CAN WE TALK? COLLABORATING IN HEALTH LITERACY 

There are several ways that coalition colleagues or other adult education researchers may be able to improve health literacy in adult learners in Canada. A colleague and I piloted a series of one-day workshops (Moody & Rose, 2004) that acted as a stimulus for building relationships in 16 communities in rural and urban Canada. I found however that subsequent steps to collaborate together relied mainly on the initiative and interest of each participant. Funding and more time for negotiation, communication, trust building, candid information sharing, cultivation, and teamwork are ways to enhance outcomes (Cervero, 1992 and 2006; Donaldson & Kozoll, 1999). However, literacy leaders do not often have the luxury of developmental grants to seed community outreach. My own study in 2003 and 2004 with 361 health and literacy educators in a series of 15 workshops across a Canadian province involved many of the above factors. Other researchers may find different results by changing the criteria for participant selection to include a readiness scale that would reflect their interest or capacity for change, or willingness to act as a change agent in their home settings. Tips for collaboration, a model for health literacy improvement,  and recommended resources follow.
Enhance Readiness to Learn about Health Literacy

The majority of participants from both literacy and health sectors cited personal motivation as the chief factor that prompted them to participate in this study. The surveys showed that most went back to their workplaces and trained others or changed local materials. Why? Who will lead the change process to improve health literacy, if health and literacy educators are not up to the task?  Since most learners and program funders focus on employment preparation and academic credentials when they enroll in adult literacy programs, practitioners may simply have been reflecting their learner-centred bias by relegating the area of health literacy for later consideration. 

When they are trying to address learner personal goals or employment outcomes, health topics may not be a pressing priority in their programs or may be better addressed by referrals to the experts. As Quigley (2006) reminds educators: "Therefore, learning needs to be relevant—relevant to the tasks that adults must deal with" (p. 121). Incorporating more input from learners themselves should attract subsequent action from the practitioners with whom they work.

Empower Learner Leaders


In the community health literacy workshops, we invited learners to speak at each workshop and follow-up focus group. In the concept paper and proposal for funding, we prepared an adequate budget to underwrite honoraria for learners to attend, and to cover travel to rural and urban centres and to provide release time for workers. Learners were represented, but not as fully as an optimum action research encourages (see Fingeret & Jurmo, 1989; Hohn, 1998)
Learners need to work alongside the professionals on any plans to improve health literacy. They come forward to literacy and public health programs in order to seek solutions or skills. They also expect positive support and to spend quality time. The majority of learners from an inner-city program said in a pre-workshop survey that the biggest barrier to understanding more about their health was the lack of time with a doctor. This feeling of being rushed plays havoc with building relationships and trust and patient self-efficacy (Rosser & Kasperski, 2001). The factors that influenced uptake also lie within the domain of the individual learner. As the literature shows, learners can have a direct impact on health literacy rates. Inquiries by Thom (2001) on patient-physician relationships shows that health care workers who are perceived as comforting and caring, demonstrating competency, encouraging and asking questions, and explaining carefully are the ones who engender trust.  

Look Beyond Language Training 

There are more areas to consider in the literacy and health fields than a focus on plain language, as Rootman (2004) pointed out when he envisioned an agenda for developing health literacy in Canada. He reviewed the report Language Barriers to Health Care (Bowen, 2001) that Health Canada had released, and then encouraged practitioners (and researchers?) to go beyond this obvious topic of communication:

There appear to be significant direct and indirect health impacts of language barriers on health, but that these relationships are affected by other variables including socio-economic status and health literacy. So the questions for us are how do we disentangle the effects of language, culture, socioeconomic status and literacy on health, and what are the implications for practices and policies? (Rootman, 2004, pp .9-10)

The participants were patient and never complained about the focus on language revision in the workshop content. We followed recommended adult learning principles by linking theory to practice and simultaneously building knowledge and attitudes. We were especially conscious of the fact that the nature of the funding proposal, travel distances and their busy schedules had prevented participants from contributing substantially to the agenda for the workshops. I worried about foisting a new health literacy agenda on overloaded literacy educators, and being interpreted as a dispassionate academic from the capital city, out of touch with the vigorous demands of part-time programs, especially in rural areas. As a former resident of a town of less than 2,500 people, I empathized aloud with participants voicing their plights in rural workshops. McTaggart (1991) similarly issued cautions about “power, race, gender dynamics in participation and academics vs. workers and having control over outcomes” (p. 130). I feel grateful for the camaraderie that developed in the workshops with these educators. Their stories of coping with daunting working conditions and limited funding engaged my heart and mind.

