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About This Resource

Who is the audience for this resource?

This resource is intended for health-care and health promotion professionals and
community partners who create, assess, and/or adapt health materials, forms,
and signage.

What is our goal?

Our goal in writing this resource is to share key concepts and practical tools
needed to create health and health promotion materials, forms, and signage that:

®  are clear and understandable;
®  are appropriate and responsive; and

e reflect the culture, language and health literacy levels of the people we serve

Culture refers to groups that share common experiences that shape the way
group members see and understand the world. Culture is multi-layered and
evolving. It includes groups we are born into and those we choose. Culture
includes, but is not limited to, race and ethnicity, language, gender and gender
identity, sexual orientation, (dis)ability, religion and/or spirituality, age, geographic
origin, and socio-economic status (class). People have multiple cultures.

Health literacy is the ability to find, understand, and use health information,
services and supports that help us make informed choices about how to be
healthy.! Health literacy requires communication, math and reading skills, and an
ability to navigate forms and health systems.

Cultural competence is a set of congruent behaviours, attitudes and policies
that come together in a system, agency or amongst professionals and enables
that system, agency or those professionals to work effectively in cross-cultural
situations.?
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Cultural competence is not simply a technical skill, problem solving approach or
communication technique. It requires a fundamental change in the way we think
about, understand and interact with the world around us. Because culture is
dynamic, shared and continuous, so is cultural competence. It is a process of
becoming, not an end to be reached.?

The Cultural Competence Guidelines for the Delivery of Primary Health Care in Nova
Scotia (2006) originated as a response to needs and barriers identified through a
process of engagement with Nova Scotia’s diverse minority communities (see
Appendix 1). This resource supports the implementation of Guideline 9:

Nova Scotia DHAs, the IWK and primary health care organizations should
reflect Nova Scotia’s diverse populations in pictures, written information
and advertisements and post signage and provide written material for all
literacy levels in the languages commonly spoken in their service areas.

How was this resource developed?

We chose the format and content of this resource through a series of
consultations with cultural competence and health literacy staff, people who
create health and health promotion materials, and members of cultural groups
working in health care. A list of some of those consulted is included.

We scanned the literature and best practice resources in cultural competence
and health literacy to create a working draft. We made changes to the draft
based on feedback and further consultations.

How should this resource be used?
®  Refer to the assessment guide and highlights in Section 1.
®  For more information, refer to the concepts and starting points in Section 2.

®  For practical tools on community engagement and minimizing language
and health literacy barriers, refer to Section 3.

®  Foraglossary of terms, see Appendix 2.
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Why integrate culture, language and literacy
in health materials, forms, and signage?

Integrating culture, language, and literacy in health materials, forms, and signage
means better health for all Nova Scotians.

To be healthy, we need access to health and health promotion information that is
in a language and at a literacy level we understand and that values our cultural
identities. This is true for our interactions with health-care providers, the patient
education materials and health information we receive, the forms we complete,
and the tools we use to navigate health facilities and systems of care.

Including culture, language, and literacy in health and health promotion
materials means they will be more accessible, accurate and appropriate. They will
be written the way people speak, in words and languages people understand,
with images and content mirroring culture, income, and education levels. This
will enable health literacy. More people will read and understand health
education materials. They will see themselves reflected in health promotion
materials. Forms will be easier to complete, with the diversity of individuals and
families included. People will be better able to navigate health systems and
make better-informed decisions about their health.

Providing culturally competent programs and care, which includes paying
attention to culture, language, literacy, and health literacy, thus builds inclusion
and aims to:

® reduce long-standing health inequities;
®  improve access, quality of service and health outcomes; and

®  decrease liability and improve health system efficiency.

Messages for All Voices: Integrating Cultural Competence and Health Literacy in Health Materials, Forms, and Signage
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Section 1:
Assessment Guide and Highlights

About this section

This section contains an assessment guide, content highlights, and a vision statement.

Use the assessment guide to ensure that your health and health promotion
materials include culture, language and health literacy. Refer to the appropriate
page of the resource if you need more information.

The how-to highlights summarize the key concepts.

The vision statement inspires us towards a future where culture, language and
health literacy are integrated in health materials, forms, and signage.
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Assessment Guide for Culturally Competent Health Materials

When writing, adapting, or choosing health materials, ask yourself, “Have | considered culture, language,
and health literacy?”

6

QUESTIONS TO ASK FOR MORE INFORMATION

Do I understand culture, cultural competence, and health literacy? See page 16

Who is my audience? Did | engage with them? Have they identified their needs?
Do my materials meet their needs? See page 54

Have |l considered...

Culture: What cultural groups do | work with? Did | include these groups in my health materials?
What issues do they face? How do | reflect their life experience, culture, and biomedical reality?
How will they have access to my information? See page 22

Race/ethnicity: Did | consider the needs and lived experience of local racially and ethnically

diverse individuals, such as Aboriginal people, Acadians and francophones, African Canadians,

immigrants and refugees? Did | consider race and ethnicity in content, images and examples?
See page 25

Sex/gender: Did | consider the needs and lived experience of men and women, boys and girls?
Did I make sure | have not stereotyped roles and behaviours? Did | consider sex and gender
diversity in content, images and examples? See page 38

Gender identity: Did | consider gender identity—a person’s self-image about being female,
male, both, or neither—in content, images and examples? See page 42

Socio-economic status: Did | consider the effects of low social status and low income on health?
Can those on low incomes relate to this? Will they have access to it? See page 40

Sexual orientation: Did | consider sexual orientation in content, images and examples? For
example, did | consider same-sex relationships? Health concerns? Confidentiality? See page 42

Ability: Did | consider people with differing levels of physical or mental ability? See page 46

Location: Did | consider where people live, including rural and urban realities (for example,
safety, access to services and transportation)? See page 50

Age: Did | consider different age groups, for example children, youth, seniors, and the middle-aged?
See page 50

Spirituality: Did | consider diverse faiths, spiritual beliefs, and practices? See page 52
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QUESTIONS TO ASK FOR MORE INFORMATION
G Have | minimized language barriers?

Did | develop or adapt this in partnership with local groups whose home language may not
be English (for example, Aboriginal people, francophones and Acadians, recent immigrants,
and refugees)? See page 61

Did | consider the Deaf and those with hearing loss? The deaf-blind? See page 46

Did I make this information available in languages spoken/read/signed in my local community
(for example, French, Mi’kmagq, Braille, American Sign Language, and local newcomer languages)?
Do | need to have it translated? Adapted to a non-print format? See page 64

Did I look for other ways to share this information so that my message will be heard and
understood? See page 77

e Have I minimized literacy and health literacy barriers?

Is my material easy to read and understand? Is it written at a literacy level appropriate to my
audience? Will it empower people to take action for better health?

See page 68
Did I include diverse photographs, images, and diagrams that assist with understanding?

See page 22
Can | provide this in alternative formats, such as audio, digital, or DVD (described format)?

See page 76
Do | need to provide a large-print version? See page 74

Can | combine this with clear verbal communication? Will my message reach the intended audience?
See page 77

a Have | assessed culture, language, and health literacy in forms and signage?

Are intake, assessment, and consent forms easy to read, appropriate, and inclusive? See page 78
Are signs easy to read and understand and inclusive? See page 84

Are maps, signs and other tools designed to help with navigation? Are multilingual staff/
volunteers on hand to help? See page 84
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How-to Highlights

How to engage the target audience

® |dentify your audience. To whom are you writing? What is their age, their
culture, their education, their language and literacy level? What groups most
need this information? Where will it have the most impact?

® Engage people in identifying their needs and capacity. When your materials
are developed, ask people to read them. Can they understand the material?
Does it meet their needs? Can they see themselves reflected there?

How to consider culture
®  Consider all expressions and intersections of culture.

® Learn more about the cultural groups in your local community. Identify
needs and develop relationships through a process of meaningful
engagement. Use this information to adapt, choose, or develop health
information so it is culturally appropriate. Test it with your audience to be
sure it meets their needs.

® Inimages and content, reflect the voice, culture, and lived reality of cultural
groups. Consider historical, economic, social, environmental, and political
context.

®  Ensure that materials consider biomedical and physiological differences,
disease burdens, and skin colour of the people you serve.

® Useinclusive language, such as “seniors” instead of “the elderly.” Include
male and female voices. Consider using the “singular they” or varying “he”
and “she” in the text; do not use forms such as s/he or (s)he. Think of
parents, same-sex couples, single parents, and extended families.

® Include diverse individuals in images and diagrams.

®  Profile culture in case studies using names and relevant issues. Choose
words and images that do not reinforce stereotypes. Use examples that
make health concerns of cultural groups more visible.

®  Reflect culture by considering complimentary/traditional providers and
practices, the role of family, food, birth and death rituals, community
supports, spirituality, and traditions in cultural beliefs and health practices.

° Do not assume Internet use.

® Do not assume heterosexuality. Do not assume only male or female gender
identity.

®  (onsider the profound influence of poverty and status on health.

® Do not suggest approaches that are unrealistic for people with limited incomes.

8 Messages for All Voices: Integrating Cultural Competence and Health Literacy in Health Materials, Forms, and Signage



How to include language

Provide culturally appropriate health materials in the languages used in your
service area. Consider signed and spoken languages.

Develop written materials in partnership with people whose home language
is not English.

Make sure that translated material is easy to read. Avoid or explain technical
terms.

Find alternative (non-print) ways to communicate and deliver health
information.

Use cultural health interpreters or American Sign Language (ASL)
interpreters, supplemented by health materials. If there are no trained
interpreters in your area, investigate telephone or video interpretation
options.

Provide information in alternative formats such as large-print, Braille, audio,
or digital format/CD/DVD (described format).

How to create inclusive forms

Translate forms into key languages. Make them available in large-print,
Braille, audio, digital, or DVD (described format).

Make forms easy to read and navigate. Have someone on hand to answer
questions and clarify.

Use inclusive questions and terms: consider food, spirituality, gender
identity, sexual orientation, racial and ethnic identity, same-sex couples,
single parents, partners versus husband and wife.

Keep forms confidential. Train staff to ensure that information is confidential.

Ask only what you need to know.

How to create inclusive signs

Consider large font, contrast, universal symbols, and diverse images and
languages.

Include signage for cultural health and ASL interpretation services where
available.

Encourage, promote, and increase French signage in health-care facilities
through the Bonjour program.

Provide and identify single-stall washrooms for transgender individuals.
Have multilingual staff/volunteers on hand to help.

