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ABSTRACT

The purpose of this study is to quantify current health literacy levels amongst a segment
of the Syrian refugee population in Canada by translating and validating an existing
comprehensive health literacy assessment tool, the All Aspects of Health Literacy Scale
(AAHLS) into Arabic. This study (1) determined functional, communicative and critical
health literacy levels amongst Syrian refugees. Functional and critical health literacy was
comparatively low but respondents seemed able to effectively communicate with their
providers and access supports to read and fill in health documents. Significant correlates
of low health literacy were presence of long-term health conditions and place of origin
(country versus refugee camp). This study also validated the AAHLS in Arabic-speaking
Syrian refugees, with a Cronbach’s alpha of 0.67 for the overall scale and 0.63 for health
literacy items. The overall scale had high content validity. The feasibility of this
instrument as a self-administered screening tool in clinical or community settings was

demonstrated with a high response rate of 0.86.
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1.0 INTRODUCTION

1.1 Research Context

1.1.1 The Syrian Crisis and Canada’s Response

Since 2011, a civil war in Syria has ravaged the entire country, displacing more than
11 million of its citizens. Around 4.8 million have sought asylum in surrounding
countries such as Jordan, Turkey, Iraq and Lebanon, and more than 6.3 million remain
displaced in Syria. Most neighbouring countries are themselves poor and can offer limited
financial and infrastructural supports (Mercy Corps, 2017). Lebanon for example, hosts
up to 1.5 million Syrian refugees (European Civil Protection and Humanitarian Aid
Operations [ECHO], 2017). The population lives in devastating conditions with the
majority (71%) living in overcrowded apartments with poor infrastructure, sanitation and
high risk of damage. Another 12% live in informal settlements like makeshift tents and
17% live in non-residential buildings such as garages or worksites (Inter-Agency
Coordination Lebanon 2016). The United Nations (UN) estimates that one in ten Syrians
live in a refugee camp, one of the largest being Jordan’s Za’atari refugee camp which
houses 80,000 Syrians (Mercy Corps, 2017). Camps like Za’atari and Azraq in Jordan and
the 22 camps in Turkey are jointly run by local governments and UNHCR, often with
additional support from non-governmental organizations (NGO’s). Over a million Syrians
have fled to Europe to seek asylum, traversing the life-threatening waters of the

Mediterranean. The response in Europe has been quite tempestuous, with countries like
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Greece, Italy and Hungary, bearing most of the weight in settling asylum seekers (BBC

News, 2016).

Janet Dench, executive Director of the Canadian Council for Refugees reminded
Canada in 2015 of its long history of accepting refugees and its “moral obligation” to
offer resettlement to Syrians. She said it represents “balancing out in a very minor way,
because obviously we are never going to get anywhere close to the proportion of refugees

that a country like Lebanon has, or Turkey” (Brean, 2015).

Canada has been admitting between 4000 and 15,000 refugees a year since 1989,
with some years showing even higher numbers (Schwartz, 2015). The country broke its
own record in 2016 when it admitted a staggering 46,700 refugees. This is the highest
number of refugees admitted into the country since the Immigration Act came into effect
in 1978 (Puzic, 2017). The Act recognized the 1951 United Nations Convention
Relating to the Status of Refugees, which grants international rights to Convention

Refugees, whom it defines as

“person(s) unable or unwilling to return to their country of origin owing to a well-
founded fear of being persecuted for reasons of race, religion, nationality,
membership of a particular social group (such as women or people of a particular

sexual orientation), or political opinion” (UNHCR, 1967, p. 3)
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As of January 29, 2017, 40,081 Syrian refugees have been resettled in Canada through
its “#WelcomeRefugees” program (Citizenship and Immigration Canada [CIC], 2017).
National Post contributor Joe O’Connor explains the impact the Syrian crisis had on the
Canadian psyche, when “came that photograph of poor little Alan Kurdi, lying dead on a
beach. Suddenly a peripheral issue for most Canadians catalyzed an election that
produced a Liberal majority and, on Dec. 10 at Pearson International, a winning photo-op
for the new prime minister” (2015, n.p.). The Liberal government accepted 25,000 Syrian
refugees in 2015 and diverse sectors including settlement, health care, education,
employment and several others mobilized to the mass arrival of Syrian refugees (Access

Alliance, 2017, p.3; City of Hamilton, 2017; Wesley Urban Ministries, 2014).

They have generally arrived under one of three categories. The majority, around
20,000, were Government-sponsored refugees (GAR’s). GAR’s are persons identified
as being vulnerable persons eligible for resettlement by UNHCR, who then refer them to
the Canadian government. They are supported in their first year of arrival by the
Government of Canada or the Province of Quebec under the Resettlement Assistance
Program, through which they are given financial support for housing, health care and
emergency dental care. They are also connected to necessary services and supported in
finding temporary and permanent housing. For a period of time, the federal government
even covered the cost of travel expenses and immigrant medical exam for Syrian GAR’s
(O’Neil, 2015). GAR'’s get their permanent residence (PR) card as soon as they arrive

in Canada and are legally able to live, work and study in the country for the rest of their
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lives. After three years, GAR’s can apply to become Canadian citizens (Citizenship &

Immigration Canada [CIC], 2017).

Another 14,000 arrived as privately sponsored refugees. In place of the
government, an organization, referred to as a Sponsorship Agreement-Holder (SAH) or a
group of individuals authorized by that organization (Constituent Groups or CG’s) or
assembled on their own (Group of Five or G5) assume responsibility for privately
sponsored refugees during their first year of stay in Canada. It becomes the private
sponsor’s responsibility to find housing, food and clothing for the refugees. They connect
them to a family doctor and to other service providers, help the children enroll in school
and show them how to navigate local transportation, health care and banking systems

(CIC, 2017).

Finally, some 4,000 Syrian refugees entered Canada under the blended visa
stream. Like GAR’s, these individuals are referred by the UNHCR but are jointly
supported by the government and a private sponsor group for their first year in Canada,

with each party contributing support for 6 months (CIC, 2017).

1.1.2 Syrian Refugee Health Care in Canada
Resettled refugees, refugee claimants, protected persons, victims of human
trafficking and people detained by the Canada Border Services Agency (CBSA) receive

their health care coverage through the Interim Federal Health Program (IFHP). This
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program covers basic services comparable to that provided to Canadian citizens through
provincial or territorial health insurance plans, including clinical or hospital in-patient and
out-patient services from medical doctors, registered nurses and other licensed health
professions, as well as laboratory, diagnostic and ambulance services and pre- and post-
natal care. In addition, IFHP covers supplemental health services comparable to what
individuals on social assistance would receive, including some visual and dental care,
long-term or home care as well as services from allied health professionals such as
physiotherapists and psychologists. Finally, the supplemental coverage plan also covers
assistive devices and medical aids. In addition, the plan covers the immigrant medical
exam (CIC, 2017). In 2012, the Canadian government made major cuts to the IFHP which
left certain groups out of even basic coverage for life-saving medical treatment and had
devastating impacts on refugees and other vulnerable groups. In 2016, the liberal
government restored the IFHP to its original state (Medavie Blue Cross, 2016), in time for

the arrival of the first wave of Syrian refugees.

Syrian refugees receive their IFHP certificates as soon as they land in Canada
along with their permanent resident status and social insurance number (SIN). In Ontario,
Quebec and some other provinces, they are immediately eligible for provincial insurance

coverage. (Lifeline Syria, 2016).

In addition, local municipalities and communities have assembled coordinated

responses to address the health needs of newly arrived Syrian refugees. In Toronto for
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example, 32 different health care provider agencies work cohesively to ensure that Syrian
refugees receive the care they need (Access Alliance, 2017). The major assumptions for
refugees arriving in Ontario are that, they are generally in good health with the exception
of specific health needs associated with having experienced trauma and-or difficult living
conditions, that they will need support learning to navigate the Canadian health care
system and major challenges will include language and cultural barriers to
communication and delivery of health services (Ontario Ministry of Health and Long-

term Care, 2015).

1.2 Background on Health Literacy

1.2.1 What is health literacy?

Health literacy is an evolving concept within the Canadian public health domain,
defined as “the degree to which people are able to access, understand, evaluate and
communicate information to engage with the demands of different health contexts in
order to promote and maintain good health across the life-course.” (Kwan, Frankish &
Rootman, 2006). A health literate individual or organization employs a range of skills,
including communication (reading, writing, listening, speaking), critical thinking, and
interaction to advance their own health or that of their patients (Coleman et al., 2011).
The Public Health Association of British Columbia has referred to health literacy as being
“critical to the Canadian’s capacity to manage their health” (2012, p.3). Understandably

so, given that individuals with poor health literacy skills are 1.5 to 3 times more likely to
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experience negative health outcomes (DeWalt et al., 2004). In addition, they are more
likely to suffer from chronic diseases like diabetes or heart disease or suffer from an
accident. Poor health literacy has also been linked to lower life expectancy, misuse of
medication and misunderstanding of health information or instructions (ABC Life

Literacy Canada, 2016).

The current levels of health literacy in Canada are alarming. According to the
Public Health Agency of Canada, 60% of Canadian adults and 88% of seniors do not
possess adequate health literacy skills. That means that they “cannot confidently and
knowledgeably access, understand, evaluate and communicate information that is related
to their health and the health of their loves ones. They cannot navigate the often-complex
health care systems across this country nor can they decode health information that we all
need to process in our daily lives” (ABC Life Literacy Canada, 2016, n.p.). ABC Life
Literacy Canada explains how integral good health literacy is to basic health interactions
like picking up a prescription. A person needs to be able to understand what is written on
the package or label, what condition or symptoms it has been prescribed for and have the
basic language skills to convey their questions or concerns. For someone with poor health
literacy, these basic tasks become highly difficult. In addition, “once we add low literacy
or language barriers into the mix, and then compound those with the stresses of being sick
or worried, we quickly realize what a challenge navigating our health system can be”

(2016, n.p.).
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1.2.2 Theoretical Framework: The Nutbeam Model of Health Literacy

Nutbeam has developed a health literacy model which frames it as a critical
outcome of health promotion and education activities. This model aligns well with the

very broad definition of health literacy set by The World Health Organization (WHO),

“Health literacy represents the cognitive and social skills which determine the
motivation and ability of individuals to gain access to, understand and use information in

ways which promote and maintain good health” (Nutbeam, 1998, p.349).

“Health literacy means more than being able to read pamphlets and successfully
make appointments. By improving people’s access to health information and their

capacity to use it effectively, health literacy is critical to empowerment” (WHO, 2016,

n.p).

Nutbeam argues that in order for the kind of health literacy described to be
achieved, there needs to be a shift away from defining and addressing health literacy
strictly in terms of reading or writing ability and adherence to prescribed treatments. In
fact, Nutbeam notes that health education programs in general underwent a
transformation in the 1980s as they began to shift away from basic modes of transmission
of information to the masses (ex. using mass media, or ad campaigns) which only

benefitted a select few individuals with the social and economic means to receive that
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information and make the recommended lifestyle modifications, towards a system that
acknowledged the role of social environments on individual behavioural decisions. These
programs “focused on helping people to develop the personal and social skills required to
make healthy behaviour choices” (Nutbeam 2000 p.260). This shift in the approach of
health promotion programs demonstrates the need to move beyond interventions that
focus on communication of information to those that address the social and environmental
barriers to good health, particularly as it pertains to the context of marginalized countries
or populations. This includes addressing public policy and other structural or social
conditions which influence individual behaviours. A classic example would be anti-
smoking campaigns which achieved their goals through a combination of public
education through public ads, in addition to policies which limited access to smoking by

making cigarettes more expensive or restricting their use.

