telemedicine. mHealth refers to the use of mobile devices, SMS systems, applications, and related technologies to provide health information, reminders, and support for health management. Telemedicine expands health communication through remote consultation and follow-up services, making it possible to connect health providers and patients across distance (Acheampong et al., 2023). In developed countries, these tools are often integrated into broader healthcare delivery systems and are used not only for treatment support but also for preventive health communication and sustained patient engagement (Murshid & Mohaidin, 2017). In developing and underdeveloped countries, mHealth is often more feasible than other digital formats because mobile devices are more widespread than broadband-dependent technologies. SMS-based systems and low-data communication channels may therefore function as practical tools for public health outreach (Peters et al., 2008). The post-COVID period accelerated telemedicine and digital health messaging globally, but the extent of adoption remains uneven and strongly dependent on affordability, infrastructure, policy support, and digital literacy (Syed et al., 2012).
2.4 Cultural, Social, and Structural Influences
Health marketing is shaped not only by technology and funding, but also by cultural acceptance, social trust, and the structural ability of people to act on health advice. Poverty, low literacy, weak healthcare systems, and transport or connectivity barriers may reduce the practical effect of even well-designed campaigns (Peters et al., 2008). Similarly, messages that conflict with local values, religious interpretations, or family norms may face resistance (Mascayano et al., 2015). However, culture should not be viewed only as a barrier. Local leaders, religious institutions, community elders, and existing social networks can also positively support health campaigns when communication is framed in culturally respectful ways. This is especially important in lower-resource settings, where trusted intermediaries may be more influential than official mass communication alone (Douglas & Craig, 2011). Thus, cultural context can either limit or strengthen health marketing depending on the design and delivery of the intervention.
2.5 Literature Gap
Although earlier studies provide useful insight into health communication, health access, social marketing, and digital health, the literature remains fragmented. Much of the work focuses on specific countries, individual campaign types, or isolated digital tools. Fewer studies bring together digital access, funding structures, communication channels, public trust, cultural context, and campaign effectiveness within one comparative framework spanning developed, developing, and underdeveloped countries. This study seeks to address that gap through a broader comparative analysis.
3. Research Methodology
3.1 Research Design
This study adopts a comparative descriptive design based on secondary data analysis. The purpose is to compare major dimensions of health marketing across developed, developing, and underdeveloped countries using published international data and relevant scholarly evidence. The design is appropriate because the study aims to identify cross-context patterns in health marketing systems, communication delivery, digital access, funding, trust, and behavioral outcomes rather than test causal hypotheses through primary fieldwork.
3.2 Data Sources
The study uses secondary data drawn from institutional reports and published sources referenced in the tables and discussion. These include data attributed to the World Health Organization, International Telecommunication Union, UNESCO, United Nations Development Programme, World Bank, and other global reporting bodies, alongside relevant scholarly literature on health marketing, health communication, and digital health (Murshid & Mohaidin, 2017; Peters et al., 2008; WHO, 2023; ITU, 2023; UNDP, 2023; World Bank, 2023). These sources were selected because they provide comparative information on government spending, digital health use, literacy, accessibility barriers, public trust, and campaign outcomes.
3.3 Unit of Analysis
The analysis is organized around three broad contextual groupings:
1. Developed countries 
2. Developing countries 
3. Underdeveloped countries 
These categories are used as comparative analytical groupings to identify broad regional patterns. They are not intended to deny variation within countries, but to provide a structured basis for interpreting relative differences in health marketing conditions and outcomes.
3.4 Variables Examined
The study compares the following major dimensions of health marketing:
· Government investment in health marketing 
· Internet and mobile health technology penetration 
· Effectiveness of mHealth campaigns 
· General literacy and digital literacy 
· Campaign reach by communication medium 
· Health behavior change after campaigns 
· Campaign funding sources 
· Effectiveness across target populations 
· Accessibility barriers to digital health tools 
· Healthcare system access 
· Public trust in campaigns 
· Cultural influences on campaign effectiveness 
These variables were selected because together they represent the structural, technological, behavioral, and social conditions that influence health marketing effectiveness.
3.5 Method of Analysis
The study applies a comparative statistical interpretation of tabulated secondary indicators. The analysis does not use inferential statistical testing, because the available data consist of aggregated cross-context indicators rather than raw respondent-level datasets. Instead, descriptive comparison is used to identify relative differences, similarities, and patterns across the three country groupings. The interpretation of findings is supported by literature-based explanation, allowing the analysis to connect quantitative comparison with conceptual understanding from prior studies (Douglas & Craig, 2011; Sheth, 2011).
3.6 Research Rationale
This methodology directly addresses the study objectives because it allows systematic comparison across multiple dimensions of health marketing while remaining transparent about the nature of the available data. It is particularly suitable for a study concerned with broad international patterns rather than micro-level causal estimation.
4. Result
The analysis presented in this section compares major dimensions of health marketing across developed, developing, and underdeveloped countries. The findings show that differences in funding, digital access, literacy, public trust, healthcare capacity, and cultural context significantly shape the effectiveness of health communication strategies.
Table 1. Government Investment in Health Marketing (USD)
	Region
	Average Annual Government Investment (USD)
	% of GDP Allocated to Health Marketing
	Top Health Campaigns Supported