Use maps, signs, colour-coding and other tools to help with navigation.
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How to include literacy and health literacy

Identify your audience. Assess their needs. Involve them.
Adapt, choose, or write materials for the literacy level of your audience.
If possible, hire a plain language writer.

Write with clarity and understanding in mind. Use shorter and familiar words
and clear language. Avoid jargon, acronyms, abbreviations, and technical
terms. Explain difficult words and necessary medical terms.

Use fewer than 20 words per sentence. Use a logical order with one main
idea per paragraph. Put the most important information first.

Write the way people speak. Use a friendly and inviting tone. Use “you” and
“we” not “patient,” “consumer,” or “client.”

Write in the active voice. For example, “Cats eat fish” instead of “Fish are
eaten by cats.”

Include only what is necessary.
Use bias-free, inclusive language.

Use lists to summarize key information. Emphasize key words and phrases
with bold or in text boxes.

Use clear layout and design. Make your document look clean and inviting,
not overwhelming. Limit the amount of text on each page. Use headings
and other tools to help readers navigate the material. If possible, hire a
designer with experience in this area.

Avoid the use of italics and shadowing. These are hard to read.

Use at least a 12 point font that is easy to read. The Canadian National
Institute for the Blind (CNIB) recommends Verdana (12) and Arial (14). Left
align the text and leave the right margin ragged.

Provide alternative formats, such as large-print, Braille, and audio or digital
format/DVD (described format).

Use images, diagrams, and text descriptions that assist with understanding.

Use clear verbal communication in tandem with easy-to-read, inclusive
health materials.

Use personal and community channels to share health messages.

Keep in mind the stigmas facing people with limited literacy and health
literacy skills.

Encourage and empower people to ask questions and learn more through
the materials you provide.
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Our Vision of the Future

In the future, all Nova Scotians have full access to culturally and linguistically appropriate health
resources in order to reduce health inequities and improve health outcomes.

To achieve this, our vision is to provide health information that:
® s clear and understandable;
® s appropriate and responsive; and

e reflects the culture, language and health literacy levels of the people we serve.

Our health promotion and patient education materials are

®  accurate and regularly updated

®  clearly written and easy to read and use

®  culturally competent—inclusive and appropriate for all cultural groups

®  Javailable in multiple formats including written, large-print, audio, and audio-visual

® available in local languages

Our forms are
®  clearly written and easy to read and use
®  culturally competent—inclusive and appropriate for all cultural groups

® available in local languages and accessible formats

Signs in our facilities are
®  clearly written and easy to read and use
® represent diverse local populations in images and content

® available in local languages and accessible formats

All staff, including front desk staff,

®  use culturally competent approaches

® understand the extent and stigma of health literacy barriers
®  use clear verbal and written communication

®  know how, when, and where to access health resources for people of diverse cultures and
languages

® relay this information respectfully and appropriately to people of all cultural groups and literacy
levels

Messages for All Voices: Integrating Cultural Competence and Health Literacy in Health Materials, Forms, and Signage 1



Case Study: Canada’s Food Guide

Canada’s Food Guide is a good example of a health information resource that has
been adapted to include culture and language. The food guide helps people
make healthy and balanced food choices.

Through public consultations in 2004, staff learned that the guide did not include
foods commonly eaten by Canadians from all cultures. As a result, it was revised
to include food options that reflect traditional diets and foods.

The multicultural make-up of Canada is rich and diverse. As such, revisions
to Canada’s Food Guide will need to embrace the variety and depth of
foods available to Canadians. By making sure the new Food Guide is
relevant to people of all cultures, we not only ensure its inclusiveness but
we also provide all Canadians with a vast array of food selections that
broadens and enhances their healthy food choices.*

In addition to English and French, Eating Well with Canada’s Food Guide was
translated into 10 different languages: Arabic, Chinese, Farsi, Korean, Punjabi,
Russian, Spanish, Tagalog, Tamil, and Urdu. All are available online.

The guide was written to be easy to read and understand. It includes visual cues
and images to enhance understanding for limited-literacy readers.

To see Canada’s Food Guide, visit
www.hc-sc.gc.ca/fn-an/food-guide-aliment/index_e.html.
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Source: Eating Well with Canada’s Food Guide (2007), http://www.hc-sc.gc.ca/fn-an/food-guide-aliment/index-eng.php, Health Canada.

Reproduced with the permission of the Minister of Public Works and Government Services Canada, 2009.

I*I Health Santé 2alth and Viotre santé et volre
- Canada Canada safely... our priority.  sécurité... noltre priorité.

Eating Well with

Canada’s Food Guide

First Nations, Inuit and Métis
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Section 2:
Concepts and Starting Points

About this section

® Understanding concepts:
Culture, cultural competence, cultural safety, and health literacy

®  Cultural starting points:
General health information on cultural groups in Nova Scotia
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Concepts: Cultural Competence and Safety

Cultural competence

Culture refers to a group or community sharing and creating common
experiences that shape the way its members view the world. Culture “applies to
any group of people where there are common values and ways of thinking and
acting that differ from those of another group.”®

Culture is multi-layered and evolving. It includes groups we are born into and
those we may choose. Culture includes, but is not limited to, race and ethnicity,
language, gender, gender identity, sexual orientation, (dis)ability, religion and/or
spirituality, age, geographic origin, socio-economic status (class), and income.

Cultural competence in health care describes the ability of systems to provide
care to patients with diverse values, beliefs and behaviours, including tailoring
delivery to meet patients’ social, cultural and linguistic needs.®

Itis “...a set of congruent behaviours, attitudes and policies that come together
in a system, agency or among professionals and enables that system, agency or
those professionals to work effectively in cross-cultural situations.”’

Cultural competence is not only a concept, a problem-solving approach, or a
communication technique. Instead, it requires a fundamental change in the way
we think about, understand, and interact with the world around us. Culture is
dynamic and is learned throughout a lifetime. As a result, cultural competence is
a continuous, dynamic process, not simply an end to be reached.?

Cultural competence requires that health-care providers have effective skills,
knowledge, and attitudes; that organizations have inclusive procedures and
guidelines; and that health systems have adequate funding, sound policies, and
supportive leaders and champions.

16
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Cultural safety

The concept of cultural safety arose in the 1980s in New Zealand as a response to
Maori discontent with nursing care.? Actions that “diminish, demean, or disempower
the cultural identity and well-being of an individual” are said to be unsafe.”

Cultural safety gets to the heart of power imbalances, discrimination, and
colonization in health-care systems.

Cultural safety is

... more or less—an environment, which is safe for people; where there is

no assault, challenge or denial of their identity, of who they are and what,
they need. It is about shared respect, shared meaning, shared knowledge

and experience, of learning together with dignity, and truly listening."

Cultural competence in Nova Scotia

Nova Scotia’s Diversity and Social Inclusion (DSI) Initiative was a three-year
project (2003-2006) with two main goals:

® tolead in raising awareness of diversity and social inclusion issues in primary
health care

®  to consult with stakeholders, including diverse populations, to develop
guidelines and policies

The DSl Initiative resulted in the first provincial guidelines for cultural competence
in primary health care in Canada. This resource supports the implementation of
Guideline 9:

Nova Scotia DHAs, the IWK and primary health care organizations should
reflect Nova Scotia’s diverse populations in pictures, written information
and advertisements and post signage and provide written material for all
literacy levels in the languages commonly spoken in their service areas.

Want to Know More?

Nova Scotia Department of Health. A Cultural Competence Guide for Primary
Health Care Professionals in Nova Scotia. 2005. Available online at
http://healthteamnovascotia.ca/cultural_competence/Cultural _
Competence_guide_for_Primary_Health_Care_Professionals.pdf.

Cultural Competence Guidelines for Primary Health Care, Nova Scotia,
Appendix 1.

Messages for All Voices: Integrating Cultural Competence and Health Literacy in Health Materials, Forms, and Signage
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42% of Canadian
adults have limited

fundamental literacy
skills.

Concepts: Literacy and Health Literacy

What is literacy?

Literacy is the ability to understand and use reading, writing, speaking, and other
forms of communication to fully take part in society and achieve life goals."”
Basic or fundamental literacy includes four main areas:

®  prose (understanding text)
®  document (locating information on maps, forms, etc.)
®  numeracy (working with numbers)

®  problem solving

Other literacy areas include scientific, computer, media, civic (relating to
governance), and cultural (ability to use figures of speech and the informal
language of a dominant culture).

Levels of literacy

Level 1: People at this literacy level have difficulty reading and have few basic
skills or strategies for working with text. For example, they may be able to read
package information well enough to figure out how much medicine to take.

Level 2: People at this level can read, but do not read well. They need material
that is simple and clearly laid out.

Level 3: People at this level can read well but may have problems with more
complex tasks. This level is considered by many countries to be the minimum
skill level for full participation in society.

Level 4/5: People at this level have strong literacy skills and many strategies for
dealing with complex materials. They can handle new reading challenges and
meet most reading demands.

Consider literacy levels when identifying your audience

According to a 2003 International Adult Literacy Survey (IALS), 42 per cent of
Canadian adults (age 16 to 65) have limited fundamental literacy skills. Thirty-eight
per cent of Nova Scotian adults (240,000 people, or approximately 4 out of 10
adults) are reading below Level 3. This is below the level at which they can use
and understand information to fully take part in daily life (limited prose skills).
Fifty per cent of Nova Scotian adults have limited ability to work with numbers
(numeracy skills).* A majority of Nova Scotian seniors have limited basic literacy skills.
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What is health literacy?

Health literacy is the ability to find, understand, use, and share information,

services, and supports that promote, maintain, and improve health throughout life.

Health literacy is more complex than basic literacy. To be health literate, we need
to use more than one literacy skill, often at the same time. We need to be able to
read and understand but also advocate for our own health, seek out health
information, and use social skills to communicate effectively with care providers.
We may also need to be able to use math skills.

Technically, there are at least four areas of health literacy: ™

e fundamental (or basic) literacy: includes language and numbers

® scientific/technological literacy: includes some understanding of physical
and natural sciences, technology, and scientific uncertainty

®  civic/community literacy: includes media literacy and knowledge of local,
provincial, and federal government processes

®  cultural literacy: includes recognition of community beliefs, customs, view of
the world, and social identity

People with health literacy challenges may have difficulty navigating health
systems, completing forms, or using health information to make decisions. For
example, math and readings skills are needed to interpret this dosage chart.