The Nutbeam model suggests that desired health and social outcomes, such as
increased quality of life, functional independence, equity, reduced morbidity, mortality or
disability, health promotion activities centered on education, can be improved by focusing
social mobilization and advocacy work on improving modifiable social determinants of
health such as healthy lifestyle behaviours, use of health services and the quality of
environments individuals live and work in. The means of modifying these social
determinants of health is through health promotion activities and program which address
one’s social action and influence, public policy and organizational practice and individual

and population health literacy (2000, p. 262).



MA Thesis McMaster University- Department of Global Health
Siddiqui, Raafia

Nutbeam’s model of health literacy divides it into three categories:

e Basic/functional health literacy: “sufficient basic skills in reading and
writing to be able to function effectively in everyday situations” (p.263).

e Communicative/interactive literacy: “more interactive cognitive and
literacy skills which together with social skills can be used to actively
participate in everyday activities to extract information and derive meaning
from different forms of communication and to apply new information to
changing circumstances” (p.264).

e Critical literacy: “more advanced cognitive skills which together with social
skills, can be applied to critically analyze information and use this information

to exert greater control over life events and situations” (p. 264).

1.2.3 Health Literacy through an Empowerment Lens
The Public Health Association of British Columbia (2012) has cited health
literacy as a social determinant of health that is closely tied to other social determinants
including literacy, education and income. A recent study by the Canadian Council on
Learning (CCL) found a significant gap in the average health literacy levels of
immigrants and non-immigrants in Canada. They found the average health literacy scores
to be even lower for immigrants with poor English or French language proficiency.

Furthermore, immigrant women were found to have lower scores than men (Murray et al.,

10
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2008). These findings demonstrate the intersections of various factors such as status,
gender and language proficiency in determining health literacy outcomes and underscore
the need for a more thorough examination of health literacy levels in marginalized

groups.

The Nutbeam model of health literacy suggests that health literacy is dependent on
not just individual intelligence, but one’s social location and self-confidence and well as
access to social supports. By this definition, it can be understood why marginalized
groups may experience greater difficulty in achieving adequate or high literacy levels.
However, it also suggests that an improvement in an individual’s functional, critical and
communicative health literacy can lead to greater personal empowerment and autonomy
(Nutbeam, 2000). Critical health literacy in particular, is a powerful measure of an
individual's ability to derive information from different forms of communication and to
critically analyze that information, using it to exert greater control over their lives. Thus,
critical health literacy and health literacy overall can be key components to the

empowerment of marginalized groups (McKeary & Newbold, 2010; Nutbeam, 2000).

Given the substantial link between health literacy and health outcomes, there is an
imperative to include health literacy assessment and promotion tools as a part of primary
care practice, especially for vulnerable populations. The large number of Syrian arrivals
requires support in their navigation and use of the Canadian health care system. For

clinicians and other service providers to fully meet their health needs, culturally

11
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appropriate measures to assess and promote comprehensive health literacy in this patient

population are needed.

1.2.4 A comprehensive measure for comprehensive health literacy: the All Aspects

of Health Literacy Scale (AAHLYS)

A major issue with previous assessments of health literacy amongst immigrants is
that tools were administered in English or French, which may not have truly reflected the
health literacy of newcomers who struggle in these languages. Another limitation is that
most tools only measure functional health literacy and not critical or communicative or

critical health literacy.

The All Aspects of Health Literacy Scale (AAHLS) is a 14-item self-report scale
which measures individual reading and writing skills as well as access to support
networks, communicative as well as critical health literacy. This scale was developed by
Chinn and McCarthy (2012) as a quick and effective clinical measure of health literacy in
London, UK. The tool was piloted in a sample of 146 English and Sylheti speaking adults
in Tower Hamlets, London. An oral Sylheti version was used for 35 Bengali participants
(the largest ethnic minority in the region). The 14 items on the scale loaded on 4 factors
related to skills in reading or understanding health documents (functional literacy
questions or FQ 1-4), communicating with health professionals (communicative literacy

questions or CommQ 1-3), managing health information (critical literacy questions or

12
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CritQ 1-4) and the capacity to take civic or community action for one’s health

(empowerment questions or Emp 1-3).

1.3 Study Purpose and Objectives

The purpose of this study is to quantify current health literacy levels amongst a
segment of the Syrian refugee population in Canada by translating and validating an
existing comprehensive health literacy assessment tool. Currently, the most reliable scale
to have been validated in Arabic speaking populations is the Short Version of the Test for
Functional Health Literacy in Adults (S-TOFHLA), which only measures functional
health literacy (Al-Jumaili et al., 2015). The current study will translate the AAHLS into
Arabic and validate it in Arabic-speaking Syrian refugees. The feasibility of the translated
AAHLS as a self-administered tool in clinical or community settings will also be
assessed. Lastly, correlates of poor health literacy amongst Syrian refugees will be
identified, aiding the development of targeted health literacy promotion measures for this

population.

This study aims to (1) determine comprehensive health literacy levels amongst
Syrian refugees and identify correlates (2) validate an existing instrument which can
assess functional, communicative and critical health literacy and can be used for
screening for low health literacy in Arabic-speaking populations and (3) assess the
feasibility of this instrument as a self-administered screening tool. It is hypothesized that

the overall health literacy of Syrian refugees will be comparable to that of other

13



MA Thesis McMaster University- Department of Global Health
Siddiqui, Raafia
newcomer groups and that correlates of low health literacy will include government-

assisted status and educational achievement.

This paper has introduced the study population, the theoretical framework around
health literacy which has informed the research process as well as the study objectives in
the first introductory chapter. Chapter 2 describes the methodology for participant
recruitment, translation of the AAHLS into Arabic and data analysis. Chapter 3 is the
results section and it details the findings on health literacy scores overall and in the sub-
scale areas, identifying significant correlates. Chapter 4 discusses the significance of the
findings and places them within the context of relevant literature. This section adopts a
health systems approach to health literacy which views health literacy not as an individual
skill or competency but rather a responsibility of health providers and systems. It draws
from the findings of the study to recommend best practices health care providers can
adopt to accommodate this specific population and suggestions to improve
communication and understanding of health documents in medical settings. Chapter 5 is
the conclusion chapter which determines whether the study met its objectives, the
limitations to the research approach and assessment tool, as well as suggestions for future

research.

14
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2.0 METHODOLOGY

2.1 Participants

This study conducted a cross-sectional assay of health literacy levels in Syrian
refugees, most of whom came to Canada within the last year through the Canadian
government’s Syrian refugee resettlement program. A total of 76 individuals participated
in this study. Eligibility criteria included being an adult refugee who identifies Syria as
their country of origin (not necessarily the country where the refugee claim was made).
Exclusion criteria included those under the age of 18, those who were unable to speak and
understand Arabic or were physically or mentally incapable of providing consent and
understanding the scope and requirements of this study. Individuals who were unable to
read or write Arabic were supported by a bilingual research assistant while completing

the survey.

2.2 Measure/Variables

All Aspects of Health Literacy Scale (AAHLS). This scale was developed by
Chinn and McCarthy (2012) as a quick and effective clinical measure of health literacy in
London, UK. The tool was piloted in a sample of 146 English and Sylheti speaking adults
in Tower Hamlets, London. An oral Sylheti version was used for 35 Bengali participants

(the largest ethnic minority in the region). The 14 items on the scale loaded on 4 factors

15
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related to skills in reading or understanding health documents (functional literacy
questions or FQ 1-4), communicating with health professionals (communicative literacy
questions or CommQ 1-3), managing health information (critical literacy questions or
CritQ 1-4) and the capacity to take civic or community action for one’s health
(empowerment questions or Emp 1-3). The overall test was found to have considerable
internal reliability (Cronbach's alpha=0.74) (Chinn & McCarthy, 2013). The present study

is the first to test this tool in Canada and in a language other than English or Sylheti.

A short demographic questionnaire was also administered which asked participants
their age, time in Canada, sponsorship status (government assisted versus privately
sponsored) and education level. Health-related variables were obtained by asking
participants to rate their own health status and report whether they had any long-term

health conditions.

2.3 Community-Based Participatory Research Approach

This study was conducted in partnership with Auntie Amal Community Centre
(AACC), a Toronto-based community organization that has serviced over 100 refugee
families in Toronto and the Greater Toronto Area (GTA) over the past year. AACC has
supported newcomers by connecting them to services and helping them navigate local
systems of housing, education and employment. |, the primary researcher, have been

volunteering with AACC since May 2016, as a means of grassroots engagement with the

16
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refugee community. As | supported recently arrived Syrians and other newcomers to find
and furnish a home, locate doctor’s offices or legal aid and connect with community
supports and programs, | learned a great deal about the barriers and challenges of
navigating the Canadian settlement system. | learned about the financial, cultural,
linguistic and physical barriers faced by refugees as they navigate this system, as well as
their pre-migration experiences and finally, their hopes and fears for a new future in
Canada. This experience was critical in helping me expand my research lens to consider
the full context in which my study participants’ health needs and literacy levels are
placed. In addition, as a Canadian-born, university-educated and English-speaking
“researcher”, I recognized the power imbalance between myself and my research
participants, who are newcomers to Canada and may not have the same level of
familiarity with the English language or Canadian culture as | do. By volunteering with
this group, taking the time to understand their culture and their viewpoints while also
giving them the opportunity to learn about me and my intentions, | hoped to foster
meaningful relationships with my potential study participants and bridge the divide
between us. My intentions were to be able to enter participants’ home or personal space
as someone who they trust and whose study they can agree or decline to participate in

without feeling any pressure or coercion.

A research assistant who understands Syrian dialectic and linguistic nuances was
hired to translate the English version of the AAHLS into Arabic. In addition, the well-

established connections of the RA with Syrian refugees aided participant recruitment, as

17
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the RA was able to utilize her bilingual abilities to facilitate communication between
myself and the research participants, to obtain verbal or written consent, and provide
translation when needed. This arrangement was mutually beneficial for all parties
involved, as it provided the RA with formal research experience, minimized the level of
undue stress, discomfort or difficulty experienced by research participants, and eased the

participant recruitment and engagement processes for myself.

| also collaborated with Low Income Families Together (LIFT), a human rights and
education resource centre which facilitates sustainable development projects around food
security and climate change resilience for youth, newcomers and the un/underemployed
residents of St. Jamestown in Toronto. As a volunteer with LIFT, I have been facilitating
a women’s dance class since 2015 through which I have connected with several refugees.
Eligible participants who attend these classes were invited to take part in the study, as

were Syrian refugees who attend LIFT’s other programs and events.

2.4 Procedure

Eligible participants were recruited over the phone by the research assistant through
a registry kept by AACC. In addition, a research flyer was kept at 250 Wellesley Street,
LIFT’s main service location, for Syrian refugees who access LIFT's services. Some
participants were engaged directly through the dance class and a drop-in document

translation service offered by LIFT volunteers for Arabic speakers. Finally, the
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researchers attended several community events with AACC. If an eligible individual
agreed to participate, the research assistant set up an appointment with them to fill out a
short survey and demographic questionnaire in their home, at the community event or
over the phone. Consent was obtained over the phone or in writing by the main
investigator, with the research assistant providing translation as needed. Altogether, data

collection took place between December 2016 and February 2017.