	Developed Countries
	$568 million
	0.68%
	Vaccination, Obesity, Smoking Cessation

	Developing Countries
	$128 million
	0.42%
	Maternal Health, Malaria Prevention

	Underdeveloped Countries
	$16 million
	0.12%
	Hygiene Education, Clean Water


Source: World Health Organization (WHO) Global Health Financing Report (2023)

Fig 1- Global Distribution of Government Investment in Health Marketing (USD 
As shown in Table 1, developed countries allocate substantially more financial resources to health marketing than developing and underdeveloped countries. Developed countries report average annual government investment of USD 568 million and 0.68% of GDP allocated to health marketing, while the corresponding figures fall to USD 128 million and 0.42% in developing countries, and to USD 16 million and 0.12% in underdeveloped countries (WHO, 2023). This gap demonstrates that stronger public financing supports more extensive and diversified health communication systems. It also helps explain why developed countries are better positioned to run large-scale campaigns around vaccination, smoking cessation, and obesity, whereas underdeveloped countries remain concentrated on basic public health priorities such as hygiene and clean water.
Table 2. Internet and Mobile Health Technology Penetration
	Region
	Internet Penetration (%)
	Mobile Health App Usage (%)
	Mobile Phone Ownership (%)
	Telemedicine Usage (%)

	Developed Countries
	92.6%
	75.4%
	97.1%
	58.7%

	Developing Countries
	62.4%
	35.9%
	85.2%
	22.3%

	Underdeveloped Countries
	37.6%
	9.4%
	66.3%
	7.2%


Source: International Telecommunication Union (ITU) ICT Development Report (2023

Fig 2- Global Distribution of Internet and Mobile Health Technology Penetration
Table 2 indicates that internet penetration, mobile health app usage, and telemedicine use are highest in developed countries and lowest in underdeveloped countries (ITU, 2023). This finding is important because digital health marketing depends not merely on device ownership but also on internet quality, usability, and institutional adoption. Developed countries report 92.6% internet penetration and 58.7% telemedicine usage, suggesting that digital channels are well integrated into health communication. In contrast, underdeveloped countries report only 37.6% internet penetration and 7.2% telemedicine use, which sharply limits the reach of app-based and platform-based health campaigns.
Table 3. Mobile Health (mHealth) Campaigns Effectiveness
	Region
	Campaign Reach (%)
	Engagement Rate (%)
	Health Outcomes Improved (%)
	Key Areas of Focus

	Developed Countries
	81.2%
	71.5%
	47.3%
	Chronic Disease, Obesity

	Developing Countries
	61.8%
	55.6%
	22.9%
	Maternal Health, Malaria

	Underdeveloped Countries
	43.7%
	33.8%
	12.4%
	Immunization, Hygiene


Source: Centers for Disease Control and Prevention (CDC) Health Campaign Effectiveness Study (2023)