Weight Drops Suspension Tablets
Acetaminophen Acetaminophen Acetaminophen
80 mgineach 0.8 ml 160 mg in each 5 ml 80 mgin each tablet
611 Ibs 04 ml X X
12-17 Ibs 0.8 ml 2.5ml X
(Yatsp)
18-23 Ibs 1.2ml 3.75ml
0.8+ 0.4 ml) (34 tsp) X
24-351bs 1.6ml 5ml 2 tablets
(0.8+0.8ml) (1tsp)
36-47 Ibs X 7.5 ml 3 tablets
(1% tsp)
48-59Ibs X 10ml 4 tablets
(2tsp)
6071 Ibs X 125ml 5 tablets
(2% tsp)
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Consider health literacy levels when identifying your audience

Levels of health literacy vary across the country. Generally, seniors, recent immigrants,
those with lower levels of education and with low French or English proficiency, and
people on social assistance tend to have lower literacy and health literacy levels.”

Many people have health literacy challenges, especially when faced with
complex health information. You can’t identify health literacy challenges by the
way someone looks or if they appear to scan materials. Treat all encounters as if
everyone has health literacy limitations. To see health literacy rates in your area,
refer to the interactive map Health Literacy in Canada: A Healthy Understanding,
www.ccl-cca.ca/CCL/Reports/HealthLiteracy.

Low health literacy is linked to poor health outcomes. Canadians with the lowest
health literacy skills are 2.5 times more likely to report being in fair or poor health
as compared with those at the highest skill levels, even after adjusting for factors
like age, education and gender.’® A recent American study found that seniors
with low literacy skills had a 50 per cent higher mortality rate compared to seniors
with better literacy skills."”

Informed patients have better outcomes ... they seek care earlier because

they recognize warning signs; they read and comprehend instructions; they
understand what their doctors advise them to do; and they are not afraid

to ask questions when they do not understand. They are able to seek new

information on the internet, read the newspaper critically, and place new

health studies in context.'®

Strategies for improving health literacy

® Train all staff on the importance of health literacy and how to
remove health literacy barriers.

®  Structure care as if everyone has health literacy challenges.

®  Write and speak in plain language. Avoid using jargon and
technical terms. Define medical terms.

® Ask people to repeat back key information. Encourage questions.
Ask, “What questions do you have?”

®  Consider language, literacy and culture in health materials.

®  Use written materials and clear communication. Provide options
for self-learning

®  Reach out to diverse groups to minimize communication barriers.

®  Use materials, signs, maps and staff or volunteers to help people
navigate through buildings and health systems.

®  Keep in mind the social stigma attached to limited literacy.
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Used with the permission of the Eskasoni Health Centre

Linking cultural competence, language, and health literacy

In Nova Scotia, those most vulnerable to health literacy barriers include groups
such as seniors, recent immigrants and refugees, people with low levels of
education or low incomes, Aboriginal people, francophones, and African Canadians.

Health literacy challenges are even greater for members of these groups whose
first language is not that of the majority.””

For health care providers and health systems to demonstrate cultural
competence, they must try to understand what their patients believe and
where they get their information, two essential elements of health literacy.?’

Providing Nova Scotians with health and health promotion materials they can read,
with content that reflects culture will improve their health literacy. They will thus

be better able to find and understand health information, be able to access health
services more effectively, and be more empowered to take action for good health.

do you need a

EST? PAP TEST?

syl
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A stereotype leads to
the end of any
discussion. No
attempt is made to
learn whether the
individual in question
fits the statement.

Considering Culture in Health Materials

This section provides general starting points for developing inclusive health
materials, forms, and signage.

Used selectively, general knowledge of cultural groups can increase your awareness.
But beware of the danger of stereotyping. Recognize that all individuals are unique.

For example, although some people have experienced exclusion and barriers, we
cannot assume that all people experience the same reality. This will depend on
their life circumstances and the influences of the determinants of health. As well,
people identify with more than one cultural group at the same time. In some
cases, this may result in additional or more complex barriers to good health.

®  Astereotype leads to the end of any discussion. No attempt is made to
learn whether the individual in question fits the statement.

® Ageneralization is a beginning. It lays out information, but more
information is needed. The individual is the one who knows if the
generalization is appropriate.”’

The information in this section is intended to be a starting point for developing
health materials, forms, and signage. Starting point summaries provided in this
section include information on the following:

® race and ethnicity
—francophone and Acadian Nova Scotians
— African Canadians
—First Nations, Inuit and Métis
—immigrants
-refugees
® sexandgender
®  socio-economic status
® sexual orientation and gender identity
® ability
®  |ocation (rural, remote, and urban)
® age

®  spirituality
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Your Health and HPV:

The Facts Every Woman Should Know
(HPV - Human Papillomavirus)
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How culture and language are linked to health

Culture and language influence how health professionals, patients, and
subpopulations interact with the health-care system and maintain well-being
and good health. Culture and language influence the way we interpret health
promotion messages and understand health education materials. Culture shapes
our models of wellness and illness and ways of healing.

Impact of life events: The history and lived experience of discrimination and
the “isms” (like racism, colonialism, sexism, heterosexism, ageism, ableism and
classism) as well as the impact of homophobia, transphobia, xenophobia,
segregation and stereotyping contributes to marginalization, oppression and low
social status. These burdens, separately or intersecting, often impact the mental
and physical health of individuals within populations, including increasing the
risk of stress, depression and high risk behaviours.

Elements of health influenced by culture and diversity also include the following: #2

® communication styles: language, eye contact, greetings, time, names,
touch, common phrases

® rituals, customs, diet, and spirituality: common foods; meaning of food
and food rituals; fertility practices; pregnancy, birthing, and post-birth
beliefs and rituals; death rituals and bereavement; beliefs about the afterlife;
religious practices; use of prayer; link between spirituality, prayer, and health

® health-care practices: traditional practices and beliefs, responsibility for
health, perspective on health

® views towards care and caregivers: folk practices; gender and care

¢ family roles and organization: gender roles, roles of the aged, extended
family

* biology, physiology, incidence, prevalence, pharmacology, and risk:
biological variation (skin colour, heredity, genetics) and drug metabolism

“I go through plenty of patient education material every year and the
implied default is that people have white skin. What does “redness” look
like on the skin of someone who is very dark? What does “jaundice” or

“sallow” look like on someone who is of Asian descent?

These are critical questions if we are sending people home and depending
on their ability to interpret what we’ve given them—which may be
useless. Remind health care providers that, until recently, most research
was done on white men—so how does that translate into the information
we provide patients? Is it valid?”

- Project key informant
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Race and Ethnicity

Race: a group of persons related by common descent or heredity; any of the
traditional divisions of humankind ... characterized by supposedly distinctive
and universal physical characteristics.?

Racism: The belief that race accounts for differences in human character or
ability and that a particular race is superior to others. Discrimination or prejudice
based on race.®*

Ethnicity: Identity with or membership in a particular racial, national, or cultural
group and observance of that group’s customs, beliefs, and language.?

Ethnicity in Nova Scotia

According to Canadian census data (2006),% the majority of Nova Scotians claim
English, Scottish, Irish, French, and Western Europe (Dutch, German, and others)
as their ethnic origin. Other individuals of European origin include those from
Eastern Europe (Polish, Ukrainian, and others), Southern Europe (Italian and
others), Acadian, and Northern Europe (Finnish, Scandinavian, and others).

Nova Scotians of Aboriginal origin, mostly the Mi'’kmaq First Nation, as well as Inuit
and Métis, make up 5.3 per cent of the population. The ethnic origins of other
Nova Scotian populations include African, 1.1 per cent; Arab (Lebanese and others),
1 per cent; East and Southeast Asian (Chinese and others), 0.9 per cent; Jewish,
0.4 per cent; South Asian (East Indian and others), 0.5 per cent; Caribbean, 0.3 per
cent; and West Asian, 0.1 per cent. A complete list of the ethnic origin of Nova
Scotians by district health authority area is included in this resource as Appendix 3.

Ethnicity may include sharing a common language. Individuals from ethnic
groups whose home language may not be English can include Aboriginal people,
francophone and Acadian Nova Scotians, and immigrants and refugees. See
Minimizing Language Barriers, page 61, for detailed information on languages.

Race/visible minorities in Nova Scotia

Almost 4 per cent of Nova Scotians identify on the census as belonging to a
visible minority* Visible minority populations in Nova Scotia include Black?, 2.1
per cent; Chinese, 0.5 per cent; Arab/West Asian, 0.6 per cent; and South Asian
(for example, East Indian), 0.4 per cent.

* Using the term “visible minority” can be controversial. For example, visible minority data used here comes
from the census, but for a variety of reasons, many people do not self-identify on census surveys.

t Theterm “Black” is used by Statistics Canada; elsewhere in this guide the term “African Canadian” is used.
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The Acadian
community has a
history in Nova Scotia
dating back more
than 400 years.

Francophone and Acadian Nova Scotians

Francophone and Acadian Nova Scotians live in every district health authority in
Nova Scotia. The communities of Halifax, Digby, and Yarmouth account for 65.8
per cent of Nova Scotia’s francophone population. In some communities,
Acadians represent the majority of the population, including Argyle (55 per cent),
Clare (68.3 per cent), Isle Madame (51.6 per cent), and Inverness North (44 per cent).

The Acadian community has a history in Nova Scotia dating back more than 400
years, with settlement from France beginning in the 17" century. Acadia was
founded separately from Quebec, which led to two distinct cultures. Between
1755 and 1763, most Acadians were deported from Acadia by the British, a time
known as the Expulsion or Grand Dérangement. Some managed to flee to New
Brunswick and Quebec. Others—the Acadian diaspora—were dispersed to England,
France, and areas of the United States. A large number of Acadians eventually settled
in Louisiana. Over time, some returned and settled in rural areas of Nova Scotia.

Acadians and francophones may speak French as their first language. In the 2006
census, 32,540 Nova Scotians (3.6 per cent) identified “French only” as their mother
tongue—the first language learned at home in childhood and still understood.?

Health Materials Starting Points

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status. For
some, this is exacerbated by loss of language and culture. These burdens, separately
or intersecting, often impact the mental and physical health of individuals within

populations, including increasing the risk of stress, depression and high risk behaviours.
Communication

®  medical records, prescriptions, forms, and written health materials not
provided in both French and English

®  signs and posters promoting the availability of services in French not
promoted well enough in health-care facilities

®  shortage of francophone health-care providers
®  available written information in French not always provided in plain language

® interpretation services not always available and not widely available
throughout the province

Rituals, customs and spirituality

®  prominent role of spirituality and faith

For more information, see Minimizing Language Barriers, page 61.

|
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Want to Know More?