The AAHLS was translated into Arabic as per the principles of good practice for
translation and cultural adaptation for patient-reported outcome (PRO) measures cited by
Wild and colleagues (2005), as well as guidelines for the translation, adaptation and
validation of instruments or scales for use in cross-cultural health care research cited by D
Sousa & Rojjanasrirat (2011). The forward translation was done by the RA, who is a
certified translator and a Syrian refugee herself and thoroughly understands the cultural
and linguistic nuances of the region. The new Arabic version was then blindly back-
translated to English by a health care professional who speaks both English and Arabic
and has knowledge of health terminology and content area of the instrument. Any
discrepancies identified were rectified by the medical professional and primary researcher
to yield a final Arabic version of the AAHLS. The equivalence of the Arabic version of
the AAHLS was tested using a small pre-pilot with a bilingual subsample of 5 Syrian
refugees. Any existing discrepancies were evaluated by a panel of three native Arabic
speakers to yield a final version of the Arabic AAHLS. For a detailed account of the

back-translation methodology, see table 1.
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Back-translation Methodology adapted from D Sousa & Rojjanasrirat (2011).

Back-translation Best Practices

Methods Used

Result

Forward translation or one-way
translation of instrument into target
language by at least two independent
translators who are bilingual and
preferably bicultural. One should have
knowledge of health care terminology
and content area of instrument, and the
second must be familiar with “colloquial
phrases, health care slang and jargon,
idiomatic expression and emotional terms
used in the community” (p. 270). This
translated version should cover medical
and usually spoken language and its
cultural nuances.

Forward translation by a
native Arabic speaker
from Syria who is also a
certified translator and
understands the usually
spoken language and its
cultural nuances. Did not
hire two separate
translators for the purpose
of this study due to a
limited student budget.

AAHLS Arabic
Version 1 (see
Appendices C

Compare two translated versions for
discrepancies/ambiguities

Skipped this step as there
was only one translated
version.

Blind back translation by two other
independent translators to yield two back
translated versions of instrument.

Blind back-translation by
a single health care
professional who reads
and writes in both Arabic
and English. The health
care professional has
knowledge of the health
care terminology and
content area (health
literacy) of the
instrument.

AAHLS Back-
Translated Version
(see Appendices C)

Compare the two back-translated versions
as well as original instrument: evaluate
the similarity of the “instructions, items
and response format regarding wording,
sentence structure, meaning and
relevance” by a multidisciplinary
committee consisting of preferably “one
methodologist, one health care
professional, as well as all the translators
used previously” (p. 270). Things to look
for include the “format, wording,

Comparison of the back-
translated version by a
health care professional
and main researcher for
content equivalence. Key
areas that were
considered including the
following: has the overall
message in each question
been retained (conceptual

AAHLS Arabic
Version 2 (see
Appendices C)
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grammatical structure of sentences,
similarity in meaning and relevance, any
ambiguities regarding cultural meaning
and colloquialisms or idioms in words or
sentences of the instructions, the items,
and the response format between the
back-translations and the original should
be discussed and resolved through
consensus among members” (p. 270).
Items which have lost their original
meaning should be re-translated and then
back-translated again until there are no
discrepancies.

“These methodological approaches will
establish the initial conceptual (does
concept of the items of the instrument in
guestion exist in both the source and
target cultures), semantic (sentence
structure, colloquialism, idioms) and
content equivalence of the document”
(p. 270).

equivalence)? Does the
overall sentence structure
make sense (semantic
equivalance)? Are they
same variables being
tested (content
equivalence)?

Pilot testing of pre-final version of
instrument with a sample of 10-40
experts who have knowledge of content
area and the target population, and whose
native language is the Translated
language. They should be asked to rate
the instructions and items of the
instrument using a dichotomous scale
(clear or unclear) and provide suggestions
on any unclear items. Anything found
unclear by at least 20% of the sample
should be re-evaluated (p.271).

Asked a group of 4-5
native Arabic speakers to
rate each item on the
questionnaire as clear or
unclear + have them fill
out the English version
(with 1 week gap to avoid
recollection bias) and
compare results. This will
help to assess
equivalency of the
translated version.

Any items which yielded
different scores or were
marked ‘unclear’ by the
pilot participants were
examined and
reformulated by a panel
of 3 bilingual individuals
to yield a final Arabic
version of the AAHLS.

See Appendices B
for AAHLS Arabic
Version 3 (Pilot
version including
suggested edits)

AAHLS Arabic
Final Version (See
Appendices B)
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2.5 Ethical Considerations

Eligible individuals were told prior to starting the survey that their participation in
this study was entirely voluntary and they could withdraw consent at any time. Written or
verbal consent was obtained for all participants prior to completing the survey. Early in
the research process, | realized that many participants deemed me to be in a position of
authority, due to the University logo on my forms and my position as a researcher. | made
clear my limitations as a student researcher to every participant and advised them that
there would be no personal risks or benefits, in the form of compensation or reward for
their willingness or refusal to participate in this study. In addition, by adopting a
community-based research approach and employing a bilingual research assistant with
lived experience as a refugee, | sought to foster a safe environment in which participants
could fully understand the scope of the research from someone who they shared cultural
and experiential commonalities with. To further ensure that participants were
comfortable, we offered to complete the survey at a location and time which was most

convenient for them.

Participant confidentiality was protected by storing completed responses non-
chronologically in a binder, without any identifiers. This binder is only accessible to me,
the primary researcher. Signed consent forms are stored in a separate binder. Individual
results were transcribed and stored on a password protected computer. Paper and

electronic data will be kept up to six months beyond the end of the study period should
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the researchers wish to re-analyze the data for publication purposes, as is done in many
research studies. This study was given ethical clearance by the Hamilton Integrated

Research Ethics Board (HIREB).

2.6 Mental Health Considerations during Data Collection

Although this was a minimal risk study, it was recognized that refugees are a
vulnerable group, many of whom have endured violence and trauma and therefore may be
at increased risk of feeling triggered, or in other words, feeling anxious, nervous or down
as a result of an event, circumstance or other thought which reminds them of a previous
traumatic experience. This consideration is supported by evidence from the Mental Health
Commission of Canada. In a recent report, they stated that refugees have increased rates
of post-traumatic stress disorder, depression and are at risk for psychosis. However, they
caution that despite this vulnerability, refugees can be incredibly resilient when given
adequate supports and it may be counterproductive to over-pathologize them (Agic et al.,
2016). In addition, I am aware through personal accounts from Syrian refugees that
mental illness is considered a taboo subject and such issues are generally dealt with
through community or faith based healing. As a student researcher, |1 was aware of my
limitations and never assumed that a participant had a mental health condition and
required assistance. However, | did carry a list of available resources in case a participant
directly asked for support accessing mental health services. This list was obtained from

Settlement.org Ontario and includes the Mental Health Helpline, (runs 24 hours 7 days a
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week and is offered in Arabic), Canadian Mental Health Association, and Ontario
Psychotherapy and Counselling Referral Network (Settlement Ontario, 2016). | also noted
the number for Sherbourne Health Centre, the closest local health centre to the primary
research location (St. Jamestown, Toronto) which provides free drop-in services and
workshops to support the mental health needs of immigrants and refugees (Sherbourne
Health Centre, 2016). For participants who asked for educational resources on mental
health related issues, I kept copies of the Arabic version of “Navigating Mental Health
Services in Toronto-a Guide for Newcomer Communities” on-hand (Community
Resource Connections of Toronto, 2016). This online document explains terms such as
mental health, psychosis and identifies signs of mental health issues. Though such a
situation never occurred, | was prepared to call 911 or access any of several mental health
crisis lines posted on the Canadian Mental Health Association of Toronto website in the
event of an emergency or mental health related crisis (Canadian Mental Health

Association Toronto, 2017).

2.7 Data Analysis

2.7.1 Health literacy levels and correlates

Overall health literacy scores were determined by calculating the sum for each
individual question and then combining individual question scores to arrive at a final
score. These scores were then correlated with participants’ age and time in Canada.

Variance in categories of gender, sponsorship status (government-assisted versus
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privately sponsored), place of origin (country versus refugee camp), education (less than
high school versus high school or higher), self-rated health (poor/ok versus
good/excellent) and self-reported presence of long -term health conditions were assessed
using two-sample Student’s t tests assuming unequal variance. This procedure was
repeated for sub-scale scores of functional, critical and communicative health literacies as
well as personal empowerment. Significant associations between two questions or
between a health variable and individual question or sub-scale scores were further

explored using cross tabulations.

2.7.2 Validity and reliability of translated AAHLS

The internal reliability of the overall measure, the combined health literacy scales
and each individual sub-scale was assessed using Cronbach’s alpha. The construct
validity was tested using bivariate correlations (Pearson’s coefficient) to assess

associations between sub-scale scores.

2.7.3 Feasibility as a self-administered screening tool

The feasibility of the AAHLS as a self-administered tool for Arabic-speaking
individuals in community or clinical settings was determined by the response rate (i.e.
ratio of tests fully completed to those administered), as well as self-rated ability to

complete the survey without any assistance.
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3.0RESULTS

3.1 Participant Socio-demographic and Health Factors

Table 1 depicts baseline socio-demographic characteristics of the study
population. The sample population was relatively young, with the average age being 35
(SD=12.0 years). Fifty-four percent (N=41) of respondents were youth below the age of
24 and 40% (N=30) were within the middle or adult age range between the ages of 24 and
55. Only 7% (N=5) were seniors age 55 or higher. There were no significant differences
in age between the men and women or between sponsorship groups. This population was
also relatively new to Canada, with an average time in the country between 6 months and
1 year (SD=10.9 months). The majority, or 72%, were government-sponsored and 23%
were privately sponsored. Four participants were independent asylum seekers. When
asked about their current occupation, a third (33%) cited “other” as their occupation, with

the most common explanation being that they were looking for work.

A survey of pre-migratory factors revealed that the most respondents either
arrived from countries other than Syria (38%) including Jordan, America, Turkey and
Egypt, or directly from a refugee camp (37%) in Jordan, Turkey or Lebanon. Only about
a quarter (25%) came directly from Syria. Among those who came from a refugee camp,
almost all (99%) were government-sponsored and most (60%) were women. In terms of

educational status, almost half (47%) of men and women had less than a high school
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education. One third (32%) of all respondents had at least some college education. Prior

to their arrival to Canada, many were working (47%) or in school (17%).

Notable differences between men and women were that women were more likely
to have stayed in a refugee camp (49% of women versus 27% of men). Women were
more likely to be home-makers, as 46% stayed at home prior to coming to Canada and
54% were currently stay-at-home mother or wives in Canada. Men were more likely
(63%) than women (29%) to have been working prior to coming to Canada and to be

currently employed part-time (20% versus 3%).

Beyond gender, the sample population also differed along lines of status. Almost
half (48%) of all government-sponsored individuals came directly from a refugee camp,
whereas most privately sponsored individuals came directly from Syria (50%) or another
country. . Government sponsored individuals were less likely to have finished high
school, as half of the sample group (50%) had less than a high school education. Among
the privately sponsored individuals, 40% had less than a high school education, 23% had

finished high school and 36% had at least some college education.