Fig  3- The effectiveness of mobile health (mHealth) campaigns  
The data in Table 3 show that mHealth campaigns are most effective in developed countries, where campaign reach, engagement, and health outcomes are all higher than in the other two contexts (CDC, 2023). Campaign reach is 81.2% in developed countries compared with 61.8% in developing countries and 43.7% in underdeveloped countries. This pattern suggests that mHealth is most successful where it is supported by broader system readiness, including digital literacy, affordability, and health system integration. In lower-resource settings, mHealth remains useful, but its impact is moderated by weak infrastructure and lower user capability.
Table 4. Digital Literacy Rate by Region
	Region
	Literacy Rate (%)
	Mobile Health App Literacy (%)
	Digital Media Literacy (%)
	Barriers to Access & Adoption

	Developed Countries
	93.4%
	77.8%
	84.5%
	Digital Divide, Elderly Users

	Developing Countries
	65.9%
	52.4%
	58.7%
	Internet Access, Education

	Underdeveloped Countries
	43.1%
	19.3%
	32.4%
	Poverty, Lack of Infrastructure


Source: UNESCO Institute for Statistics (UIS) Global Literacy Report (2023)

Fig  4- Regional Distribution of Digital Literacy Rate 
Table 4 highlights that both literacy and digital literacy differ sharply across the three country groups (UNESCO, 2023). Developed countries report high literacy and high app-related digital literacy, which strengthens public engagement with digital campaigns. Developing countries occupy an intermediate position, while underdeveloped countries face significantly lower literacy and digital readiness. This finding is critical because health communication may fail not because messages are absent, but because audiences lack the educational and technological capacity to interpret and act on them effectively.
Table 5. Government Health Campaign Reach by Medium
	Region
	Social Media (%)
	Radio (%)
	Print Media (%)
	Face-to-Face Outreach (%)
	Mobile Messaging (%)

	Developed Countries
	64.7%
	14.9%
	6.8%
	12.4%
	42.1%

	Developing Countries
	38.2%
	48.5%
	23.7%
	33.4%
	26.6%

	Underdeveloped Countries
	7.9%
	54.2%
	35.1%
	46.5%
	9.6%


Source: Global Health Communication Network (GHCN) Annual Report (2023)

Fig 5- Distribution of Health Campaign Medium Reach by Government
The communication-channel comparison in Table 5 reveals one of the clearest structural differences in global health marketing. Developed countries rely most heavily on social media, while developing and underdeveloped countries depend more strongly on radio, face-to-face outreach, and other traditional channels (GHCN, 2023). This confirms that communication medium must align with audience accessibility. In lower-resource settings, traditional and interpersonal methods remain indispensable rather than outdated. Mobile messaging also has value, but its effectiveness depends on literacy, network access, and device availability.
Table 6. Health Behavior Change Indicators Post-Campaign
	Region
	Pre-Campaign Health Behavior (%)
	Post-Campaign Health Behavior (%)
	Key Indicators of Change

	Developed Countries
	48.3%
	72.5%
	Smoking cessation, Vaccination

	Developing Countries
	29.6%
	52.9%
	Maternal Health, Malaria

	Underdeveloped Countries
	14.7%
	32.8%
	Hygiene, Immunization


Source: United Nations Development Programme (UNDP) Health and Behavior Report (2023)

Fig  6- Regional Distribution of Post-Campaign Health Behavior Change 
Table 6 shows that post-campaign improvements in health behavior are greatest in developed countries and weakest in underdeveloped countries (UNDP, 2023). Developed countries improve from 48.3% pre-campaign positive health behavior to 72.5% post-campaign, while underdeveloped countries improve from 14.7% to 32.8%. These differences suggest that the success of health marketing depends not only on message delivery but also on the presence of enabling systems such as access to care, follow-up support, and socio-economic capacity to adopt healthier practices.
Table 7. Health Campaign Funding Sources by Region
	Region
	Government (%)
	International Aid (%)
	Private Sector (%)
	Community-Based (%)