For a selection of reports on French language health-care services, refer to
Réseau Santé Nouvelle-Ecosse. www.reseausantene.ca/Documents.htm

Fédération acadienne de la Nouvelle-Ecosse : www.fane.ns.ca

Le Réseau Santé — Nouvelle-Ecosse : www.reseausantene.ca (in French) AND
www.reseausantene.ca/English.htm (in English)

Nova Scotia Department of Health, French Language Services:
http://gov.ns.ca/health/fls (in French)
AND www.gov.ns.ca/health/fls/default_en.asp (in English)

Nova Scotia Office of Acadian Affairs: www.gov.ns.ca/acadian/fr (in French)
AND www.gov.ns.ca/acadian/en (in English)

Nova Scotia Bonjour Program: www.gov.ns.ca/bonjour (in French)
AND www.gov.ns.ca/acadian/en/bonjour.htm (in English)

L'Equipe d’alphabétisation — Nouvelle-Ecosse :
www.bdaa.ca/eane/indexe.htm
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There are 48 distinct
African Canadian
communities across
Nova Scotia.

African Canadians

African Canadians live in every district health authority of the province. Many
African Canadians have a history in the Atlantic provinces dating back 400 years.
There are 48 distinct African Canadian communities across Nova Scotia. Sixty-six
per cent of the African Canadians living in Nova Scotia live in Halifax. South-
western Nova Scotia (Kings, Annapolis, Digby, Yarmouth, Shelburne, Queens and
Lunenburg counties) has the largest community of African Canadians outside
Halifax.

The movement of Africans and their descendants throughout the world—such as
to the Americas, the Middle East and Europe—is known as the African diaspora.
Much of the African diaspora is a result of the Atlantic slave trade. The vast
majority of people of African descent who have lived outside of Africa over
generations (historic migrants) have a shared history of slavery and segregation.?®
African Canadian heritage in Nova Scotia is represented by three distinct groups:
® indigenous (have no country of ethnic origin other than Canada)*

®  (Caribbean immigrants

® immigrants from the African continent

Health Materials Starting Points

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communication

e  difficulties in communicating with health-care providers due to past trauma
of racism, discrimination, and language and cultural barriers

Diet and nutrition

® decreased access to healthy foods and risk of food insecurity if living on a
low income

*  Halifax has the highest proportion of Canadian-born African Canadians among major urban areas in
Canada; 91 per cent of African Canadians living in Halifax were born in Canada.
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Rituals, customs and spirituality

health-care providers, health promotion professionals, and health systems
may not consider prominent role of spirituality and spiritual practices such
as prayer

Health-care practices and practitioners

use of traditional and complimentary healing practices

Family roles and organization

health-care providers, health promotion professionals, and health systems
may not consider the influence and role of family and extended family

Biology, physiology, incidence, prevalence, and risk

Note: Much of the information in this section is based on studies and data from the
United States. For references, see Appendix 5.

the way in which diseases, treatments, and symptoms appear on black skin
often not considered

high prevalence of sarcoidosis—a chronic disease marked by the formation
of nodules in the lungs and liver and lymph glands and salivary glands

higher rates of, and mortality from, hypertension, cardiovascular disease,
coronary heart disease, and stroke

anemia

high rates of systemic lupus erythematosus—an inflammatory disease of
the connective tissues, occurring mainly among middle-aged women,
characterized by skin eruptions, joint pain, recurrent pleurisy, and kidney
disease

high incidence of, and mortality from, cancer, especially prostate, breast,
and stomach

high rates of, and mortality from, diabetes and diabetes-related
complications such as end-stage renal disease

high rates of, and mortality from, asthma

high rates of sickle cell disorders; carriers of sickle cell trait
lactose intolerance

bone disorders such as osteoporosis

fibroids; twice the incidence in African American women
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Want to Know More?

Kisely, Steve, Mikiko Terashima and Don Langille. “A population-based
analysis of the health experience of African Nova Scotians.” Canadian
Medical Association Journal (CMAJ) 179, no. 7 (September 23, 2008): 653-658.

For a range of local publications, refer to the work of Dr. Josephine Etowa
and Dr. Wanda Thomas Bernard

Office of African Nova Scotian Affairs: www.gov.ns.ca/ansa/default.asp
Health Association of African Canadians: www.haac.ca
African Diaspora Association of the Maritimes (ADAM): www.adamns.ca

Black Cultural Centre for Nova Scotia: www.bccns.com

By:LLana James - National Project Coordinator,
African and Caribbean HIV/AIDS Community Capacity Building Project

Used with the permission of the African and Caribbean Council on HIV/AIDS in Ontario
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First Nations, Métis, and Inuit

Aboriginal People is a broad term that encompasses a three distinct groups of
Indigenous Peoples in Canada: First Nations, Métis, and Inuit People.

The vast majority of Nova Scotia’s Aboriginal people are members of the Mi’kmaq
First Nation. Inuit, Métis, and members of other First Nations also live in Nova Scotia.
There are 13 bands with 34 Mi’lkmaw (on reserve) communities across the
province. The Union of Nova Scotia Indians and the Confederacy of Mainland
Mi’kmagq are tribal organizations that serve as administrative bodies for each of
the 13 bands. Many First Nations people also live off reserve.

Most of Nova Scotia’s First Nations population lives in Cape Breton. A growing
number of Aboriginal people live in Halifax, and significant numbers of people
living in the Yarmouth/Shelburne area consider themselves to be Aboriginal.

Many Mi'’kmaw people are Roman Catholic but may also follow traditional beliefs,
take part in traditional ceremonies, and use traditional medicines to treat
common ailments.

A pan-Aboriginal approach to cultural competence is not appropriate. Although
First Nations may share some cultural traits each Nation has its own laws,
customs, and traditions, complete with local variations. Inuit and Métis cultures
are also distinct and unique, with variations in laws, customs and traditions.?*

A pan-Aboriginal
approach to cultural
competence is not
appropriate.

Health Materials Starting Points*°

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communication

®  barriers resulting from language, culture, and traditions

® interactions with primary health-care providers who appear disrespectful

®  misconceptions around adherence issues

e  cultural differences in the use of body language, eye contact, and touch
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Diet and nutrition

® health-care providers, health promotion professionals, and health systems
may not consider and value traditional diet

® decreased access to healthy foods and risk of food insecurity if living on a
low income with limited access to country foods

Rituals and customs and spirituality

® health-care providers, health promotion professionals, and health systems
may not include and value rituals, customs and spirituality

Health-care practices and practitioners

® Traditional/complimentary healing practices may not be considered and
valued by health-care providers, health promotion professionals, and health
systems

Family roles and organization

® health-care providers, health promotion professionals, and health systems
may not include and value roles of elders and extended family

Biology, physiology, incidence, prevalence, and risk
For full references, see Appendix 5.

®  more likely to have high blood pressure

® higherincidence of diabetes, insulin resistance (women)

®  greater risk of heart disease and stroke

®  high rates of chronic obstructive pulmonary disease (COPD)

® higher rates of infectious diseases

® infants and toddlers: otitis media, sudden infant death syndrome (SIDS),
accidental injury, asthma and respiratory tract infections, dental caries, fetal
alcohol spectrum disorder, hip dysplasia, rickets

® children and youth: complications from otitis media, accidental injuries,
diabetes, dental caries

® young adults and parents: diabetes, injuries and poisonings, HIV/AIDS,
sexually transmitted diseases (STDs), hepatitis A and C, gallbladder disease,
rheumatic heart disease, cervical cancer, rheumatoid arthritis, tuberculosis,
disability

® grandparents and elders: diabetes, disability, dental care needs

|
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“The paradigm shift that we have witnessed in the area of health care
confirms what Aboriginals have always thought about health and
healing. [ ...] The principles behind primary health care are similar to
those that inspire the circle of life and the Spirit wheel, which guided
generations of Aboriginals in terms of their health needs.”

—Penny Ericson, Canadian Association of University Nursing Schools '

Want to Know More?

Atlantic Policy Congress of First Nation Chiefs Secretariat. Orientation Guide:
Atlantic First Nations. 2007. Available online at
209.162.178.242/documents/Orientation%20Guide%?20Atlantic%20
First%20Nations.pdf.

Confederacy of Mainland Mi'’kmagq. Kekina’'muek: Learning about the Mi’kmaq
of Nova Scotia. Truro: Eastern Woodland Publishing, 2006. Available online at
www.cmmns.com/Kekinamuek.php.

Cook, Sarah Jane. “Use of Traditional Mi’kmaq Medicine among Patients at a
First Nations Community Health Centre.” Canadian Journal of Rural Medicine
10, no. 2 (Spring 2005): 95-99.

National Aboriginal Health Organization (NAHO). Cultural Competency and
Safety: A Guide for Health Care Administrators, Providers and Educators. 2008.
Available online at www.naho.ca/publicationsculturalcompetency.pdf.

Nova Scotia Office of Aboriginal Affairs: www.gov.ns.ca/abor/office
Confederacy of Mainland Mi'’kmaqg: www.cmmns.com
Union of Nova Scotia Indians: www.unsi.ns.ca

Atlantic Policy Congress of First Nations Chiefs (see Health): www.apcfnc.ca
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Stress related to
getting credentials
recognized and/or
finding employment
strongly affects
immigrant health.

Immigrants and Refugees

Immigrants

Most recent immigrants live in Halifax, although immigrants are present in every
district health authority in the province. The proportion of recent immigrants
coming to Nova Scotia from Europe is on the decline, while the number of
immigrants from Asia, Central America, Africa, and the Middle East is on the rise.

Given broad ethnic origins, it is difficult to generalize about this group. Recent
immigrants may be unemployed or underemployed. Stress related to difficulty in
getting credentials recognized and/or finding employment strongly affects
immigrant health. Most recent immigrants are healthy upon entry into Canada,
but many experience poorer health over time. Culture shock, loneliness,
homesickness, and inability to find rewarding employment lead to stress and
may lead to mental health issues.??Racism has been known to profoundly affect
the health of racially visible immigrants and their descendants.

Refugees

Refugees come from areas of the world where there is war, violence, trauma, or
political and cultural oppression. As a result, refugees may often experience
post-traumatic stress—an anxiety disorder that can occur following a traumatic
event. They may also arrive in Canada in poor mental or physical health, having
lacked access to food, water, and health services.