3.2 Total Health Literacy Scores

The average health literacy score was 24 (SD=4) out of a total score of 38. The

lowest score was 16 and the highest was 33. Figure 1 shoes average health literacy
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performance for different demographic groups. Males and females scored similarly, as
did individuals from different age groups and with varying education levels (table 2).
Although government-assisted and privately-sponsored individuals scored similarly, the
four independent asylum seekers were found to have much higher health literacy scores
overall, with an average score of 28.3 (SD=1.5). Individuals who had last resided in
Syria (M=24.4, SD=0.60) or another country scored on average 2 points higher than
individuals who had last resided in a refugee camp (M=22.6, SD= 0.82); t(56)= 1.75,
p=0.04). In addition, individuals who reported having a long-term health-condition scored
on average 2 points lower (M=23.0, SD=0.73) than those without a long-term condition

(M=24.3, SD=0.74); t(67)=-1.38, p=0.02).

3.3 Sub-Scale Scores

3.3.1 Overall trends

Figure 2 depicts the distribution of health literacy scores for questions testing
functional, communicative and critical health literacy, as well personal empowerment.
Overall, respondents scored comparatively well on communicative health literacy
(M=7/9, SD=1.5), and on empowerment (M=3/5, SD=1.2). Average scores were
comparatively lower for functional (M=5.5/9, SD=1.3) and critical health literacy

(M=8/12, SD=2.2).
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3.3.2 Functional health literacy

More than half of all respondents (52%) reported “often” needing help reading
health-related documents. A similar percentage (49%) “often” needed help filling out
official documents. The scores in these two areas suggest that this population struggles
with basic functional literacy. However, respondents do seem able to find the support
needed to process health information or forms, for when asked “when you need help, can
you easily get hold of someone to assist you?”” 44% reported they were “often” able to

and 30% were able to get help “sometimes” (figure 2).

3.3.3 Communicative health literacy

Most participants appear to be relatively confident when communicating with
health professionals. When asked if they give their health provider all the information
needed to help them, 63% said they “often” do so, while 30% said they do so
“sometimes” and only 7% said they “rarely” convey all necessary information to their
health provider. When speaking to a health provider, 50% of all respondents reported that
they “often” “ask all the questions they need to ask”, 33% reported they ask “sometimes”
and 17% “rarely” ask. The percentage of respondents who ask their health care provider
for clarification was evenly split between those who ask “often” (38%), those who ask
“sometimes” (33%) and those who “rarely” ask (29%) (figure 2). Communicative health

literacy was significantly associated with self-reported presence of long-term health
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conditions, as individuals who reported a chronic condition (M=6.6, SD=1.8) scored on
average 0.8 points lower than those without one (M=7.4, SD=1.6) (table 2). Participants’
tendency to ask questions (X (1, N = 66) =6.6, p = .036) or to request clarification (
X?(1, N = 66) = 12.5, p = .002) differed between those who had a long-term health
condition and those who didn’t. Sixty-two percent of respondents without a chronic
condition reported questioning their health care provider “often”, compared to only
32.4% of respondents with a chronic condition. In addition, those without a chronic
condition were more likely to request clarification from their doctor, as 56% did so
“often”, and 25% did sometimes. Only 14.7% of individuals with a chronic health issue
asked for clarification “often”, a larger percentage asked “sometimes” (47.1%) or “rarely”

(38.2%) (figure 3).

3.3.4 Critical health literacy

Most participants appear to be regularly or somewhat engaged in critical analysis
of health information, in that the majority are “often” (42%) or “sometimes” (38%) able
to consult multiple sources to find health-related information. In addition, when
respondents were asked if they were the sort of person who would question their health
practitioner’s advice based on their own research, 40% said “sometimes”, while 34% said
“often” and 19% said “rarely”. However, respondents seemed less likely to critically
assess whether health information is credible or applicable to them. When asked how

often they think about whether health information makes sense in their situation, 39%
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said “rarely” while 35% do so “sometimes” and only 22% do so “often”. When asked
how often they try to work out whether information about their health can be trusted, 35%
said “often, 35% said “rarely” and 26% said “sometimes” (figure 2). Critical health
literacy was also significantly associated with self-reported presence of long-term health
issues, as individuals with a long-term health condition (M=8.9, M=2.4) scored on
average 1.3 points lower than those without one (M=7.6, SD=2.0) (table 1). Participants’
tendency to use multiple sources for health information were significantly different
between those who had a long-term health condition and those who didn’t (X ?(1, N = 66)
=7.5, p =.023). Individuals with a long-term health condition were less likely to consult
multiple sources for health information, as only 29.4% of these individuals reported that
they “often” like to find out lots of information about their health, compared to 62.5% of

individuals who don’t have a chronic health issue (figure 3).

3.3.5 Empowerment

The empowerment section included 3 questions. Question 1 asked respondents
“do you think there are plenty of ways to have a say in what the government does about
health?”, several participants (n=7) did not respond, with the general feedback being that
they did not understand what the question was asking. Among those who responded, 34%
said “sometimes” and 33% said “often” or “rarely”. Question 2 asked participants
whether they had taken any action within the last 12 months to do something about a

health issue that affects their family or community, to which 62% said “no” and only 38%
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said “yes”. Finally, the last empowerment-related question asked respondents what they
think matters most for everyone’s health. Eighteen percent chose option a, “Information
and encouragement to lead healthy lifestyles”, while most (82%) chose option b, “good
housing, education, decent jobs and good local facilities”. Empowerment scores were
significantly associated with place of origin, as individuals who had last stayed in Syria or
another country (M=3.3, SD=1.2) scored on average 0.6 points higher on empowerment
than individuals how had last stayed in a refugee camp (M=2.8, SD=1.1); (t(56)=1.74,

p=0.04).

3.4 Reliability: Internal Consistency

Cronbach’s alpha for the overall health literacy scale (including empowerment

questions 1 and 2) was 0.67, which is acceptable. For the functional scale, without item 2

(which was scored differently from items 1 and 3), Cronbach’s alpha was 0.51 which is

poor but acceptable. Alpha was 0.62 for the critical scale and 0.63 for the communicative

scale, both of which are satisfactory.

3.5 Content Validity: Equivalence with Original AAHLS

A pilot version of the Arabic AAHLS was tested in a sample of 5 bilingual Syrian

refugees. Each participant had the exact same scores for the English and Arabic versions
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of the test, which were done a week apart to avoid recollection bias, suggesting high

content validity and equivalence of the translated scale.

3.6 Construct Validity: Associations between sub-scale scores

Out of the health literacy sub-scales, communicative and critical health literacy
were moderately associated with one another (r(76)=0.57, p=.00). Figure 5 shows
moderate positive correlations between communicative and critical health literacy
questions. Respondents who often asked their healthcare provider to clarify information
(CommQ@Q3) were also more likely to (a) ask their health care provider questions
(CommQ2; r(76)=0.55), (b) consider the validity of health information (CritQ2;
r(76)=0.51) and (c) consider the credibility of health information (CritQ3; r(76)=0.53).
Responses to empowerment question 3, which asked participants to identify whether they
thought social supports or individual health knowledge and behaviours were more
important for everyone’s health, revealed interesting patterns. Most respondents chose
option b, “good housing, education, decent jobs and good local facilities” irrespective of
their responses to other questions. However, a majority (62%) of individuals who “often”
asked their health care provider for clarification (CommQ3) chose option a, “Information
and encouragement to lead healthy lifestyles” compared t0 32% who “sometimes” and
9% who “rarely” ask their care provider for clarification. Sixty-two percent of individuals

who “often” considered the credibility of health information also chose option a,
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compared to 32% of individuals who “sometimes” and 23.5% of individuals who “rarely”

consider the credibility of health information.

3.7 Feasibility of AAHLS as a Self-Administered Tool

The overall response rate was 0.86, as 65 out of the 76 respondents completed the
entire survey independently. The thirteen individuals who didn’t complete the survey
were older (Mean age= 44 years, SD= 16.8) than the general study population. They
mostly (69%) had a high school education or higher. Otherwise, their demographic
makeup in terms of their place of origin, sponsorship status and time in Canada was
comparable to that of the general study population. In terms of their health characteristics,
7 individuals (54%) rated their health as poor or fair and 7 individuals reported having a

long-term health condition, comparable to the overall study group.

In response to the question, “Was this survey easy to complete without any
assistance?”, 35 (46%) of respondents said “yes” and 41 (54%) said “no”. Seventy-five
percent of individuals who found the test hard to complete had less than a high school
education, compared to 51% who found it easy to complete. In addition, 68% of those
who found the survey difficult to complete rated their own health as “poor” or “fair”. In
comparison, among those who found the test easy to complete, 67% rated their own
health as “good” or “excellent” and 34% rated it as “poor” or “fair”. Individuals with a

long-term health condition seemed to find the test harder to complete, as they made up
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65% of respondents who reported difficulty in completion, compared to only 38% of
respondents who could complete the test on their own and had a long-term health
condition. As for the actual percentage of completed tests, 85% of the individuals who
reported difficulty in completing the survey still managed to complete the full survey,

compared to 79% of those who reported having no difficulty (table 4).

Informal feedback from participants suggested that some struggled with the
formal tone of the questionnaire, which according to one participant was “in a formal
Avrabic dialect which is not spoken on an everyday basis”. There were certain questions
which proved to be challenging, specifically Empowerment 1:” Do you think there are
ways for us to have a say in what the government does about health?” which required
further explanation in many cases. In fact, from the 13 respondents (0.17) who did not
complete the survey, 10 left that particular question blank. The five respondents who

struggled with this question cited it as “unclear”.
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4.0 DISCUSSION

4.1 Representativeness of Study Sample

Recent data from Immigration, Refugees and Citizenship Canada suggests that
most Syrian refugees in Canada have settled in Ontario, with their top destination city
being Toronto. Approximately 6,000 Syrian refugees settled here as of January 2017.
More than half (53%) are government-assisted, with the remaining mostly (34%)
privately sponsored and a smaller percentage (13%) arriving through the blended visa
program. The population is quite young, as more than half (56%) are under the age of 18
and 44% are over 18. There are slightly more females than males, which is due to the
Liberal governments initial restrictions on single adult males from entering the country.
In terms of education, almost 60% have a high school education or less (in Ontario it is
56%), around 7% have a university-level degree or higher and around 5% have a
certificate, apprenticeship or diploma. In Ontario, around 62% of the recently arrived
refugees speak neither French nor English, with Standard Arabic or Syrian Arabic being
the main languages spoken. Roughly one in three Syrians can speak some English but

most are privately sponsored (Friesen, 2017).

Overall, the current study’s sample population is somewhat representative of the
broader Syrian refugee population, with some notable exceptions being that government-

assisted refugees are slightly over-represented in this sample, as they make up 72% of all
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participants. The sample group is similar in terms of educational attainment, as 69% have
a high school education or less, 16% have some sort of college education and 16% a

Bachelor’s degree or higher.

4.2 Health literacy scores overall and in sub-scale areas

Functional health literacy scores consider the fundamental ability of individuals to
read or fill out health documents. For refugees entering Canada, this is a necessary first
point of access to any health care centre, and an often-integral step to doing the necessary
research to locate a health centre or provider. Unfortunately, this patient population’s
functional literacy skills appear to be quite low. A significant number of participants need
help reading forms and filling in health documents. This may be due to differences in
health care service delivery in Canadian and pre-crisis Syrian systems, as Syrian refugees
may be more used to an oral format when accessing health information. It is imperative
for health providers, managers and community support workers to assess clients' comfort
with health documents. It is reassuring to see that most can access help to read or fill out
health-related documents. Consequently, a necessary component of refugee resettlement
may be identifying and strengthening the family or community level supports refugees
have to process health information or navigate health systems. An integral question to
consider for future adapted health literacy assessment for non-English speaking refugees
would be where they get their support from. Supports may be from health providers who

speak their language, or family or community members that serve as translators. It would
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also be useful to ask if participants are able to find a family doctor who speaks their
language, particularly given that the majority of the Syrian refugee population has limited
French or English language proficiency.