	Developed Countries
	75.3%
	6.7%
	14.2%
	3.8%

	Developing Countries
	46.5%
	40.3%
	9.1%
	12.7%

	Underdeveloped Countries
	18.2%
	58.4%
	12.6%
	20.8%


Source: Global Health Partnership (2023)

Fig 7- Regional Distribution of Health Campaign Funding Sources 
According to Table 7, developed countries are primarily government-funded in health marketing, whereas developing and especially underdeveloped countries rely much more heavily on international aid and community-based contributions (Global Health Partnership, 2023). This has important implications for sustainability. Greater dependence on external funding may weaken continuity, constrain local ownership, and reduce long-term strategic planning in lower-resource contexts.
Table 8. Health Marketing Campaign Effectiveness by Target Population
	Region
	Urban (%)
	Rural (%)
	Elderly (%)
	Youth (%)
	Low-Income (%)

	Developed Countries
	83.1%
	67.2%
	55.4%
	78.3%
	63.5%

	Developing Countries
	62.4%
	52.6%
	42.9%
	67.1%
	49.7%

	Underdeveloped Countries
	38.5%
	28.7%
	18.2%
	36.7%
	42.3%


Source: World Health Survey Report (2023)

Fig  8-  Distribution of  effectiveness of health marketing campaigns regionally
Table 8 demonstrates that campaign effectiveness varies across demographic groups even within the same development category. Urban and youth populations generally show higher engagement than rural and elderly populations across all settings (World Health Survey Report, 2023). This suggests that health marketing requires more targeted segmentation. Vulnerable groups, including elderly and rural populations, continue to be less effectively reached, especially in developing and underdeveloped countries.
Table 9. Digital Health Tools and Accessibility Barriers
	Region
	Infrastructure Barriers (%)
	Affordability Barriers (%)
	Literacy Barriers (%)
	Technological Barriers (%)

	Developed Countries
	13.7%
	9.6%
	7.2%
	9.5%

	Developing Countries
	41.2%
	53.1%
	33.5%
	39.7%

	Underdeveloped Countries
	60.8%
	67.9%
	52.4%
	64.1%


Source: United Nations Development Programme (UNDP) Technology Accessibility Report (2023)

Fig  9-  Various barriers obstructing digital health tools across regions
The barriers presented in Table 9 show that infrastructure, affordability, literacy, and technological limitations all rise sharply as one moves from developed to underdeveloped settings (UNDP, 2023). Underdeveloped countries report the highest barriers across all four dimensions. These results reinforce the conclusion that digital health access is not merely a technological issue; it is also a socio-economic and structural issue.
Table 10. Healthcare System Access and Influence on Campaign Effectiveness
	Region
	Healthcare Access (%)
	Private Healthcare (%)
	Public Healthcare (%)
	Primary Health Worker Access (%)

	Developed Countries
	92.3%
	65.8%
	87.5%
	94.7%

	Developing Countries
	71.4%
	42.9%
	56.2%
	72.4%

	Underdeveloped Countries
	47.5%
	22.1%
	38.9%
	48.8%


Source: World Health Organization (WHO) Health System Access Report (2023)

Fig  10-Influence of Healthcare System Access on Campaign Effectiveness
As shown in Table 10, healthcare access is strongly associated with the likely effectiveness of health campaigns (WHO, 2023). Developed countries report broad access to healthcare and high primary health worker access, which increases the practical utility of public health messages. In underdeveloped countries, weak healthcare access reduces the capacity of individuals to act on information even when awareness is achieved.
Table 11. Public Perception of Health Campaigns
	Region
	Trust in Government Health Campaigns (%)
	Trust in Private Sector Health Campaigns (%)
	Perceived Effectiveness of Campaigns (%)