Responsive Recommendations for Further Action


These findings should act as a rallying cry for further study and action. As Barnsley and Ellis (1992) point out: "No matter how persuasive a piece of research is, it can't change anything unless it's acted on and used. We can use the insights we gain in many aspects of our work—from developing service to doing advocacy" (p. 9). Other researchers would benefit from consulting collaborative planning models to assist in the initial negotiation phases, if they simplify their focus on two somewhat homogeneous groups learning to work together. I could not ever frame the participants' comments as reflecting "the group" since there were so many layers to consider. It would be naive to search for an affirmative answer to questions such as the ones posed by Donaldson and Kozoll (1999) in their checklist for assessing and developing collaborative relationships: "Does the group understand and is it addressing the importance of pacing its work and resting?" (p. 130).


Given that this study had variables in the types of personnel, geography, cultures, and co-sponsorships (which is a recommended ingredient according to Goody & Kozoll, 1995), advice from collaborative planning experts offers important lessons to this more complex study (Cervero, 1992 and 2006; Donaldson & Kozoll, 1999; Goody & Kozoll, 1995). Arising from the action research and ideas voiced by participants in the surveys and focus groups, I offer 12 recommendations for further dialogue and action that respond to the aspirations, frustrations, constraints, and recommendations voiced by my fellow participants.

1. Dedicate funding from inter-sectoral ministries to prioritize health and literacy partnerships. Both fields, and the public, would reap cost-savings of avoiding duplication of efforts by sharing templates, tactics, and teaching techniques within a centralized clearinghouse such as the National Adult Literacy Database or the Health and Learning Knowledge Centre of the Canadian Council of Learning. As my study shows, government policy makers cannot assume health or literacy educators will drive the task of improving health literacy without systemic support. Without adequate investment and recognition, the findings suggest that front–line workers do not have the time or skills to lead this important agenda by working off the sides of their desks. Nurses in the groups echoed the findings of a recent study on the conditions of nurses (Statistics Canada, 2005) shows that one in three nurses in Canada have high job strain, compared to 26% of other female workers; nearly half of the nursing respondents reported that their employers expected them to work overtime hours. 

Taxpayers can bemoan the lack of qualified medical staff, wince at underwriting the expensive costs of acute care for medical treatment, or alternatively, they can support funds to assist community educators to educate populations with low literacy and accrue useful benefits and possible savings. Because the federal and provincial governments both stand to gain; both levels of government should fund the delivery of health literacy education, and receive regular reports on measurable targets.
2. Position literacy coalitions as the "connectors" in health literacy. The personalities and talents of the people participating in a collaborative relationship will contribute to the success or failure of the organizational structures and processes that they create. I learned that my research team was in the legitimate position to take action on the suggestions for change that the survey respondents indicated. The coalition took action in the areas that participants requested, and enjoyed positive results. As Ament (1987) envisioned, literacy coalition leaders across Canada can have a measurable impact on the ability of these two fields to connect: "Boundary spanners or individuals designated to represent an organization in a collaboration, profoundly influence [success]" (p .2). Coalitions have the outreach and negotiation structures to handle controversial issues and build broad-based support in the community to build health literacy connections and funding expansion. 

3. Provide a platform for more conversations between academics and health and literacy educators. Adult education faculty and literacy coalition members should create campus to community networks to guide these discussions. In the workshops, my observation grids showed that health workers spoke up twenty times more frequently than the literacy educators did. At first, I wondered if some of the literacy coalition members felt out of place within the hospitals or community rooms in health facilities, respecting the majority culture. After reflection and discussion with participants, I realized that orientation sessions of most of the literacy practitioners in the province had included sessions on how to avoid burnout by respecting boundaries and having realistic expectations of both learners and their own time and physical limits. As one rural participant suggested, literacy and health workers should request assistance from university-based academics and "research friends"  to embark on further community-based research about health and literacy. Likewise, graduate students from the faculties of education and medicine should be encouraged to conduct demonstration projects and field visits with literacy programs.

4. Develop social marketing skills in literacy educators to enable collaborative outreach. In the workshops, I was wary of assuming that a high degree of speaking on the pre-determined topic of health literacy signified that the participants were experiencing a high degree of learning (Torbert, 2001). After an initial intervention, future action researchers would probably find it more productive to heed the advice of Maguire (2001) and Goldenberger and her associates (1996) to plan time for in-depth conversations about health literacy with the educators who step forward to enlist in this unique area of interest. I recommend that coalition leaders and academics assist literacy program coordinators to articulate more fully the benefits of their programs and the skills they possess. Millar (2003), a seasoned literacy educator and author, is well positioned to assist the field by using the DACUM or occupational analysis process to capture the unique range of skills in the literacy field.
6. Administer simple assessments in both health and literacy facilities as standard intake procedures. Literacy programs use a variety of instruments to assess learner progress. Using health-related content in individual reading inventories would provide an opportunity to discuss ways to learn more about the health topics of interest to that learner. I recommend that both fields casually pose the three question protocol outlined in chapter 2 and 3 (Bennett et al., 2003) when meeting new parents; other adult learners/patients could select from the TOFHLA or REALM tests until a better one is developed, in consultation with learners (Brez & Taylor, 1997; Murray, 2006). 