It was also interesting that most respondents selected social supports such as good
education, housing and jobs as key components to the health of individuals and
communities, as opposed to information and encouragement to lead healthy lifestyles.
This may be due to their precarious status as refugees, which limits their access to basic
social supports and thus gives them a unique perspective on their value and importance to

health and well-being.

4.3 Link to Chronic Conditions

Previous studies have demonstrated a link between health literacy and understanding
of outcomes related to chronic disease. Patients with chronic conditions such as asthma,
hypertension, and diabetes and poor health literacy levels were found to know
significantly less about their condition than patients with adequate health literacy
(Gasmararian et al., 2003). In addition, a study of functional literacy in hypertensive
patients found that individuals with poor functional health literacy levels were less likely
to correctly identify symptoms of their condition than those with adequate functional
health literacy (Williams et al., 1998). Finally, Schillinger and colleagues (2002) found
that diabetic with poor health literacy levels were found to have a higher burden of

disease and worse health outcomes.
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This study had similar findings, as presence of a chronic condition was associated
with poorer health literacy scores overall as well as in communicative and critical health
literacy areas. A greater percentage of respondents with a chronic condition were less
likely to question their health care provider, request clarification for information they did
not understand, or consult multiple sources for health information than individuals
without a chronic ailment. This may have to do with the trust and understanding
necessitated between an individual with a long-term health condition and their health
provider. In addition, someone with a long-term health condition is more likely to
experience co-morbidities and other complex issues. Due to this, these individuals may be
more likely to trust the advice of their health care provider and avoid asking too many
questions or consult additional sources for health information. Alternatively, they may
lack the basic knowledge or communicative syntax to convey their questions to their
provider or to access information related to their condition from various sources.

Previous studies have found that duration of disease and patient age were
important predictors of individual patient knowledge of their condition (Gasmararian et
al., 2003). Given the established link between poor health literacy levels and adverse
health outcomes in patients with chronic conditions, it is vital to understand what
contributes to low health literacy levels in Syrian refugees with chronic conditions and
whether factors such as patient age and duration of disease mediate their understanding as

well as communication with care providers.
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4.4 Associations between individual question responses

Communicative and critical health literacy was associated with one another.
Respondents who often asked their healthcare provider to clarify information were also
more likely to ask their health care provider questions consider the validity of health
information and consider the credibility of health information and to believe that
individuals knowledge as opposed to social supports are more important for everyone’s
health. This association makes sense and suggests that some of the items on the scale
may be reflective of various personality traits, as individuals who see themselves as being
very proactive about their health may be more likely to question their doctor, consult
multiple sources of information and think critically about that information. In contrast,
individuals who see health as a social outcome or service may not do so. In future health
literacy assessments, there should be a component which maps how individuals view their

health and their role in it.

4.5 Reliability and Validity

Although the reliability of the overall scale was acceptable and the content
validity was high, it is important to note that “validity is not a property of the test or
assessment, but rather it is about the meaning of the test scores” (Messick, 1995).
Messick also explains that there are two types of validity, one is linguistic validity and the

other is cultural. In this sense, content validity cannot truly be measured objectively, but
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rather it is a function of context in which it is measured and the participants who complete
the assessment. For example, content validity was shown to be high through a pilot
testing with individuals who are bilingual English and Arabic speakers and have been in
Canada for some time. In this sense, these individuals are privy to English-language
culture and syntax. The Arabic version of the AAHLS was in their mother-tongue but
also in adherence to Western or English cultural context, both of which they understand.
The same cannot be said for the primarily Arabic-speaking research participants, who
may understand the Arabic text but not find cultural relevance in the questions being

asked of them or in the phrasing of those questions.

4.6 Feasibility of AAHLS as a self-administered tool.

Almost a quarter of all respondents did not complete the full survey. One would
assume that the inability of some individuals to complete the survey may have been due
to general language or literacy levels. There is a distinction between different Arabic
dialects from different parts of Syria and the way Arabic is spoken and written can differ
between those who are urban and educated and rural and uneducated. The survey was
translated by a Syrian who is from an urban background and holds a Master’s degree.
Although she did aim to translate the text into a very basic Grade 10 reading level, several
participants reported not being able to understand the “formal text of the survey”. Another
assumption that was made was that government-sponsored refugees would have a harder

time completing the survey as the most vulnerable refuges who tend to have lower
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education levels. These assumptions did not hold true as there were no associations
between response rate and education or sponsorship status. It is important to note that
empowerment question 1, “Do you think there are many ways to have a say in what the
government does about health” rendered many participants confused. This question may
not be applicable to refugees who have come directly from dictator rule and would have
had no say in their health options in their home country. In addition, it is possible that
they may feel powerless over their precarious situation and not want to question or

criticize a new government that has given them refuge.

4.7 Study Limitations

One limitation of the current study’s research approach was lack of context
provided on Syrian refugees’ overall understanding and perception of the Canadian health
care system. Greater insight into the health literacy needs of this population could have
been gained if more questions were included as part the demographic assessment to
understand participants’ health experiences to date. For example, it is integral to know if
participants are able to understand how an Electronic Medical Record format works, as
this is a staple component of many local health care systems. Second, it would be
worthwhile to ask how participants rate the Canadian health care system in comparison to
their previous system. This should be a critical first step in understanding their health-
related expectations and needs. Finally asking participants about their computer literacy

may be important as most health information is found electronically today.
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Another limitation of the study approach was piloting the Arabic AAHLS
bilingual Arabic speakers who have been in Canada longer than the study population. The
final AAHLS may have been more legible to newly arrived Syrian refugees if piloted in a
similar demographic population. There are also limitations with the AAHLS.
Empowerment question 1 does not seem to be relevant to a refugee population and should

be omitted when the AAHLS is administered to these groups.
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5.0CONCLUSION

The first aim of this paper was to quantify health literacy levels in this patient
population and identify correlates. The Syrian refugee community seems considerably
prepared to navigate the Canadian health care system, but will require supports from the
wider community and from the health care community to do so. Significant correlates of
health literacy include presence of chronic conditions and sponsorship status. The second
aim of this paper was to translate and validate the AAHLS for use in Arabic-screening
populations. The version created demonstrates acceptable reliability or equivalence to its
English counterpart and high content validity. However, the language can be re-adjusted
to suit individuals with lower basic literacy levels and have some questions eliminated or
changed to allow more cultural relevance to the patient population being tested. Finally,
the last aim was to determine whether the tool can be administered independently in
community or clinical settings. This does seem possible, as long as translators or
interpreters are available or certain difficult questions are omitted. This may mean that a
slightly modified tool with its own measure of validity and reliability is adapted for this
particular patient population.

There are many directions that future research can take, a critical one being the
link between health literacy levels and health outcomes in Syrian refugees and other
precarious populations, particularly for those living with a chronic condition. It was also
found that living in a refugee camp was associated with lower health literacy and

empowerment scores, and that the majority of refugees felt that social supports were
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critical to better individual and community health. Syrian refugees have a unique
standpoint as individuals living with precarious status, and it may be worthwhile to
explore how the precarity of one's living conditions affects their personal empowerment,
knowledge and literacy as well as their beliefs around health.

Much of these results can be placed into context by understanding the health care
system Syrian refugees came from as well as their expectations and experience with the
Canadian system. For example, it would be telling to learn that Syrians are accustomed to
a paternalistic relationship with their physicians which would explain their low
communicative health literacy levels. Understanding their expectations of the Canadian
system would help to interpret their personal empowerment scores. Finally, a better
understanding of how the ways in which they are used to receiving health information can
inform measures to improve patient functional and communicative health literacy in

clinical or community settings.
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7.0RESULTS- TABLES AND FIGURES

Table 1.
Participant Demographic Characteristics

Demographic and Health Categories Population (N=76)
Mean (xSD) or N
(%)
Age (years) 35 (£12.0)
Time in Canada (months) 12.6 (x10.9)
The Last Country you Resided In
Syria 19 (25%)
Refugee Camp 28 (37%)
Other 29 (38%)
Sponsorship-Status
Privately Sponsored 17 (23%)
Government-Assisted 54 (72%)
Independent Asylum Seeker 4 (5%)
Education
Less than High School 36 (47%)
High School or Higher 40 (51%)
Previous Occupation
Working 36 (47%)
Studying 13 (17%)
Stay-at-Home 18 (24%)
Unemployed/NA 9 (12%)
Current Occupation
Employed Full Time 3 (4%)
Employed Part Time 9 (12%)
Self-Employed 5 (7%)
In School 11 (14%)
Home Maker 23 (30%)
Other 25 (33%)
Self-Rated Health
Poor/Fair 41 (54%)
Good/Excellent 35 (46%)
Do you have any long-term health issues?
Yes 34 (45%)
No 32 (42%)
Choose not to Answer 10 (13%)
Was this test easy to complete?
Yes 35 (46%)
No 41 (54%)
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Analysis of variance in overall and sub-scale health literacy scores according to
demographic and health-related categories, t statistic for student’s t tests with unequal

variance assumed.

Demographic Category

Health Literacy Component

Functional Communicative  Critical  Empowerment Total
Gender 0.09 0.06 151 0.76 -0.61
Place of Origin 0.19 1.22 1.46 1.73** 1.75**
Sponsorship-Status 1.29 -0.97 -1.03 -1.06 -1.39
Education -0.15 -0.19 -0.25 -0.14 -0.41
Long-term Health 1.04 -2.00* -2.27* -0.29 -1.94**
Issues
Self-Rated Health -1.86 -1.86 1.05 0.21 -1.38

*Two-tailed significance at p of 0.05
** One-tailed significance at p of 0.05
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Table 3.
Correlation of overall and sub-scale health literacy scores with participant age and time
spent in Canada.

Demographic Category Health Literacy Component

Functional Communicative Critical Empowerment  Total
Age (Years) -0.01* 0.27 0.26 -0.06 0.22
Time in Canada (months) 0.16 0.15 0.30 -0.04 0.24

*Significant at p of 0.05
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Table 4.

Comparison of Participant Self-reported ability to complete the AAHLS without
assistance, according to demographic characteristics of age, time in Canada,
sponsorships status, education level, self-rated and health and self-reported presence of
long-term health conditions as well as total completion of all questions on the measure.