	Developed Countries
	78.5%
	67.4%
	75.6%

	Developing Countries
	58.3%
	43.7%
	57.1%

	Underdeveloped Countries
	41.9%
	27.3%
	39.2%


Source: World Bank Public Health Survey (2023)

Fig 11- Perception of the Public toward Health Campaigns
Public trust is another important determinant. Table 11 shows that trust in government and private-sector health campaigns is highest in developed countries and lowest in underdeveloped countries (World Bank, 2023). Where public trust is low, message reception and campaign credibility are weakened. This indicates that health marketing success depends not only on communication intensity but also on the legitimacy of the institutions delivering the message.
Table 12. Cultural Factors and Health Campaign Effectiveness
	Region
	Cultural Acceptance (%)
	Resistance to Health Messages (%)
	Influence of Local Beliefs (%)
	Role of Religious Institutions (%)

	Developed Countries
	85.2%
	7.6%
	12.8%
	6.4%

	Developing Countries
	71.4%
	21.2%
	38.3%
	30.1%

	Underdeveloped Countries
	51.7%
	38.4%
	60.9%
	45.3%


Source: United Nations Development Programme (UNDP) Cultural Influence on Health Report (2023)

Fig  12- Impact of Cultural Factors on Health Campaign Effectiveness
The findings in Table 12 demonstrate that cultural acceptance declines and resistance rises from developed to underdeveloped countries (UNDP, 2023). However, these results should not be interpreted only negatively. In developing and underdeveloped countries, local beliefs and religious institutions have a stronger role in shaping health attitudes. While this may create resistance when campaigns are poorly aligned with local context, it may also create opportunities for stronger campaign acceptance when local leaders and community institutions are engaged constructively (Douglas & Craig, 2011; Mascayano et al., 2015). Thus, culture can operate as either a barrier or an enabling force.
5. Discussion
The findings confirm that health marketing strategies cannot be evaluated independently of development context. Developed countries perform better across nearly all dimensions examined in this study, including public financing, digital penetration, telemedicine use, digital literacy, campaign reach, and post-campaign behavior change. These conditions allow health campaigns to be more precisely targeted and more deeply integrated into formal healthcare systems (Murshid & Mohaidin, 2017; Smith, 2010). This explains why digital-first health communication strategies are more effective in these settings.
By contrast, developing countries face transitional conditions. They have greater digital capacity than underdeveloped countries but still experience considerable constraints. Their health marketing strategies are therefore hybrid in nature, combining digital tools with radio, community outreach, and SMS-based methods. This supports earlier work showing that developing-country communication systems often reflect innovation under constraint rather than full-scale digital transformation (Peters et al., 2008; Dholakia, 2014). The findings also suggest that health marketing in these settings becomes more effective when communication uses accessible platforms and trusted intermediaries rather than depending exclusively on app-based or internet-intensive systems. Underdeveloped countries face the deepest barriers. Weak infrastructure, limited healthcare access, lower literacy, reduced trust, and financial dependence all constrain campaign effectiveness. In these settings, traditional communication methods and interpersonal outreach remain especially important. This does not mean digital health has no role; rather, it means digital health must be introduced realistically and gradually, in ways that match existing infrastructure and literacy conditions. The data suggest that communication strategies which ignore these realities are unlikely to succeed.
One important contribution of this study is its treatment of cultural influence as both a challenge and an opportunity. The original tendency in many comparative discussions is to frame culture primarily as resistance. However, the present findings suggest a more balanced interpretation. In lower-resource contexts, religious institutions, community norms, and local leadership structures may hinder campaign uptake when messages appear externally imposed or culturally insensitive. At the same time, these same institutions may strengthen public trust and improve dissemination when campaigns are framed through culturally acceptable channels (Douglas & Craig, 2011; Mascayano et al., 2015). Thus, the issue is not whether culture matters, but whether campaigns are designed in a culturally responsive way. The study also highlights the growing relevance of mHealth and telemedicine, especially after COVID-19. The pandemic accelerated the use of digital health tools worldwide, including in settings that had previously relied mainly on physical and community-based communication. However, the uneven pattern of adoption shows that digital expansion alone is insufficient. Effective post-COVID health marketing depends on the interaction between technology and context. Telemedicine, for example, may improve health communication reach in developing countries, but only if supported by affordability, internet access, user trust, and some degree of digital literacy (Acheampong et al., 2023; Syed et al., 2012).