7. Build referral networks. The participants asked for more time to connect to their community counterparts. If the medical system diagnoses a person with low literacy, a referral to the local adult literacy or learning centre could be a framed as a positive prescription for lifestyle changes. Before the intervention, the two fields had little contact or formal collaboration. Figure 1 depicts the linking function that the coalition staff provided in the intervention. 


Figure 1: Connecting role of the coalition in the action research intervention
Since many participants voiced concern about time, I recommend a new integrated model of community connections be led by coalition leaders as the solution. Literacy programs should continue to carry out their core functions, but weave in several more steps. They can receive referrals from health agencies, and carry out assessments to diagnose a literacy level and prepare a learning plan that includes relevant health topics. Teachers and tutors should offer a range of appropriate electronic and paper learning resources and a personal health record approach, using resources such as created by Goossen (2003), Healthy Roads Media (2003), and the New South Wales Dept of Health, (2002). 

For the purposes of this study, I would like to offer two figures as visual depictions of what I observed in the research study and where next steps may take both fields of health and literacy in the province. I further recommend that both fields undertake measures in assessment, identification and referral, choosing from the options listed in my literature review. Further steps for instruction and advocacy of health literacy are also part of my integrated model.

Integrated Community Connection Model


Figure 2: Integrated community connection model to improve health literacy

Although this model grossly simplifies the complex functions that both disciplines serve in their communities, it reflects the basic findings of the study. It also belies the links of the two fields to many other networks in their communities. The two fields should be situated within many other interlocking systems, but for the purposes of a discussion, I have made those links invisible. Community health centres, for example, have many "arms" of their own, reaching out to various constituents. No doubt, there are smaller circles within these two fields as well, linking people together in peer-to-peer networks and crossing cultural and language barriers. I offer this model as a framework for reflection only. As shown in figure 2, both fields share responsibilities for assessment, promotion, providing resources, and partnering. As participants mentioned, health workers could prescribe calls to the provincial and territorial LEARN line as a part of providing post-visit instructions, using a nurse navigator model now gaining popularity (Plante, 2004). 

Participants talked about the drawing power of technology for adults with low literacy. Health topics could be the content. Internet kiosks in waiting rooms and literacy classrooms should loop through a demonstration of various health literacy tutorials on websites with full audio and visual capability as alternative teaching tools. If bandwidth or electronic access is a problem in rural areas, DVD versions of the same material should be provided for medical students, volunteers, and literacy tutors to demonstrate with patients and learners. 

9. Research the use of family literacy programs as a testing ground for the above integrated community connection model. Family literacy programs focus less on employment outcomes and short-term results than adult literacy programs (Cairns & McKenzie, 1996; McKinney & Kurtz-Rossi, 2006; Elish-Piper, 1997). Therefore, family literacy programs offer more scope for integrating health literacy lessons, topics, and projects than adult literacy programs as the first line of integration. Several national models have strong links to health programs already, such as the compendium prepared by Irvine (1999) or the guidebook Family Health and Literacy (McKinney & Kurtz-Rossi, 2004), or the turn-key program Literacy and Parenting Skills (Cairns & McKenzie, 1996) or Alphabet Soup, an program created by Bookmates (2005). Cobb (205) of Literacy Partners of Manitoba also created travelling trunks of health literacy resources in plain language for practitioners to use. The Literacy Audit Kit (Devins, 2005) can help groups audit their own operations to see how intake and patient information is handled.

Family literacy facilitators should act as health literacy leaders, and effective change agents (Kanter,1999) bringing field reports to their adult literacy colleagues. Following a Parent-Child coalition model of inter-sectoral collaboration (Government of Manitoba, 2001 2002), community groups should access provincial funds for undertaking such collaborative ventures and other innovative ideas that would include health and literacy components. Federal project funding for promotion, access, and evaluation from Health Canada, Population Health as well as the Adult Learning and Literacy research grants should help equalize a national effort across Canada. Best practices, contacts, and learner materials could be shared on the National Adult Literacy Database, making materials on health literacy available to anyone with Internet access.