Characteristics Easy to Complete Difficult to Complete
Total Number 35 41
Mean Age (years) 36 (£9.2) 36 (£14.0)
Mean Time in Canada (months) 11 (£8.7) 13 (£12.7)
Sponsorship-Status

Private 30% 20%
Government-Assisted 70% 80%
Education

Less than High School 59% 75%
High School or Higher 41% 24%
Self-Rated health

Poor/Fair 34% 68%
Good/Excellent 67% 32%
Presence of Long-term Health

Conditions

Yes 38% 65%
No 63% 35%
Completed Full AAHLS Survey

Yes 79% 85%
No 21% 15%
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Figure 1: Average health literacy performance for key groups, by total number of
participants. Error bars depict standard error of the mean.
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F:Can read health documents
F: Canfill in health documents

F:Able to get help when needed

Comm: Communicates relevant information to HCP
Comm:Asks HCP questions

Comm:Asks HCP for clarification

Cr:Uses multiple sources for health information

Cr:Considers validity/reliability of health information

Health Literacy Component

Cr: Considers credibility of health information

Cr: Questions HCP's advice based on own research

E: Feels able to engage with government on health...
0% 20% 40% 60% 80%
Percentage of Respondents

low ®mid M high

Figure 2: Distribution of health literacy scores, broken down by individual questions in
each sub-scale area. Each bar depicts percentage of respondents who scored high,
average or low on a question and includes standard error bars with 95% confidence. *
HCP=Asks Health Care Provider
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Figure 3. Participant Scores on Communicative Health Literacy Questions 2 and 3 as
well as Critical Health Literacy Question 1, broken down according to self-reported
presence of long-term health condition. *HCP= Health Care Provider.
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3 Overall mean score *

Mean Empowerment SCore
N

Country Refugee Camp

Last Place of Stay
Figure 4: Mean Empowerment Scores (with SEM bars) for individuals who last

stayed in Syria or another country, compared to those whose last place of stay was in
a refugee camp.
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Figure 5. Scatter Plots depicting correlations between respondent scores on
communicative health literacy question 3 (“When you talk to the doctor, do you make
sure they explain anything you do not understand? ) to (a) communicative health literacy
question 2 (“When you talk to a doctor or nurse, do you ask all the questions you need to
ask?”), (b) critical health literacy question 2 (“How often do you think carefully about
whether health information makes sense in your particular situation? ), and (c) critical
health literacy question 3 (“How often do you try to work out whether information about
your health can be trusted?’).
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8.0APPENDICES
APPENDIX A: IMPORTANT DEFINITIONS

Community Sponsor: An organization that sponsors refugees but has not signed a
formal agreement with CIC. A community sponsor would normally sponsor fewer
refugees than a Sponsorship Agreement Holder (SAH)” (Citizenship and Immigration
Canada (CIC), 2017a).

Convention Refugee: A person who “meets the refugee definition in the 1951 Geneva
Convention related to the Status of Refugees. This definition is used in Canadian law and
is widely accepted internationally. To meet the definition, a person must be outside their
country of origin and have a well-founded fear of being persecuted for reasons of race,
religion, nationality, membership of a particular social group or political opinion”
(Canadian Council for Refugees (CCR), 2010).

Government-Assisted Refugees (GAR): A person who is “outside Canada and has been
determined to be a Convention refugee and who receives financial and other support from
the Government of Canada or Province of Quebec for up to one year after their arrival in
Canada. GARs are selected from applicants referred by the United Nations High
Commissioner for Refugees (UNHCR) and other referral organizations” (CIC, 2017a).

Group of Five: “A group of five or more Canadian citizens or permanent residents, each
of whom is at least 18 years of age, who agree to work together to sponsor a refugee”
(CIC, 2017a).

Immigrant: A person who has “settled permanently in another country” (CCR, 2010).
Immigration and Refuge Protection Act: enacted in 1979, this is an “Act respecting
immigration to Canada and the granting of refugee protection to persons who are

displaced, persecuted or in danger” (Canada Justice Laws Website, 2011).

Internally displaced person: A person who is “forced to leave their home, but who is
still within the borders of their home country” (CCR, 2010).

Migrant: A person who is “outside their country of origin. Sometimes this term is used to

talk about everyone outside their country of birth, including people who have been
Canadian citizens for decades. More often, it is used for people currently on the move or
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people with temporary status or not status at all in the country where they live” (CCR,
2010). For the purposes of this paper, this term will be recognized as a derogatory term
used to describe refugees, refugee claimants and those with precarious status and
immigrants.

Newcomer: This term will be used to describe those who have arrived in Canada within
the last O to 5 years, irrespective of their status. “Newcomer” is considered a friendly term

because it is less stigmatizing than words like “refugee” or “immigrant” (Khanlou, 2009,
p. 3; Sadig, 2004, p.1).

Precarious Status: “Precarious status is a term used to describe the immigration status of
those who may or may not be legally residing in Canada. Legal precarious status is held
by those who are: sponsored family members, temporary residents, or live-in caregivers
(Khanlou, 2009, p. 3; Oxman-Martinez et al, 2005, 248).

Privately Sponsored Refugee: A person “outside Canada who has been determined to be
a Convention refugee or member of the Country of Asylum class and who receives
financial and other support from a private sponsor for one year after their arrival in
Canada. Private Sponsors are Sponsorship Agreement Holders (SAHSs), Groups of Five
or Community Sponsors” (CIC, 2017a).

Protected Person: A person who has “been determined to be a Convention refugee or
person in similar circumstances by a Canadian visa officer outside Canada, a person
whom the Immigration and Refugee Board of Canada has determined to be a Convention
refugee or in need of protection in Canada, or a person who has had a positive pre-
removal risk assessment (in most cases)” (CIC, 2017a).

Permanent Resident (PR): A person who “has legally immigrated to Canada but is not
yet a Canadian citizen” (CIC, 2017a).

Refugee: A person who is “forced to flee from persecution and who is located outside
their home country” (CCR, 2010).

Refugee Claimant (Asylum Seeker): A person who has “fled their country and is asking

for protection in another country” (CCR, 2010). A refugee claimant whose claim is
accepted can apply for permanent residence status in Canada.
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Social determinants of Health (SDOH): These are “the myriad social, political,
economic, and environmental factors that can affect an individual’s or a group’s general
level of health” (Khanlou, 2009, p.4).

Sponsorship agreement-holder (SAH): “An incorporated organization that signs an

agreement with CIC to sponsor refugees abroad” (CIC, 2017a).
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Hamilton Health Sciences

Hamilton Integrated Research Ethics Board

In Person Recruitment Script

Hi, my name is Amal Kanafani, are you a newcomer from Syria?
** if participant says yes, proceed

I would like to see if you may be interested in a research study | am conducting with Raafia
Siddiqui, a student at McMaster University. This study looks at Health literacy in Syrian
newcomers. We wish to know if you can get the health information you need and use it to
improve your health. Are you interested to hear more about this study?

*1f no, thank them for their time and say good-bye*
*1f yes, continue to explain the study details to them based on the letter of information*

As a newcomer to Canada, your health literacy is very important to your ability to manage your
own health. The reason we are doing this study is to see what the existing health literacy levels
are in Syrian refugees, and see if health literacy can easily be measured in the Arabic language.
This research will require you to complete a health literacy test and a brief follow-up
guestionnaire. This will take you approximately ten to fifteen minutes to complete and requires a
one-time commitment only. There are no benefits or risks to participating in this study. If an any
time, you wish to stop participating, you may do so. If you are interested, I can set up an
appointment for you to meet the researcher, Raafia Siddiqui and | to complete the test.

Do you have any questions?
{Answer any questions they may have}

Do you agree to participate in this study?
*If yes, continue with the study
*1f no, thank them for their time and say good-bye

Thank you for agreeing to participate in this study. What day and time would you like to meet for
an appointment? Would you like to do it now or can | take your number and call you to set up a
meeting for another time?

*|f participant asks to set up the appointment at another location, please do so*

Thank you.
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Heahh(‘ars-z Hamil Hamilton Health Sciences

St. Joseph'’s ersiy % 4\
Hamilton Integrated Research Ethics Board

Phone Recruitment Script

Hello, may I please speak with {name of the potential participant}.

*If the potential participant is not home ask if there is a better time to call. Do not leave a
message as it may be a confidentiality issue for the participant *

*|f they are home, continue with the conversation*

Hi, {name of the potential participant}, my name is Amal Kanafani and | have received your
number because you have accessed services through Auntie Amal Community Centre. | am
calling you to see if you may be interested in a research study | am conducting with Raafia
Siddiqui, a student at McMaster University. This study looks at Health literacy in Syrian
newcomers. We wish to know if you can get the health information you need and use it to
improve your health. Are you interested to hear more about this study?

*1f no, thank them for their time and say good-bye*

*1f yes, continue to explain the study details to them based on the letter of information*

As a newcomer to Canada, your health literacy is very important to your ability to manage your
own health. The reason we are doing this study is to see what the existing health literacy levels
are in Syrian refugees, and see if health literacy can easily be measured in the Arabic language.
This research will require you to complete a health literacy test and a brief follow-up
guestionnaire. This will take you approximately ten to fifteen minutes to complete and requires a
one-time commitment only. There are no benefits or risks to participating in this study. If an any
time, you wish to stop participating, you may do so. If you are interested, | can set up an
appointment for you to meet the researcher, Raafia Siddiqui and | to complete the test.

Do you have any questions?
{Answer any questions they may have}

Do you agree to participate in this study?

*If yes, continue with the study

*1f no, thank them for their time and say good-bye

Thank you for agreeing to participate in this study. What day and time would you like to meet for
an appointment? Would you like to meet at your home, or at 250 Wellesley Street? If you feel that
these spaces are not convenient or safe for you, is there somewhere else you would like to meet?
*If participant asks to set up the appointment at another location, please do so*

Thank you. If you have any questions, please call me at (insert phone number).
*end call*
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Hamilton Health Sciences

St. Joseph’s niversity g
Healthrarez Hamilton

Hamilton Integrated Research Ethics Board

Informed Consent Form- English

Principal Investigator: Supervisor:

Raafia Siddiqui Dr. Bruce Newbold

MSc candidate, Global Health School of Geography & Earth Sciences
McMaster University McMaster University

Hamilton, ON Canada Hamilton, ON Canada
siddigr@mcmaster.ca newbold@mcmaster.ca

(905) 525-9140 ext. 27948
Research/Organizational Partner: Low Income Families Together (LIFT), Auntie Amal Community Centre

| am Raafia Siddiqui, a Masters student in the Global Health Program at McMaster University. |
am conducting a research study on health literacy levels amongst Syrian refugees living in Toronto, ON
under the supervision of Dr. Newbold. Amal Kanafani from Auntie Amal Community Centre is a research
assistant for this study. Low Income Families Together (LIFT) is also a research collaborator. You have
been invited to participate in this study because you are a Syrian refugee, who is over the age of 18 and
speaks Arabic. If at any time, you do not understand any of the information in this form or have any
guestions, you can ask myself (the student investigator). Please note the student investigator does not
speak Arabic, but the research assistant does and will translate for you.

Purpose of the research:

Health literacy looks at how well you can get the health information you need, understand it and use it
to improve your health. As a newcomer to Canada, your health literacy is very important to your ability
to manage your own health. The reason | am doing this study is to see what the existing health literacy
levels are in Syrian refugees, and see if health literacy can easily be measured in the Arabic language.
What you will be doing in the research:

This research will require you to complete a health literacy test and a brief follow-up questionnaire. This
will take you approximately ten to fifteen minutes to complete and requires a one-time commitment
only.

Voluntary Participation:

Your participation in this research is entirely voluntary. It is your choice whether to participate of not.
Whether you choose to participate or not, you are still able to attend all events, programs and services
offered through LIFT and Auntie Amal Community Centre. If at any time, you no longer wish to
participate in this study, you can stop. This will not affect your relationship with LIFT, Auntie Amal
Community Centre or myself. Please note that if you wish to have your individual test results withdrawn,
you must notify the researcher immediately after completing the study.