Another important insight concerns sustainability. Developed countries rely mainly on public financing, whereas underdeveloped countries are much more dependent on international aid and community contributions. This has consequences for continuity and ownership. Health marketing systems that depend primarily on external support may struggle to sustain long-term campaigns, respond flexibly to local needs, or build strong institutional trust. Therefore, strengthening domestic health communication capacity should be treated as a strategic objective in lower-resource settings. The findings support the argument that health marketing should be context-specific, multi-channel, and socially embedded. Digital innovation is important, but it cannot replace the need for trusted communication pathways, accessible design, and structural support for behavior change.
6. Conclusion
This study examined health marketing strategies across developed, developing, and underdeveloped countries using a comparative secondary-data framework. The findings show that health marketing effectiveness is shaped by the combined influence of public investment, digital infrastructure, healthcare access, literacy, public trust, and cultural context. Developed countries perform more strongly because they benefit from well-funded health systems, broad digital penetration, higher literacy, and stronger institutional support for telemedicine and mHealth. These conditions make digital health communication more effective and more scalable. Developing countries demonstrate partial digital advancement but still depend substantially on hybrid communication strategies that combine digital and traditional methods. Their experience shows that mobile messaging, community outreach, and radio remain relevant when digital access is uneven. Underdeveloped countries face the strongest constraints, including low healthcare access, weak infrastructure, affordability barriers, and lower public trust. In these settings, health marketing remains most effective when it is community-oriented, culturally grounded, and supported by trusted local intermediaries. The study also concludes that cultural factors should not be viewed only as obstacles. When campaigns are adapted to local beliefs, languages, and social structures, cultural institutions can support message acceptance and improve campaign legitimacy. Likewise, the post-COVID growth of telemedicine and mHealth offers important opportunities, but these opportunities will remain uneven unless supported by investment in infrastructure, literacy, and affordability. In practical terms, the study contributes to the literature by showing that health marketing cannot be standardized across all development contexts. Its design and delivery must reflect the structural and cultural realities of the target population. Policymakers and public health communicators should therefore adopt context-sensitive, multi-channel strategies that combine digital innovation with trusted offline communication systems. Such an approach is essential for improving campaign effectiveness and advancing more equitable global health outcomes.
7. Limitations of the Study
This study has several limitations. First, it is based on secondary data, which means the analysis depends on the quality, comparability, and reporting approaches of existing institutional sources. Second, the use of broad categories such as developed, developing, and underdeveloped countries helps comparison but may overlook important differences within each category. Third, the analysis is descriptive and comparative rather than causal, so it identifies patterns and relationships but does not establish cause-and-effect mechanisms. Fourth, some reported indicators originate from different institutions and may reflect variations in measurement frameworks. Future research may strengthen this area by using country-level datasets, longitudinal designs, or mixed-method approaches that combine comparative statistics with field-based evidence from specific health campaigns.
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Literacy Rate (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.93400000000000005	0.65900000000000003	0.43099999999999999	Mobile Health App Literacy (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.77800000000000002	0.52400000000000002	0.193	Digital Media Literacy (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.84499999999999997	0.58699999999999997	0.32400000000000001	



Developed Countries	
Social Media (%)	Radio (%)	Print Media (%)	Face-to-Face Outreach (%)	Mobile Messaging (%)	0.64700000000000002	0.14899999999999999	6.8000000000000005E-2	0.124	0.42099999999999999	Developing Countries	
Social Media (%)	Radio (%)	Print Media (%)	Face-to-Face Outreach (%)	Mobile Messaging (%)	0.38200000000000001	0.48499999999999999	0.23699999999999999	0.33400000000000002	0.26600000000000001	Underdeveloped Countries	
Social Media (%)	Radio (%)	Print Media (%)	Face-to-Face Outreach (%)	Mobile Messaging (%)	7.9000000000000001E-2	0.54200000000000004	0.35099999999999998	0.46500000000000002	9.6000000000000002E-2	