Refugees may also have lived in several countries before arriving in Canada,
including refugee camps. Some refugees may be unemployed or underemployed.
Stress related to difficulty in getting education and credentials recognized and/or
finding employment strongly affects refugee health. As with the recent immigrant
community, culture shock, loneliness, homesickness, and inability to find
rewarding employment lead to stress and may lead to mental health issues.*

Health Materials Starting Points: Immigrants

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communications
®  barriers resulting from language, culture, and traditions

®  cultural differences in the use of body language, eye contact, and touch
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Diet and nutrition

® health-care providers, health promotion professionals, and health systems
may not include and value traditional diet

®  health impacts of changing diet

Rituals, customs and spirituality

®  beliefs in pregnancy, birth, death, and health rituals that may not be
understood, considered, and valued by health-care providers, health
promotion professionals, and health systems

® traditional/complimentary healing practices may not be considered and
valued by health-care providers, health promotion professionals, and health
systems

Health-care practices and practitioners

® traditional health-care practices that may not be considered and valued by
health-care providers, health promotion professionals, and health systems

Family roles and organization

® health-care providers, health promotion professionals, and health systems
may not consider the influence and role of family and extended family

Biology, physiology, incidence, prevalence, and risk

®  variations in drug metabolism

®  other, depending on race and ethnicity (see Appendix 5 for information on
some individual ethnic groups)

Health Materials Starting Points: Refugees

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communications

®  Dbarriers from language, culture, and traditions

®  cultural differences in the use of body language, touch, and eye contact
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Diet and nutrition

® health-care providers, health promotion professionals, and health systems
may not include and value traditional diet

® health impacts of changing diet and potential food insecurity

®  decreased access to healthy foods and risk of food insecurity if living on a
low income

Rituals, customs and spirituality

®  Dbeliefs about pregnancy, birth, and death that may not be understood,
considered, and valued

®  rituals, customs and spirituality may not be considered and valued

Health-care practices and practitioners

® traditional/complimentary healing practices may not be considered and
valued by health-care providers, health promotion professionals, and health
systems

Family roles and organization

® health-care providers, health promotion professionals, and health systems
may not consider the influence and role of family and extended family

Biology, physiology, incidence, prevalence, and risk

®  variation in drug metabolism

®  other, depending on race and ethnicity (see Appendix 5 for information on
some individual ethnic groups)
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Want to Know More?

Akbari, Ather H., Scott Lynch, James Ted McDonald, and Wimal Rankaduwa.
Socioeconomic and Demographic Profiles of Immigrants in Nova Scotia. Atlantic
Metropolis Centre, 2007.

Available online at http://atlantic.metropolis.net (see Research and Policy).

McDonald, James. The Health Behaviours of Immigrants and Native-Born
People in Canada. Working Paper No. 01-06. Atlantic Metropolis Centre, 2006.
Available online at http://atlantic.metropolis.net (see Working Papers).

For a range of local publications, refer to the work of Dr Swarna Weerasinghe.
Multicultural Association of Nova Scotia: www.mans.ns.ca
Immigrant Settlement and Integration Services (ISIS): www.isisns.ca

Metropolis (network for research and public policy development on migration,
diversity, and immigrant integration in cities in Canada and around the world):
http://atlantic.metropolis.net/index_e.html
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Gender determines
what is expected,
allowed, and valued
in females or males in
a given context.

Sex and Gender

Sex is the way we label the males and females of a species, usually by
reproductive function. Gender refers to the roles, attributes, opportunities, and
relationships constructed by society for men and boys and women and girls.

Gender determines what is expected, allowed, and valued in females or males in
a given context. Society defines different expectations for men’s and women'’s
work (paid and unpaid), roles and responsibilities, access to and control over
resources, and decision making. Gender inequalities result in women being
unable to fully take part in society and realize all of their economic, political, and
social potential. As a result, they are not fully able to contribute to national,
political, economic, social, and cultural development and to benefit from the
results. Gender inequalities are also linked to widespread global human rights
abuses of women and girls. Gender inequities often lead to health inequities.

It is also important to keep in mind that the intersection of multiple forms of
oppression and gender, such as race, homophobia, or transgender, further
excludes and marginalizes groups of women and girls.

Gender roles and stereotypes lead to women and men working in different
occupational groups. This results in different exposure to risk and iliness.

Women'’s health is much more than “what most people view as women'’s health
concerns: birth control, breast cancer and menopause.”** Women'’s unequal social
and economic status affects their health. For example, women bear a higher
burden of unpaid caregiving and domestic work. They account for the majority
of the paid health-care and social services workforce, which leads to higher stress
and poor health. Women are much more likely to be victims of violence and
abuse. Women also make up the majority of users of the health system because
they have babies, care for others, live longer than men, and so on.

Women form the majority of the poor in Canada and around the globe. Women'’s
poverty affects their health in many ways, including

® increased rates of acute and chronic ill health

® increased susceptibility to infectious and other diseases

® increased risk of heart disease, arthritis, stomach ulcers, and migraines

® increased risk of clinical depression, stress, breakdown, vulnerability to
mental illness, and self-destructive coping behaviours

® increased risk of violence and abuse
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Health Materials Starting Points: Women

Impact of life events

The history and lived experience of sexism. discrimination and stereotyping

contributes to marginalization, oppression and low social status.

Communications

® need to include women'’s biomedical and lived reality in information,
symptoms, treatments, research, images and approaches

Diet and nutrition

®  decreased access to healthy foods and risk of food insecurity if living on a
low income

Health care practices and practitioners

®  Jow-income women unable to afford complimentary health-care providers,
medications, and healthy living activities

®  women form the majority of health-care providers and health-care support
workers

Family roles and caregiving

® women are primary caregivers across all groups. Burden of caring role, paid,
unpaid and community work leads to stress and illness.

Biology, physiology, incidence, prevalence, and risk

® incidence and prevalence of many diseases and health concerns differ for
women and men. For example, women are twice as likely as men to require
hip replacement surgery. Specific groups of women are also more likely to
experience certain illnesses. For example, First Nation and Inuit women have
diabetes rates nearly five times higher than those of other women and
higher rates than First Nations and Inuit men**

®  (Consider the effects of poverty and low social status on women'’s health and
well-being

Want to Know More?

Canadian Research Institute for the Advancement of Women:
www.criaw-icref.ca

Centres of Excellence for Women'’s Health: www.cewh-cesf.ca

Canadian Women'’s Health Network: www.cwhn.ca
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Socio-Economic Status

Socio-economic status (SES) relates to a person’s position in society—the
social class to which they belong. Income and education are often used as
indicators of SES, although they alone do not determine status.

SES is linked to both culture and health literacy. For example, low income rates
are higher among diverse groups such as seniors, single parents, women, First
Nations, the disabled, recent immigrants, and African Canadians. The health
effects of low income and low status are often greater in minority groups who
have faced a long history of racism, exclusion and marginalization.

Income and social status are often cited as the most important determinants of
health. For those of us living in the developed world, autonomy (greater control
over our lives) and our ability to participate fully in society are even more
important than material well-being for good health, well-being, and longevity.

The social determinants of health are the economic and social conditions that
influence the health and well-being and of individuals and communities. They
include, for example, income, availability of food, housing, employment and
working conditions, gender, health care services and various forms of social
exclusion, including racism. The influence of income and social conditions during
childhood years is also important to health. Individuals who lived in low-income
circumstances during childhood tend to have poorer health status even if later in
life their income and social status improve.

Where people are on
the social hierarchy
affects the conditions
in which they grow,
learn, live, work and
age, their vulner-
ability to ill-health,
and the consequences

of ll-health. The lower our socio-economic status, the less autonomy we typically have and

—World Health Organization”  the fewer opportunities we have to enjoy life and engage in all that society has
to offer. Research shows that higher socio-economic status leads to better health.
This has been referred to as the status syndrome.>®

The way income and status is distributed is also important. Populations with a
more equitable distribution of income and status tend to be healthier. Inequity—
through poverty and exclusion—has more impact on health than the choices
people make in their daily lives. The provinces of Atlantic Canada have more
social, economic, and health inequities than the other Canadian provinces. They
also have higher rates of chronic disease.
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According to the Public Health Agency of Canada (2004):38

®  Only 47 per cent of Canadians in the lowest income bracket rate their health
as very good or excellent, compared with 73 per cent of Canadians in the
highest income group.

®  Low-income Canadians are more likely to die earlier and to suffer more
illnesses than Canadians with higher incomes, regardless of age, sex, race,
and place of residence.

® Ateach rung up the income ladder, Canadians have less sickness, longer life
expectancies, and improved health.

In 2005, 81,000 Nova Scotians (8.9 per cent) lived in low-income circumstances.*

Health Materials Starting Points: SES

Communications

®  Darriers from low literacy and education levels

Diet and nutrition

®  decreased access to healthy foods and risk of food insecurity

Health care practices and practitioners
® |ack of health and dental insurance

® unable to afford complimentary providers

Family roles and caregiving
®  single parents: caregiver stress and burnout, lack of family support

Biology, physiology, incidence, prevalence and risk
®  consider the effects of poverty and low social status on health and well-being

Want to Know More?

What Makes Canadians Healthy or Unhealthy (2003). Available online at
www.phac-aspc.gc.ca/ph-sp/determinants/determinants-eng.php#income.

Turning the Tides: Why Acting on Inequity Can Help Reduce Chronic Disease.
Available online at www.phac-aspc.gc.ca/canada/regions/atlantic/
Publications/Tides_of change/index-eng.php.

For information on the Social Determinants of Health, refer to the World
Health Organization (WHO) www.who.int/social_determinants/en or the
work of D. Raphael (Canada)

Nova Scotia Department of Community Services, Poverty Backgrounder, 2007:
www.gov.ns.ca/coms/department/backgrounders/poverty/index.html
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This community is
sometimes referred
to as the LGBTTIQQA,
Rainbow, or Pride
community.

Sexual Orientation and Gender Identity

Sexual orientation relates to the development of intimate emotional and sexual
relationships with people of the same, opposite, or both sexes. Sexual
orientation is not a choice—it cannot be changed voluntarily. People are born
with their sexual orientation.

Gender identity is a person’s self-image or belief about being female or male.
For some, biological sex does not fit with who they feel they are. Gender identity
is a continuum ranging from male to female. Using male or female labels alone
does not include people who are transgender, transsexual, intersex, and others
(see definitions below).