Risks and benefits:

The risks involved in participating in this study are minimal. However, you may feel embarrassed or
upset if there are questions you cannot answer. If at any time, you feel any discomfort or stress you can
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stop immediately. If at any time, you feel you are in crisis and would like to speak to a medical
professional, we will have a list of appropriate services and will help you access them. There are also no
anticipated benefits. You will not be provided any incentives for participating in this research study.
However, your participation may help clinicians and providers better understand and meet the health
needs of newly arriving Syrian refugees and other Arabic-speaking groups.
Confidentiality:
The information that is collected from you for this research project will be kept confidential. Your
personal information and test results will be kept anonymous and will only be known to the researchers.
The findings of this study will be shared with the wider public and may be published. If this happens, the
personal information you have provided will be kept confidential and will not be shared.
Questions about the research?
If you have any questions you may ask them now or later, even after the study has started. If you wish to
ask questions later, you may contact the student investigator: Raafia Siddiqui, siddigr@mcmaster.ca.

Rights and Signatures:

Participant:
| have read the preceding information thoroughly. | have had an opportunity to ask questions and all my

guestions have been answered to my satisfaction. | agree to participate in this study. | understand that |
will receive a signed copy of this form.

Name Signature Date

Person obtaining consent:
| have discussed this study in detail with the participant. | believe the participant understands what is
involved in this study.

Name, Role in Study Signature Date

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research, and that participants are free to decide if participation is right for them. If you have any
guestions about your rights as a research participant, please call the Office of the REB Chair, HIREB at
905.521.2100 x 42013
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8.3 APPENDIX C- TRANSLATION DOCUMENTS AND ASSESSMENT
TOOLS

ALL ASPECTS OF HEALTH LITERACY SCALE (AAHLS) (from Chinn
et al., 2013)

Please tick one response only for each question by placing a tick in the box

If you prefer, a member of staff or the research team can read out questions to you

FQ1 How often do you need O often ] sometimes [l rarely
someone to help you when
you are given information to
read by your doctor, nurse or

pharmacist?

When you talk to a doctor or
ComQl

nurse, do you give them all the [1 often [ sometimes O rarely
information they need to help
you?

When you talk to a doctor or
ComQ2 | hurse, do you ask the questions
you need to ask? ] often ] sometimes O rarely

ComQ3 | When you talk to a doctor or [ often [ sometimes [Jrarely

nurse, do you make sure
they explain anything that you
do not understand?
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FQ2 When you need help, can you [ often | [ sometimes L rarely L] not
easily get hold of someone to applicable
assist you?

FQ3 Do you need help to fill in
official documents? [ often [1 sometimes LI rarely
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AAHLS Sept 2010: v3

Crl

Are you someone who likes
to find out lots of different
information about your
health?

[ often |[d sometimes

O rarely

Cr2

How often do you think
carefully about whether
health information makes
sense in your particular

situation?

O often |[Od sometimes

O] rarely

Cr3

How often do you try to work
out whether information
about your health can be

trusted?

O often | sometimes

L] rarely

Cr4

Are you the sort of person
who might question your
doctor or nurse’s advice
based on your own

research?

Ol yes, O] maybe/

definitely sometimes

L] not

really

Empl

Do you think that there plenty of
ways to have a say in what the
government does about health?

O] yes, ] maybe/

definitely sometimes

L] not

really

Emp2

Within the last 12 months have you
taken action to do something
about a health issue that affects
your family or community?

yes no

Emp3

What do you think matters most
for everyone’s health? (tick one
answer only)

a) Information and
encouragement to lead
healthy lifestyles

b)

Good housing,
education, decent job
and good local
facilities
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AAHLS Arabic Version 1
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AAHLS Back-Translated Version

Please tick () in the box only for each question and one response

Or possible to ask one of the staff or the research team to read the questions to you.

O O O FQl
Rarely Sometimes Often How many times you need
someone to help you when
you are given information
to be read by a doctor or nurse or
chemist?
O O O O When you are in need of help FQ2
Not applicable Rarely sometimes Often can you easily get
someone to help you?
O O O Do you need help to fill FQ3
rarely sometimes Often official documents?
O O O When you talk to your doctor or Com
rarely sometimes Often the nurse, do you give them all a1
information they need
to help you?
When you talk to your doctor or
O O O the nurse, do you ask them important questions | com
rarely sometimes Often that you really need? Q2
O O O When you talk to your doctor or Com
rarely sometimes Often the nurse, do you make sure that you understand a3
whatever they explain?
Are you a person who likes
O O O to know a lot of crl
rarely sometimes Often health information about yourself

?

How many times you tried to make sure that
health information about yourself is accurate?
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O O O Cr2
rarely sometimes Often

O O O How many times have you discovered Cr3
rarely sometimes often if the information

about your health is
trusted?
O O O Are you the kind of person who asks¢ Cra
questions to the doctor or nurse
Yes, based on the search you've done it yourself
Can sometimes Can definitely ?
sometimes
Do you think there
O O O a lot of ways to judge Emp
Can sometimes Can what the government is doing 1
Sometimes Yes' abOU'[ hea|th7
definitely
O O During the past 12 months Emp2
No yes Are procedures
To do something
Health issue affecting
Your family or
Your community?
What is
O O more important regarding everyone's | Emp3
Good housing, education and health? (

decent careers and good local

facilities

Information and
encouragement to ensure
healthy lifestyles

Only one answer)
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AAHLS Arabic Version 2

e>all LY sae Jsoa il sa anen

M).ccmjsa‘)n( ) EJAS“SS d\}udﬂﬁéhbd_};
ALY se) jal Gaal) 5y 8 ol il gl aad Jlid o) (Raa )

All aspects of health literacy illiteracy agenda

Please tick () in the box only for each question and one response
Or possible to ask one of the staff or the research team to read the questions to you.

\)JUD
Rarely

Ui
Sometimes

Weq
Often

Tt B e oS
Ladie dlidelua] add
&L\A}M\ c&s\ (:3:1
S A el o) Candall U8 (e L) 2
¢ aall

How many times you need
someone to help you when
you are given information
to be read by a doctor or nurse or
chemist?

FQ1

o0
Gabaill Ji8
Not applicable

\JJUD
Rarely

[EN |
sometimes

W
Often

sac b Al dalan S0 Ladie
e Jyand) cliSay 4 seu Ja
¢ linelual la i d
When you are in need of help
can you easily get
someone to help you?

FQ2

| 2L
rarely

Ui
sometimes

Wen
Often

s Baelue ) Zliag Ja
?:A:im) il Athea
Do you need help to fill
official documents?

FQ3

\‘)JL.\D
rarely

Llai]
sometimes

Wen
Often

) cdall ) Chaa Ladie
JS agabani Ja ¢ L yadl)
L saling Al e slaal)
£l gac Ll
When you talk to your doctor or
the nurse, do you give them all

Com
Q1
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information they need
to help you?

| ]
rarely

[EN |
sometimes

e
Often

o canlall ) Ehaat Laxie
Jus Ja ¢ i )A:d\
Slgaliag il ALY
When you talk to your doctor or
the nurse, do you ask them important questions
that you really need?

Com
Q2

\JJUD
rarely

[EN |
sometimes

W
Often

o cdall ) s Ladie
e U Ja ¢ Aa yadll
st IS O 9a iy
Pangdsi Y
When you talk to your doctor or
the nurse, do you make sure that you understand
whatever they explain?

Com
Q3

\)JUD
rarely

Ui
sometimes

Weq
Often

g padd cul Ja
Gludi e dgaaal) il gladll
¢
Are you a person who likes
to know a lot of

health information about yourself
?

Crl

| 2L
rarely

Uil
sometimes

Wen
Often

QW&GI\M\&\A}M\ u\ sl d}lABJA(:S
How many times you tried to make sure that
health information about yourself is accurate?

Cr2

\‘)JL.\D
rarely

Llai]
sometimes

Wen
often

I b ya eS
il glaall CilS 13)
na e
40 355
How many times have you discovered
if the information
about your health is
trusted?

Cr3
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/ S0 /OS] Slad ax3[] g sl oe il Ja Crd
[EIN [N Lakas Jl 5
Tca yaal) 5 aplall
Yes’ uﬂ.ms.u a Caad c_\;.d Jaliic)
Can sometimes Can definitely
sometimes
Are you the kind of person who asks¢
questions to the doctor or nurse
based on the search you've done it yourself
?
/S0 Jfal | Sld e i of siias Ja Emp
Gl Gl R pSall 5kl (e sl 1
Can sometimes Can Yes, a‘ﬁsfj‘ aladile 4
sometimes | definitely fhawall s
Do you think there
a lot of ways to judge
what the government is doing
about health?
yO ax[] dpaldl | gl 12 JV JDa Emp2
No yes C_ﬂdﬁ‘\ AT Ja
S5 A Laall dpadll
i el
¢ elading
During the past 12 months
Are procedures
To do something
Health issue affecting
Your family or
Your community?
¢l oSl (<O s <l (IO f”; Emp3
5 paladl Ulasal gl pA
Gil i ﬁﬁ Aada gl Tl z&Tﬁui ) § geall daal
saall ddall Information and (s Bl 5 Als)
Good housing, encouragement to What is
education and decent ensure healthy more important regarding everyone's health? (
careers and good local lifestyles Only one answer)
facilities

Please note that this version includes the back-translated text (English) as well as the subsequent corrections that were made to AAHLS Arabic Version 1 after discrepancies were identified
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between the back-translated and original English version of the AAHLS (highlighted in yellow).

AAHLS Version 3

e>all Y e Jsoa il sa aaea

M»\LGAJ@‘):\( ) @‘)AS“E d\}udﬁﬁéh\jdﬁ
ALY sl jal Gl 3y 8 sl cpils sal) aad Jlis o)) (Sea )

/Clear
unclear
please )
(indicate

0] O | Wed ol glind® e oS FQ1
EN Ladie dlidelua] add
e sbeall slae) 2y
S A el o) Candall U8 (e L) 2
f Awall
o0 Btn! O | Wed saelae () dalay () 5S5 Leaie FQ2
Jils Ulaa| Ssle J panl) i A g Ja
|0 O | wed (el Bae b ) zlias da FQ3
Ulaa| fan ) Dt
JCn! O | weO ol () Caaa Laxie ComQl
L ealing A;\S\ Oila glaall
?tﬂ}hm
et O L] o caall ) Ehaa Ladie ComQ2
Ulaa| Jd Ja ¢ A el
flealiag 3l ALY
0] O | weO 3 el Y} aTi Lo ComQ3
LA sl o S Ja ¢ i jaall
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o IS U
s
Bttm! O | wed iy et il o crl
Ll e Sl Al jaa
Selina e Cila sladll
il laall o e Ul s o g oS
Bt O We flania dlic dnall cr2
Ll
\JJUD D LJL;D Caa k) o ya (;S Cr3
Ll il glaall CilS 1)
clinua (e
Sl 958 5
/ oS O | ~0O g5 O il da Cr4
Lial Jofar | Olad Jus 53
Ll ladad Toaall @lilla e dia jedll ol cunlal)
?Lﬁ\méi: 44. Chad &y .\‘ 1aleta)
cdY O O | =0 o giasda Emp1
bosaa | /oS Olad Lz platl) eliSay (A 3kl (e i)
Sdanall Jsa
(Clear/Unclear (please indicate
vy axs] fpalldl el oo IS | Emp2
g’i Lu..Ia Jastl Q\c\ﬁj GAAT) Ja
Sl i il aaal) 4yl
¢ Slaging 5f clilile
canll Sl (| s aleskall (IO stl midly mle | Emp3
5 alall Ozl gl ¢ ealldaial
380 ) 5 AT Al ) | dgaeall 3Ll Lalail [ R ANPREEN))
sasall ddadll
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AAHLS Arabic Final Version
e>all 4 sae Jsan il g pren