11. Centralize health literacy materials and program models on the National Adult Literacy Database. To respond to participant requests for materials, Canadian educators need to share and build on the materials they are producing in their isolated literacy programs. NALD should host a Canadian virtual resource centre for health literacy at www.nald.ca, to provide a strong base from which to expand further efforts in this emerging field.
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12. Provide support to interested educators through a collaborative, coordinating body. Participants indicated a concern in the surveys for follow-up with other connected bodies. Many suggested names. Who can carry on this research agenda in health literacy? A recent report by Chiarelli (2006) to the Canadian Public Health Agency on the impact of low health literacy contains 16 specific, concrete recommendations that would address the factors that presently limit health literacy knowledge in providers of health care and adult education, and the learners and patients themselves. I will not repeat her excellent ideas but I endorse them wholeheartedly and recommend their acceptance on behalf of the other action research members in my study. 

NLHP representatives bring a history of collaboration to this issue. Currently, the Health and Literacy Expert Panel under the auspices of the Health and Learning Knowledge Centre is investigating possible directions for future research, as is its Adult Learning Working Group. These three groups are ideally suited to build bridges to encourage further collaboration and shared research to impact educators at the national, provincial, and community levels.

Health literacy is well suited to action inquiry and research by coalition leaders because of a blend of social sciences and educational settings and professionals who work in those settings. Torbert (2001) extolled the interpersonal aspect of action research that beckons me to continue with it: "Whatever our original motivations for engaging in second-person research/practice, it either evolves into an increasingly mutual, loving listening, disclosing and confronting...or it devolves back towards habitual, unilateral behavior" (p. 254). I loved the field work and urge coalition colleagues to embrace health literacy as a way to expand their own skills and the mandate of their organizations in a meaningful process.
Health literacy offers a rich topic for intriguing and complex dialogue with many community partners. Adults rarely avoid thinking, feeling and acting on health information and concerns as they age. Which field of adult education is best positioned to help adults improve their health literacy? The answer is a simple "both"; literacy and health educators need to be consulted, respected, supported, and promoted as resource persons to each other and to the learners and patients in their programs and care. Health literacy specialists may emerge in due course, if systemic supports are put in place.

I want to leave the reader with the thoughts of one of the talented literacy educators who works in an inner-city program. During one of the follow-up sessions, she shows the pervasive influence of health on literacy that justifies concerted efforts for future collaboration:

At the beginning of our classes, every time, I talk about the reasons for coming back to learning and the fact that learning never stops. All through your life, every new thing that happens is a stage you go into, and it calls for learning. Health is often one of those examples:  if you get sick, if you have a child, if you have a need, or when you go to school, every step is a new area you have to learn.
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8. Health professionals and literacy educators should adapt an Australian model of a personal portfolio on health. Study participants requested a core curriculum. A possible prototype exists:  My Health Record (New South Wales Department of Health, 2002). It is a portable booklet that instructors and learners and their families should discuss at home and in the classroom. The record is a place to track appointments, medications, medical history, allergies, and personal contacts. I would suggest we add space to keep a running tally of the costs of prescriptions, and hospitalization periods. Many citizens keep records of their pets' health history, home improvements, garden planting schedules, or vehicle maintenance. I recommend that learners and literacy educators could be the first to pioneer the documenting of our own health history in a permanent record. Seeing patterns and costs emerge might facilitate a change in behavior, medications, or treatments for learners and educators alike. 





strong base from which to expand further efforts in this emerging field.


10. Entice the physicians. At every workshop, participants expressed the need for involvement of doctors in health literacy. Faculties of medicine should require medical students to improve their skills in plain language and narrative medicine (Bogdasarian, 2006; Charon, 2005, 2006). 

















PAGE  
13

_1243611842.doc
Table 1: Tactics for Collaboration of Literacy and Health Workers

Tactics for Literacy field


Advertise Learn line or own program phone number in health care facility


Follow up on health literacy diagnosis 


Conduct CARA, diagnose learner's strengths and build from there


Demonstrate MedLine Plus, EthnoMed; Healthy Roads Media; tele-health calls


Integrate My Health Record as reading and writing and numeracy activity in portfolio




Offer Going to the Doctor  learner booklet and facilitator guide


Distribute Patient Prompt Card to learner and model its use; link to Askmethree.org

Invite learner to bring in taped interviews from health visits and analyze 


Invite guest speakers on topics of interest to learners; link to health librarians provide materials on health in plain language; 


Encourage health action teams

Tactics for Health educators


Screen with three questions if patients have children (Bennett, 2003);  or TOFHLA till Rootman et al. develop new tool


Invite patients to "Look under LEARN" in the Yellow Pages to find a nearby program


Prescribe use of websites: MedLine Plus, EthnoMed; Healthy Roads Media and tele-health calls


Fill out medical portion of My Health Record, use minimal text storyboards and line drawing, teach-back techniques, second language materials


Expand narrative medicine skills (Charon, 2006)


Provide nurse navigator model of care with complex diagnoses (Plante, 2004)


Host information clinics with adult education students and facilitators on site;  focus test materials; welcome learner audits of health facilities and materials






