This community is sometimes referred to as the LGBTTIQQA (see below), Rainbow,
or Pride community. Studies show that from 3 per cent to 10 per cent of the
population (27,000 to 90,000 Nova Scotians) belong to this community. It is very
difficult to accurately assess the size of this community as it is an invisible
culture—individuals are in different stages of their own “coming-out” process.

Key definitions

Because these terms are often not well understood, they are defined in this
section. Some of the definitions are open to debate within the Rainbow
community. This reflects the changing nature of sexual orientation and gender
identity. It is also related to how important identity is to this marginalized group*

Gay

A male or male-gendered person who is emotionally, physically, and/or
romantically attracted to other males/male-gendered people and is capable of
forming loving relations with them.

Lesbian

A woman or female-gendered person who is physically, emotionally, and/or
romantically attracted to other females/female-gendered people and is capable
of forming loving relations with them. Because issues facing gay men and
lesbians differ, many women prefer the term lesbian to “gay woman.”

Bisexual

A person who is emotionally, physically, and/or romantically attracted to either
male or female people and can form a loving relationship with either. A bisexual
could be more attracted to men or more attracted to women, but feel they can
have relationships with either.

Transgender

An umbrella term for people whose behaviour, manner of dress, or identity does
not strictly conform fit how society defines “male” and “female.” The term
transgender can thus include a transsexual, a cross dresser, or a drag queen.
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Transexual

An individual who is committed to altering his or her sex (their body)—through
cosmetics, hormones, and, in some cases, surgery—to be more in line with their
gender (how they feel).

Two-spirited

A term within many First Nations cultures for a person with close ties to the spirit
world and who may or may not identify as being lesbian, gay, bisexual, or
transgender (two spirits in one person).

Intersex

This is a relatively new term to describe someone who is born with ambiguous
genitalia or chromosomal anomalies. Often gender is assigned at birth by
parents and physicians. The child may or may not grow up to identify with that
assigned gender.

Queer

Although historically used as a negative term, queer is more commonly being
used by the Rainbow community, by the academic world, and by the media as
an inclusive term to refer to people who are lesbian, gay, bisexual, and
transgender. However, in our society, it is often still used in a negative way.

Questioning
A person who may be in the process of assessing their sexual orientation/identity.

Asexual
A person who does not experience sexual attraction.

*  Definitions and health information have been adapted from Halifax Rainbow Health Project Inclusion Program:
Assessment Tool Guidelines, Nova Scotia Rainbow Action Project, 2006.
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Health Materials Starting Points:
Sexual Orientation

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens, separately
or intersecting, often impact the mental and physical health of individuals within
populations, including increasing the risk of stress, depression and high risk behaviours.
Communications

®  barriers due to lack of understanding and intolerance

e  difficult and at times unsafe to disclose sexual orientation in health settings

Health-care practices and practitioners

®  delayed use of health services

® reduced use of preventative screening

e few health services meeting the needs of this group

®  certain subpopulations, such as seniors, may be removed from life partners
or forced back into hiding their identity when interacting with health or
long-term care system

Family roles and caregiving

®  same-sex couples and parenting are not reflected in materials

®  heterosexuality is often assumed

Biology, physiology, incidence, prevalence and risk

®  Gay men: more likely to experience eating disorders and may be at
increased risk of hepatitis and cancer (anal, prostate, testicular or colon).

® Lesbians: may be at increased risk of cancer (breast, gynecologic). Lesbians
also have specific fertility treatment needs.

®  For more detailed information, see page 115.

|
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Health Materials Starting Points:
Gender Identity

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communications

®  barriers due to lack of understanding and intolerance

e  (difficult and at times unsafe to disclose gender identity in health settings

Health-care practices and practitioners

®  delayed use of health services

® reduced use of preventative screening

e few health services meeting the needs of this group

®  certain subpopulations, such as seniors, may be removed from life partners
or forced back into hiding their identity when interacting with health or
long-term care system

Family roles and caregiving

® transgender parenting not always considered

Biology, physiology, incidence, prevalence and risk
® hormone and sex reassignment therapy needs

®  For more transgender health, see page 116.

Want to Know More?

Nova Scotia Rainbow Action Project. The Halifax Rainbow Health Project:
Improving Access to Primary Health Care for the Rainbow Community. 2005.
Available online at www.nsrap.ca/hrhproject/docs/report.pdf

Nova Scotia Rainbow Action Project: www.nsrap.ca

Canadian Rainbow Health Coalition: www.rainbowhealth.ca/english/index.html
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20 % of Nova Scotians
over the age of 15 are
affected by some form
of mental or physical
disability.

Ability

Twenty per cent of Nova Scotians over the age of 15 (146,000 people) are affected
by some form of mental or physical disability, as compared with 14.6 per cent of
Canadians. Mobility (23.4 per cent), agility (21.3 per cent), and pain (22.8 per cent)
are the most common types of disability in the province, followed by hearing
(10.9 per cent, 49,290 people) and seeing (5.5 per cent, 24,860 people).* Disability
statistics for the province are included as Appendix 4.

All forms of disability have an impact on health and access to health and wellness
services. This section will focus on people with visual and hearing (dis)abilities as
they are linked to health materials, forms, and signage.

Hearing

Recent literature shows that Canadians with hearing problems (deaf or hearing
loss) are more likely to report adverse health conditions, lower levels of physical
activity, and increased depression as compared with other Canadians.”

Deaf (capital “D"”)

The use of a capital “D” signifies people who are deaf or hard of hearing and who
identify with and participate in the culture, society, and language of Deaf people.
The primary language and preferred mode of communication of the Deaf
community is Sign Language. The official working languages of the Canadian
Association of the Deaf are American Sign Language (ASL) and la Langue des
Sourds du Québec (LSQ).

In Nova Scotia, in addition ASL, a number of Deaf people, particularly older Deaf
people, use what is known as Maritime Sign Language (MSL). MSL is often used
in conjunction with ASL.

As with other languages, ASL is a distinct form of communication. It is not a
direct translation of English. For some Deaf individuals, reading and writing in
English involves functioning in their second language. Some, not all, members of
the Deaf community may have low English literacy levels.
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Health issues facing the Deaf community include*

® |ack of access to ASL interpreters for medical appointments and treatment
®  misdiagnosis of other disabilities

® failure of health-care services and facilities to be accessible

® |ack of support workers in hospice and palliative care settings

e  difficulty paying for hearing aids and replacement parts and other assistive
devices

®  lack of specialized mental health services for Deaf people

®  Jack of health-care professionals knowledgeable and trained in ASL
® too few mental health services

®  services concentrated in large cities

® few hospitals with assistive devices such as TeleTYpewriter (TTY) and
caption TV sets

In Nova Scotia ASL interpreting is available free of charge to Deaf clients and is
covered by Medical Services Insurance (MSI). Contact the Society for Deaf and
Hard of Hearing Nova Scotians in Sydney (for Cape Breton) and Halifax (for
mainland Nova Scotia). For contact information, see page 62.

Persons who are deaf and/or hard of hearing

Not all people who are deaf or hard-of-hearing use or understand Sign Language,
especially those who become deaf/hard-of-hearing later in life. Nor are they
necessarily part of Deaf culture. There are resources available to help health-care
providers communicate more effectively with people who have hearing
difficulties through the 25 Nova Scotia Hearing and Speech Centres. The Society
of Deaf and Hard of Hearing Nova Scotians also provides a range of programs
and services.

The deaf-blind

The deaf-blind are people who are unable to both hear and see. They are often
part of the larger Deaf community and will use Sign Language as a primary
mode of communication, using either the “two-hand” or the “hand-over-hand”
system. Both of these are tactile systems in which the deaf-blind person touches
the hands of the person who is signing to them.

To facilitate access and communication in everyday life, deaf-blind people may
use the services of intervenors who act as their eyes. To ensure access to health-
care services deaf-blind people may require the services of both a Sign Language
(ASL) interpreter and an intervenor.
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Vision
Most people with vision problems have a form of visual impairment but are not

totally blind. Seniors make up 70 per cent of the visually impaired in Nova Scotia
due to conditions such as macular degeneration and glaucoma.

Many resources, including health resources and communication aids, are available
to the blind and visually impaired community through the Canadian National
Institute for the Blind (CNIB). Users of CNIB services can also access resources
from the national CNIB library. This library operates in a manner similar to a public
library, lending Braille and audio materials postage-free to clients. Only 10 per cent
of library clients read Braille—most use CDs or the Internet. The library posts material
(books, newspapers, and other materials) online using large-print screens, voice,
and refreshable Braille (an electro-mechanical device for displaying Braille
characters).

Health Materials Starting Points

Impact of life events

The history and lived experience of discrimination, the “isms”, phobias, segregation
and stereotyping contributes to marginalization, oppression and low social status.
For some, this is exacerbated by loss of language and culture. These burdens,
separately or intersecting, often impact the mental and physical health of individuals
within populations, including increasing the risk of stress, depression and high
risk behaviours.

Communications

® language and literacy barriers

Diet and nutrition

®  decreased access to healthy foods and risk of food insecurity if living on a
low income

Health care practices and practitioners

®  may be unable to afford complimentary health-care providers if living on a
low income

®  may be unable to afford healthy living activities if living on a low income or
to take part in such activities due to (dis)ability
Biology, physiology, incidence, prevalence, and risk

®  biological conditions such as macular degeneration, glaucoma and hearing
loss/deafness

® identify as having adverse health conditions (deaf and hearing loss)
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Want to Know More?

Canadian Association of the Deaf “Health Care.” Deaf Issues, 2007. Available
online at www.cad.ca/en/issues/health_care.asp.

Nova Scotia, Disabled Persons Commission. Persons with Disability in Nova Scotia:
A Statistical Report, 2004, page 9. Available online at
www.gov.ns.ca/disa/PDF-files/Statistical?%20Manual%202004%20bc.pdf.

CNIB: www.cnib.ca

CNIB, Nova Scotia and PEl: www.cnib.ca/en/ns-pei

Society of Deaf and Hard of Hearing Nova Scotians (SDHHNS): www.sdhhns.org
Nova Scotia Disabled Persons Commission: www.gov.ns.ca/disa

Nova Scotia Hearing and Speech Centres: www.nshsc.ns.ca

Good Example: Accessible Websites

See the CNIB website (www.cnib.ca) for an example of an accessible website.
The menu across the top of the page allows you to choose font size, contrast,
and text alternative formats.
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Location

Where people live has a strong influence on their health. Healthy housing,
neighbourhood safety and exposure to toxins and pollution are all linked to
location. Income inequalities within neighbourhoods and communities influence
health, as does access to jobs, health services, recreation options and other
supports. According to Statistics Canada, approximately 56 per cent of Nova
Scotians live in urban areas, and 44 per cent live in rural areas. Health and
wellness accessibility challenges facing rural Nova Scotians may include isolation,
lack of transportation, and inadequate health services and social supports.