Pre-Campaign Health Behavior (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.48299999999999998	0.29599999999999999	0.14699999999999999	Post-Campaign Health Behavior (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.72499999999999998	0.52900000000000003	0.32800000000000001	



Developed Countries	
Government (%)	International Aid (%)	Private Sector (%)	Community-Based (%)	0.753	6.7000000000000004E-2	0.14199999999999999	3.7999999999999999E-2	Developing Countries	
Government (%)	International Aid (%)	Private Sector (%)	Community-Based (%)	0.46500000000000002	0.40300000000000002	9.0999999999999998E-2	0.127	Underdeveloped Countries	
Government (%)	International Aid (%)	Private Sector (%)	Community-Based (%)	0.182	0.58399999999999996	0.126	0.20799999999999999	



Developed Countries	
Urban (%)	Rural (%)	Elderly (%)	Youth (%)	Low-Income (%)	0.83099999999999996	0.67200000000000004	0.55400000000000005	0.78300000000000003	0.63500000000000001	Developing Countries	
Urban (%)	Rural (%)	Elderly (%)	Youth (%)	Low-Income (%)	0.624	0.52600000000000002	0.42899999999999999	0.67100000000000004	0.497	Underdeveloped Countries	
Urban (%)	Rural (%)	Elderly (%)	Youth (%)	Low-Income (%)	0.38500000000000001	0.28699999999999998	0.182	0.36699999999999999	0.42299999999999999	



Developed Countries	
Infrastructure Barriers (%)	Affordability Barriers (%)	Literacy Barriers (%)	Technological Barriers (%)	0.13700000000000001	9.6000000000000002E-2	7.1999999999999995E-2	9.5000000000000001E-2	Developing Countries	
Infrastructure Barriers (%)	Affordability Barriers (%)	Literacy Barriers (%)	Technological Barriers (%)	0.41199999999999998	0.53100000000000003	0.33500000000000002	0.39700000000000002	Underdeveloped Countries	
Infrastructure Barriers (%)	Affordability Barriers (%)	Literacy Barriers (%)	Technological Barriers (%)	0.60799999999999998	0.67900000000000005	0.52400000000000002	0.64100000000000001	



Developed Countries	
Healthcare Access (%)	Private Healthcare (%)	Public Healthcare (%)	Primary Health Worker Access (%)	0.92300000000000004	0.65800000000000003	0.875	0.94699999999999995	Developing Countries	
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Trust in Government Health Campaigns (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.78500000000000003	0.58299999999999996	0.41899999999999998	Trust in Private Sector Health Campaigns (%)	
Developed Countries	Developing Countries	Underdeveloped Countries	0.67400000000000004	0.437	0.27300000000000002	Perceived Effectiveness of Campaigns (%)	
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Cultural Acceptance (%)	Resistance to Health Messages (%)	Influence of Local Beliefs (%)	Role of Religious Institutions (%)	0.85199999999999998	7.5999999999999998E-2	0.128	6.4000000000000001E-2	Developing Countries	
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% of GDP Allocated to Health Marketing	
Developed Countries	Developing Countries	Underdeveloped Countries	6.7999999999999996E-3	4.1999999999999997E-3	1.1999999999999999E-3	

Developed Countries	
Internet Penetration (%)	Mobile Health App Usage (%)	Mobile Phone Ownership (%)	Telemedicine Usage (%)	0.92600000000000005	0.754	0.97099999999999997	0.58699999999999997	Developing Countries	
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Developed Countries	
Campaign Reach (%)	Engagement Rate (%)	Health Outcomes Improved (%)	0.81200000000000006	0.71499999999999997	0.47299999999999998	Developing Countries	
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