Keep this in mind when creating and distributing health materials. For example,
do not assume that your target clients will be able to pick up an important brochure
at their local health centre. In addition, consider the reality that many rural areas
of the province do not have access to Internet, or high-speed Internet services.

Age

It is important to consider all age categories when creating health materials.
Always start by identifying your target audience and clarifying need. Given the
continued growth of Nova Scotia’s senior population and their health system
requirements, this section will focus on seniors.

Here are some statistics you should know about seniors in order to develop
materials that meet their needs.®

®  Most Canadian seniors live on their own in private households (58 per cent
with a partner/spouse and 29 per cent on their own).

®  The majority of Canadian seniors are women (57 per cent of seniors over 65
and 70 per cent over 85 are women).

®  Many seniors have low levels of education. Sixty per cent did not finish high
school, and only about 20 per cent have a university degree. As many as 80
per cent of Canadian seniors may have reading problems that interfere with
completing forms or reading instructions on medicine containers,
understanding information, or doing basic math (versus 48 per cent of the
general population). This creates literacy and health literacy challenges.

®  Seniors are at high risk of becoming hard of hearing and/or visually
impaired, which interferes with communication.

®  Seniors are culturally diverse. About 20 per cent of Canadian seniors are
immigrants or children of immigrants.

®  Only about 20 per cent of seniors (65 and over) have home Internet use.
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Want to Know More?

Public Health Agency of Canada. The Senior Audience: Large, Growing, Diverse
—Communicating with Seniors. 2006. Available online at
www.phac-aspc.gc.ca/seniors-aines/pubs/communicating/ audience_e.htm.

Nova Scotia Seniors’ Secretariat. Seniors’ Statistical Profile 2009.
Available online at www.gov.ns.ca/seniors/pubs/Seniors’StatisticalProfile2009_
Final.pdf.

Nova Scotia Senior Citizens’ Secretariat. Enhancing the Basic Learning Skills of
Older Nova Scotians: Context and Strategies. 2003.
Available online at www.gov.ns.ca/scs/pubs/enhancing_skills.pdf.

Nova Scotia Department of Seniors: www.gov.ns.ca/scs
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The spirituality of a
people...is part of
what makes up their
culture — something
that defines who they
are. The spirituality of
a people is wrapped
up in their language
and their songs, in
their stories and
dances, in how they
live and interact with
each other and who
or what they honor. **

Spirituality

Religion implies a specific set of beliefs or practices agreed upon by a group.
Spirituality is a way by which people find meaning, hope, comfort, and peace.

Spirituality a core component of culture and language and thus influences the
way people look at and interact with the world. There are deep links between
mind, body and spirit. Spirituality thus influences health. For some people, the
comfort and strength gained from meditation and prayer lead to feelings of
well-being. Spirituality helps people cope with illness, loss, and stress and, as a
result, may prevent additional health problems.

Spirituality affects health beliefs and practices. Diverse beliefs and practices are
visible during times of celebration, stress and illness, and death and dying and in
birthing and postpartum rituals. They can also determine foods and food rituals
for some populations during religious holidays and celebrations.

Religion is one path to spirituality. Organized religions in Nova Scotia include, but
are not limited to, Buddhist, Islamic, Hindu, Jewish, Protestant (Anglican, Baptist,
United Church), and Roman Catholic.

Major Religious Denominations in Nova Scotia (2001)

Number Percentage

Roman Catholic 327,940 36.5%
Protestant 438,150 48.8%
Christian Orthodox 3,585 0.4%
Christian (notincluded elsewhere) 10,105 1.1%
Muslim 3,550 0.4%
Jewish 2,120 0.2%
Buddhist 1,735 0.2%
Hindu 1,235 0.1%
Sikh 270 0%

No religion 104,280 11.6%

Source: Statistics Canada (2001) Census of Canada. Available online at:
wwwi12.statcan.ca/english/census01/Products/Analytic/companion/rel/tables/provs/
nsmajor.cfm. (accessed March 2008). Note: There is no category for “other.”
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Section 3:
Practical Tools for Minimizing Barriers

About this section

® Engaging a diverse audience
Suggestions and tools for appropriate and respectful community engagement

® Minimizing language barriers
Suggestions and helpful resources

®  Minimizing literacy and health literacy barriers
Suggestions and helpful resources

® (Creating inclusive forms and sighage
Specific options and strategies for inclusive signage and forms
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Tool 1: Engaging a Diverse Audience

1. Identify your audience.

To whom are you writing this material? Why is this material or message
needed? Will this target health disparities? Who will most benefit from the
material?

2. Learn more before you begin.

Consider life experience, status, culture and biomedical realities. Build on
information and needs that have already been identified. Identify potential
language, literacy and health literacy needs.

3. Involve your audience.

This will help you identify what people know already and most want to
know. Do not assume you know what is best.

Respect and value people’s time.

Although it may be your job to develop or adapt materials, your readers
have paid and unpaid work responsibilities. Value this by scheduling
sessions at times that work best in local, easily-to-access locations. If
possible, provide honoraria and supports such as food, transportation, and/
or childcare subsidies.

Learn about and support community needs.

For example, ask people if they would like to learn about the subject of your
materials during an information session. Use your review session as an
opportunity to share information in a culturally appropriate manner. This
means that both you and your target audience will gain from the encounter.

Work with/hire a community leader to bridge culture, language, and/or
literacy gaps.

Work with/hire a translator for written material.

See: Writing health information for patients and families: A guide to creating patient education materials
that are easy to read, understand and use. Hamilton Health Sciences, 2008,
www.hamiltonhealthsciences.ca. This provides a more detailed materials development process,
from which Tool 2: Sample Feedback Form (page 60) was adapted.
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Ask users to review a draft of your material. Make changes as required. If you

have followed steps 1 and 2 you'll need to make fewer changes.

Ask for feedback through interviews, surveys, or small focus groups.
Develop questions to make sure your material

A sample feedback form for draft materials is included as Tool 2, page 60.

is easy to read and understand

uses clear layout

is helpful

contains what people want to know

includes life experience, culture and biomedical realities

incorporates language, literacy and health literacy

4, Evaluate the results.

Evaluate your materials over time. Keep them up to date and relevant.

“I think it would help if the policy makers and those who create services
had the fore-thought to be inclusive. Maybe consulting our Community
before creating policies would help. | would love to get involved with
something like that.”

- Rainbow Community member
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Case Study:
Cervical Cancer Brochure for
Arabic-Speaking Women

An example of giving back through consultation

Staff of the Cervical Cancer Prevention Program at Cancer Care Nova Scotia
identified a need for a brochure and fact sheets on cervical cancer written
specifically for Arabic-speaking women.

They began this process by working directly with a community leader who was
also a health interpreter and licensed translator. The leader met with local Arabic-
speaking women to identify what they already knew about cervical cancer and
to learn about additional needs.

The women said that they needed more information about cervical cancer,
presented in a language they could understand and a format that was culturally
acceptable. A supporting committee of staff from Cancer Care Nova Scotia,
Capital District Health Authority, and the IWK Health Centre had the cervical
cancer brochure translated with identified cultural needs and language in mind.

Staff and the interpreter then held a focus group where the translated brochure
was pilot-tested with a group of Arabic-speaking women.

Out of respect for their time and travel needs, participants received an
honorarium for child care and transportation. To value their request for more
information, the pilot test was combined with a physician presentation on
cervical cancer. This process built trust and encouraged shared understanding of
cervical cancer issues within the group.

In addition to assessing whether the translated brochure was appropriate and
effective, the support committee learned the cultural perspective on health and
cervical health among Arabic-speaking women, as well as new strategies for
disseminating health information within the Arabic-speaking community.

The supporting committee has identified the next step as evaluating the
brochure within the community for effectiveness.

56 Messages for All Voices: Integrating Cultural Competence and Health Literacy in Health Materials, Forms, and Signage



Used with the permission of the Cervical Cancer Prevention Program of Cancer Care Nova Scotia
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Case Study: Loving Care
A Population Health Approach

In 2003, staff of the Nova Scotia Department of Health, Public Health Division
(now the Department of Health Promotion and Protection), and Public Health
Services identified the need to replace the publications Year One: Food for Baby
and After Year One: Food for Children. They felt the new books should be more
comprehensive and use a capacity-building approach with parents.

A working group of health professionals, social support staff, and family resource
centre staff hired consultants to carry out background research. This included a
scan of parent resources, key informant interviews with health and health
promotion professionals who work with parents, a literature review, parent focus
groups, and a stakeholder workshop. Parent focus groups were representative of
culture and included rural and urban mothers and fathers, francophones and
Acadians, newcomers, African Canadians, and Aboriginal people.

The working group identified those most in need of receiving parenting
information as families experiencing the challenges of limited literacy and lack of
social supports and/or those with limited access to health and parenting resources.

The working group identified social and cultural inclusion as one of four guiding
criteria for the development of the new parent health education booklets. They
used the results of the research to determine the content, tone, reading level,
and distribution method of the Loving Care series, the new parent health
education booklets.

They hired a plain language writer and a designer who used clear layout and
design principles. Given the target audience, the booklets were written for
readers with limited literacy, targeting a grade 4 level. However, the information
provided and the style and tone of the booklets mean that they can be read and
used by people of all literacy and education levels.

Drafts of Loving Care were reviewed by Public Health Services staff and
individuals from a wide variety of disciplines including literacy. Drafts were
focus-tested with the target audience. The French translation was reviewed for
language by Acadian and francophone parents. The families used in the
photographs are all residents of Nova Scotia.

A review of Loving Care will also take place in the context of cultural competence.
This includes consideration of the life experience, culture and biomedical realities
of Nova Scotia populations as well as the health disparities between them.
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Used with the permission of the Nova Scotia Department of Health Promotion and Protection. Graphic design Derek Sarty / Writing Jan Catano

You are
your child’s
most
important
teacher!

Loving Care

Y
NOVASCOTIA

Health Promotion
and Protection

Public Health Services

www.gov.ns.ca/hpp

Note: This is a sample only. It is not available for public use.
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Tool 2: Sample Feedback Form

Help us improve our materials! Check the box that matches how you feel about the
following statements.

Strongly Disagree Undecided Agree Strongly

Disagree Agree
[ found this easy to read
and understand. d d d d d
Comments:
[ got the information I needed  UJ d a a d
Comments:
| can use this information. a a a d a
Comments:
[ see my culture included
in this information. a a a a a
Comments:
| see myself included
in this information. d d d d d
Comments:
| would recommend this
information to others. d d d d d

Comments:

| would have liked more information about:

| would have liked less information about:

| would have liked this in another language or format. Please describe:

Other comments and suggestions:

Adapted from Hamilton Health Sciences, 2008: 106.
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Minimizing Language Barriers

Equal access to health-care services, regardless of language, is a right under the
Canada Health Act. We must strive to overcome language barriers and cross-
cultural miscommunication to achieve accessible, quality health care.

®  People not able to speak an official language may have lower health literacy.

® language barriers negatively affect access, quality of care, satisfaction, and
health outcomes.

® language barriers have ethical, liability, and cost implications for individuals
and health systems.

®  Language barriers further marginalize cultural groups and vulnerable
communities.*

“...Ihave to sit and listen ... because I'm digesting this ... in my thoughts of
my language.. .. if the doctor or even the nurse doesn’t understand, why we
are silent, that says a lot when you are silent as First Nations because you're
thinking about what'’s being said and you need to give the right answers back.”

— First Nations patient*®

Note: For the purposes of this document
® aninterpreter deals with the spoken word

®  acultural health interpreter deals with the spoken word and bridges
cultural gaps, including body language, embedded meaning or words and
soon

®  jtranslator deals with written text

“I couldn’t explain to my mom everything the doctors were telling me.”

- A seven-year-old girl who was asked to interpret for her Spanish-speaking mother
to let her know that her unborn child had died (Haffner 1992)#”
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Tool 3: Cultural Health and American Sign
Language (ASL) Interpreters

For face-to-face encounters, use the services of a cultural health interpreter,
American Sign Language (ASL) interpreter, or telephone interpretation service.
Using family or friends—especially children—risks the health and well-being of
the individual and the family. This should only happen if it is the expressed wish
of the patient.

The following interpretation services can be accessed by health-care providers
and staff on behalf of patients:

Mi’kmaq Hospital Interpreter Liaison Program: Cultural interpreters are
available in Halifax and Sydney; call (902) 453-9358 or (902) 567-8000.

Deaf: American Sign Language (ASL) interpreters are available through the
Society of Deaf and Hard of Hearing Nova Scotians (see www.sdhhns.org).
The cost of ASL interpreters is covered by MSI. Interpreters are available for
all primary care settings. In Cape Breton, call 1-888-770-8555, and in
mainland Nova Scotia call 1-800-516-5551.

Deaf-blind: To ensure access to health-care services, deaf-blind people may
require the services of both a Sign Language (ASL) interpreter and an
intervenor (enables communication for the deaf-blind).

Cultural health interpretation: Call the answering service of Nova Scotia
Interpreting Services (902) 425-5532. Leave your name and department
information (mainly based in Metro Halifax). Cost centre is required. For an
account, call 425-6604.

The IWK Health Centre has a Coordinator of Bilingual Services who
provides interpretive services for patients, families, and care providers
throughout the IWK.

Telephone health interpretation: Telephone language services provide
over-the-phone interpretation using certified medical interpreters who
listen, analyse the message, and accurately convey its original meaning.
Service providers frequently used are Access Alliance (www.aais.ca),
Language Line (www.languageline.com), and Telelanguage
(www.telelanguage.com). Private companies include Access Alliance
(www.aais.ca), Language Line (www.languageline.com), Telelanguage
(www.telelanguage.com) and CanTalk (www.cantalk.com)

Video health interpretation: In Demand Interpreting, and other
companies, provide instant access to certified medical interpreters through
video technology. Contact: www.culturallink.net
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Do you need an interpreter? encuist
Avez-vous besoin d'un(e) interprete? «rencr
Nuta'n nuji nestmalsewet? wrmao

ATCE ROTFCHRT. LAOLATFA? wmiaro
Da livam je potreban prevodilac? (BOSNIAN/SERBIAN/CROATIAN)
Necesita un(a) intérprete? spanisw
010 ZWio! o> o SO A Lo lgT (FARS)
Je unahitaji mtafsiri? swarwy
Benoetigen sie einen uebersetzer? (serman)

?‘A@P Glﬁaﬁ dh (ARABIC)

Ban can mot nguoi thong dich khong? wiernamese
Czy potrzebuje pan/pani tlumacza? ot
BRETEAFER ? cneso
Keni nevoj per perkthyes? aisaman
To petvi harikariya ezmani? wuroisk
Ti serve un interprete? muan
T8 AOFCAT, CLACHI° LY mcronn
BAM HVYXEH ITEPEBOJIUMK? (russian
Nama affaan sii hiiku ni barbaaddaa? (oromo)
Al o B o] 38 Q S Y72 worean
Ma doonaysaa tarjumaan? somaw)

by
) o)

Capital Health NOVA SCOTIA

STAFF: please read attached instruction card. PATIENTS: please ask a nurse or call (902) 473-1909

Used with the permission of Capital Health.
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Tool 4: Translating Health Materials

Develop health materials, signs, and consent forms in the languages read by
people in your community. Find out if Aboriginal, French, immigrant and refugee
languages, and Braille are required.

Translated health materials

Mi’kmagq: Some health materials have been translated into the Mi’kmaq
language, although there is no one central source of information. Not everyone
who speaks Mi'’kmagq is able to read it.

French: Contact the French-Language Services Coordinator in your district or

the French-Language Services Coordinator at the Department of Health or the
Department of Health Promotion and Protection to access translation services
from the Office of Acadian Affairs.

Braille materials are available from the CNIB (see www.cnib.ca/en). Keep in mind
that many seniors experience vision loss with age. For these individuals, provide

text in large font (14-point Arial, 12-point Verdana, and larger). Use sharp contrast
when printing health materials.

Immigrant/refugee: Use the services of Nova Scotian fee-for-service translators
(look in the yellow pages under Translators and Interpreters).

Online sources of translated health information

The following is a list of online sources of translated health materials. Check the
appropriateness and accuracy of US materials for a Canadian setting before using.

®  (Centre for Addiction and Mental Health:
www.camh.net/About_Addiction_Mental_Health/Multilingual_
Resources/index.html

®  (Canadian Mental Health Association, Edmonton:
www.cmha-edmonton.ab.ca/bins/site_page.asp?cid=284-1189-1690-1750

®  British Columbia Department of Health, Health Files:
www.healthlinkbc.ca/multicultural.stm

®  The 24 Languages Project, Utah, USA:
http://library.med.utah.edu/24languages
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Translating Health Materials: Three Approaches

1. Translation: what’s good?

Translate materials into the language of the communities you serve. Or locate
materials from elsewhere that have been translated. Make sure that you maintain
the literacy level of any translated materials. Collaborate with a professional
translator who belongs to the Association of Translators and Interpreters of Nova
Scotia (www.atins.org).

2. Translation: what’s better?

Translate existing materials with input from the community on content, language,
diagrams, and cultural interpretation. Collaborate with a bilingual/bicultural
health interpreter on style and content. Make sure that any translated material
maintains the literacy level of the original. Collaborate with a professional
translator who belongs to the Association of Translators and Interpreters of Nova
Scotia (www.atins.org).

3. Translation: what’s best?

Develop health materials from the outset with, by, and for a minority language
group. Something is always lost in translation. By starting from the beginning,
the materials will not simply be a translation, but will appropriately reflect the
language, cultural beliefs, and values of the target group. Collaborate with a
professional translator who belongs to the Association of Translators and
Interpreters of Nova Scotia (www.atins.org). Make sure that any translated
material maintains the literacy level of the original.

Even perfectly exact translations may not make sense to people. Their
background or culture may give them a different frame of reference than
the one you are using, creating imposing batrriers to understanding.*®
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Translating health materials: additional suggestions

®  Write in plain language (see page 71 for more information). All readers
benefit from plain language, less jargon, fewer technical terms, and shorter
words and sentences. This is especially true for people facing language
barriers and people with low health literacy skills.

®  Use appropriate drawings, images, and/or diagrams to enhance and clarify
what you want to say. However, too many images or illustrations can make
written text confusing and take away from the message.

®  Use universal health symbols on signage (see page 87).

®  Use alarge-point font for seniors (14 or greater) and the visually impaired.
Make this an option on websites as well.

®  Use picture boards to bridge communication gaps. These are large, double-
sided panels where people point to icons showing their problem and the
part of the body that is affected.

®  Provide a poster with a list of languages to choose from to assess
interpretation needs.

®  (Consider alternatives to the written word such as CDs, MP3 files, and DVD or
video. For example, consider putting health and consent information on
CDs. These can be played on DASY readers used by the visually impaired.

®  Use captioning for the Deaf, hard of hearing, and those with low literacy
levels. For more on alternatives to written material see page 77.

®  Work with one of the 25 local Nova Scotia Hearing and Speech Clinic staff
members to develop strategies for individuals with communication barriers
who are not Deaf or blind (see www.nshsc.ns.ca).
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Bonjour!

Bonjour! is a visual identification program used by district health
authorities and designated departments, offices, agencies of the
Government of Nova Scotia. The Bonjour! word found in the program
logo is a well-recognized greeting, meaning ‘hello’ in French. When
providers and facilities display the logo it indicates that services are
available in French and English.

The Bonjour! Visual Identification Program has a dual role. It operates
internally, encouraging employees to offer services in French, often
referred to as the offre active or active offer. Externally, the program
encourages members of the public to ask for and use government
services in French.

Visit www.gov.ns.ca/bonjour for a list of government departments,
offices, and agencies and district health authorities that provide
information and services in French.
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Minimizing Health Literacy Barriers

Health literacy generally refers to the ability of individuals to access and use health
information to make appropriate health decisions and maintain basic health.
Everyone has a role to play in health literacy. To enhance health literacy

®  Health-care providers, health promotion professionals, and health systems
must share clear, organized, realistic, culturally appropriate health messages
in languages and formats that reach consumers. This starts with
understanding and respecting diverse communities served.

®  Health consumers must feel accepted and empowered: able to read, understand,
interpret, and act on messages in order to take control of their health. They
must confirm understanding with providers and get help when needed.

Health Visit Prompt Card

Literacy Nova Sc