MN&@AJ@} C")‘d‘uﬁ d\ydﬁ.ﬁa&ﬁhbd}
ALY e jal Eaal) 3y 58 o sl gl aad Jlad o) Saa )

1 2 3 Scoring
1500 EN | weq elixclual (add ) zUads y FQ1
(3) (2) (1) Loxie
e glaall slac) &%y
sl A el o) Canlall U8 (e Lgte]
?‘;qu..aj\
o0 1500 sl we sac b ) dalay )5S0 Ladie FQ2
Gaaill Jy8 o Jpeanll €0 A gen Ja
¢ elise lual le i
PO m KN | Wen laiise el sae b ) zliad Ja FQ3
(3) (2) (1) P
POt EN | We | 4o e o cudall ) duoatilayie | ComQl
Lfd\ Gla glaall IS ?g_)kﬂ Ja <
L saliag
POt Laid Wed | ¢ i eal gl calall ) ¢aaatibaxie | ComQ2
Tlealing il Y Jls Ja
154 EN | Wed | A o cnlall J) ¢iaatilaie | ComQ3
Caagdi Y
15000 EN | WD | oe 8iSU38 jaa cny (adcd il Ja Cr1
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1,60 BNy Wle] | @lesbeadl o e aSU cal la s 30 oS Cr2
Phanaa dlic aall
PRt Llaid W il slaall CilS 13 S 6 e oS Cr3
g2 (5 e linua (e
1 2 3

/ oS JoSal] ] Joss 53 & 53 g il o Cra

Llaal Llaal S Laal) dilla e da jaddl o anlall

Laad el 4y Caad Cuanl alital

oY /o8« a0 dua of aiad Ja Empl
laaa Llaal S Le plitl) i€y A 3kl (e
Laad faiall J g Ao sSall dleisi Lo b
1 2
Y a0 dpaldl | el ale JV JBA Emp2
‘_g \_1.\...'1: Jasil Q\&\ﬁj CAAs Ja
S s A daall Lyl
¢ ladiag 5l lililc
canll oSl (O sl skl (IO sod pal il ) sl Emp3
5 adddll Olasal il ¢ areal) daal
B8yl g dad dada ol | doaall sladl Llail (& 32a) 5 Ala))
suadl dalsall (a)
(b)
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Demographic Questionnaire- English

What is your age (please write)?

What is your gender?

o Male o Female

When did you come to Canada? (please write)

From where did you move to Canada?

o Syria
0 Refugee Camp
o Other:

Sponsorship status

oGovernment-assisted
o Privately sponsored

How far did you go in school?

oless than high school
o High school graduate or GED

oSome college
o Bachelors degree or higher

What was your occupation/position before you
became a refugee?

Current employment

oEmployed full time
o Employed part time (<35hrs/wk)
oSelf-employed

o In School
oHome-maker
oOther
How would you rate your own health? oPoor o Fair/OK
oGood o Very good/excellent
Do you have any long-term health conditions? | oYes o No
ol don’t know
Were you able to complete the previous survey | oYes o No

without any assistance?
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Demographic Questionnaire- Arabic

Fonnll e gl oS
D A3 g B | el palall sl 6 L

$la€ ) il Laxie

Lo o fla€ ) el lSa gl (e
C):‘:!.Amdéjﬂm
BYNe

da Sall e 4a e dall o o gl S de &
duadd alls 4

480 e BBl o (eedlad (5 sia o) o L

dale 4 9l m A faale lias

MM\AM\JJUAL;ND

=) 5l oS el g

Of Jd 4l o)) lilla L L

?B;Yc.ma.a, X

i al3 il e TR
Jee e Ll g
eyl o e
dowa d ey
Al g

A gia 0 A fipad il clinia andi oS
BjuAA O b.l.l;

pxd . P dpa je dlla el ax oy o

?MJA

LSl e 1ol ¢S Ja
¢ 3acliva Lﬁi Cps ALl ALY
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8.4 APPENDIX D- STATISTICAL SUMMARIES

Table 1.
Test for normal distribution of data.
F value P value F critical
Self Rated health 1.74 0.17 2.73
Education 0.11 0.74 3.97
3.57 0.06 3.99

Long term health conditions
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Table 2.
Descriptive statistics for two-sample t-test, with unequal variance assumed.
Health Literacy Component Functional Communicative Critical Empowerment Total
Gender (F=female, M=male) F M F M F M F M F M
Mean 5.5 5.5 7.0 7.0 8.5 7.7 4.3 43 240 244
Variance 1.7 1.8 3.3 2.4 5.4 4.5 1.6 1.9 203 169
Observations 35 41 35 41 35 41 35 41 3% 41
Place of Origin (C=Country,
R=Refugee Camp) C R C R C R C R C R
Mean 5.5 5.5 7.2 6.7 8.3 7.6 34 29 253 22.6
Variance 2.0 1.4 2.7 2.9 5.5 4.0 1.4 1.5 17.0 19.0
Observations 48 28 48 28 48 28 48 28 48 28
Education (a=less than high
school, b= high school or
higher) a b a b a b a b a b
Mean 5.5 5.5 7.0 7.0 7.9 8.1 3.2 32 235 24
Variance 1.8 1.7 2.5 3.4 4.6 5.9 14 1.7 17.0 214
Observations 51 25 51 25 51 25 51 25 51 25
Sponsorship Status
(G=government, P=private) G P G P G P G P G P
Mean 5.7 5.1 6.8 7.3 7.8 8.5 31 32 23.3 24.0
Variance 1.7 2.3 2.7 3.4 4.6 6.5 1.4 16 178 205
Observations 53 16 53 16 53 16 54 16 54 16
Long-term Health Conditions yes no yes no yes no yes no yes no
Mean 5.6 5.3 6.6 7.5 7.6 8.9 3.1 32 229 248
Variance 14 2.2 3.2 2.6 4.2 6.2 15 15 157 203
Observations 33 31 33 31 33 31 44 32 44 32
Self-Rated Health
(a=poor/fair, b=good/excellent) a b a b a b a b a b
Mean 5.3 57 6.7 7.3 7.8 7.3 3.2 31 230 243
Variance 1.6 1.9 2.4 3.0 3.4 3.1 1.4 1.6 145 221
Observations 41 35 41 35 41 35 40 36 40 36
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Table 3.
Summary statistics for two-sample t-test, with unequal variance assumed.
Health Literacy Component Functional Communicative Critical Empowerment Total
Gender
T (df) 0.09 (73) 0.06 (67) 1.51 (69) 0.76 (73) -0.61 (70)
t one-tail (p) 1.67 (.47) 1.67 (.48) 1.67 (.07) 1.67 (.22) 1.67 (.26)
t two-tail (p) 1.99 (.93) 2.00 (.95) 1.99 (.14) 1.99 (.45) 1.99 (.53)
Place of Origin
T (df) 0.19 (64) 1.22 (55) 1.46 (64) 1.73 (56) 1.75 (56)
t one-tail (p) 1.67 (.43) 1.67 (.11) 1.67 (.07) 1.67 (.04)* 1.67 (.04)*
t two-tail (p) 2.00 (.85) 2.00 (.23) 2.00 (.15) 2.00 (.08) 2.00 (.09)
Education
T (df) -0.15 (44) -0.19 (37) -0.25 (38) -0.14 (44) -0.41 (43)
t one-tail (p) 1.68 (.44) 1.69 (.43) 1.69 (.40) 1.69 (.44) 1.69 (.34)
t two-tail (p) 2.02 (.88) 2.03 (.85) 2.02 (.81) 2.02 (.88) 2.02 (.68)
Sponsorship Status
T (df) 1.29 (22) -0.97 (23) -1.03 (22) -1.06 (25) -1.39 (38)
t one-tail (p) 1.72 (12) 1.71 (.17) 1.72 (.16) 1.72 (.28) 169 (.09)
t two-tail (p) 2.07 (.21) 2.07 (.34) 2.07 (.31) 2.06 (.55) 2.02 (.17)
Long-term Health Conditions
T (df) 1.04 (57) -2.00 (62) -2.27 (58) -0.29 (68) -1.94 (62)
t one-tail (p) 1.67 (.15) 1.67 (.03)* 1.67 (.01)* 1.67 (.38) 1.67 (.02)*
t two-tail (p) 2.00 (0.30) 2.00 (.05)* 2.00 (.03)* 2.00 (.77) 2.00 (.06)
Self-Rated Health
T (df) -1.86 (69) -1.86 (68) 1.05 (73) 0.21(72) -1.38 (67)
t one-tail (p) 1.66 (.09) 1.67 (.03) 1.67 (.15) 1.67 (.41) 1.67 (.09)
t two-tail (p) 2.00 (.19) 2.00 (.06) 2.00 (.30) 2.00 (.82) 2.00 (.17)

*significant at p of 0.05
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Table 4.
Cross tabulation of long-term health conditions (LTH) and communicative health literacy
questions.
LTH
yes no Total ChiSquare (p)Phi and Cramer’s V (p)
Comml  “rarely” Count 3 1 4 1.016 (.60) 12 (.60)
% within Comm1 75.0% 25.0% 100.0%
% within LTH 8.8% 3.1% 6.1%
“sometimes Count 10 9 19
” % within Comm1 52.6% 47.4% 100.0%
% within LTH 29.4% 28.1% 28.8%
“often” Count 21 22 43
% within Comm1 48.8% 51.2% 100.0%
% within LTH 61.8% 68.8% 65.2%
Comm2  “rarely” Count 9 3 12 6.6 (.036)* .32 (.036)*
% within Comm2 75.0% 25.0% 100.0%
% within LTH 26.5% 9.4% 18.2%
“sometimes Count 14 9 23
? % within Comm?2 60.9% 39.1% 100.0%
% within LTH 41.2% 28.1% 34.8%
“often” Count 11 20 31
% within Comm?2 35.5% 64.5% 100.0%
% within LTH 32.4% 62.5% 47.0%
Comm3  “rarely” Count 13 6 19 12.5 (.002)* 46 (.002)*
% within Comm3 68.4% 31.6% 100.0%
% within LTH 38.2% 18.8% 28.8%
“sometimes Count 16 8 24
? % within Comm3 66.7% 33.3% 100.0%
% within LTH 47.1% 25.0% 36.4%
“often” Count 5 18 23
% within Comm3 21.7% 78.3% 100.0%
% within LTH 14.7% 56.3% 34.8%
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Table 5. Cross tabulation of long-term health conditions (LTH) and critical health literacy questions

LTH Total
yes o Chi Square (p) Phi and Cramer’s V (p)
critl “rarely” Count 8 3 11 7.5 (.023)* .337 (.023)*
% within critl ~ 72.7% 27.3% 100.0%
% within LTH ~ 23.5% 9.4% 16.7%
“sometimes Count 16 9 25
” % within critl ~ 64.0% 36.0% 100.0%
% within LTH  47.1% 28.1% 37.9%
“often” Count 10 20 30
% within critl ~ 33.3% 66.7% 100.0%
% within LTH  29.4% 62.5% 45.5%
crit2 “rarely” Count 17 8 25 5.1(.079) .28 (.079)
% within crit2  68.0% 32.0% 100.0%
% within LTH  51.5% 25.0% 38.5%
“sometimes Count 10 13 23
” % within crit2  43.5% 56.5% 100.0%
% within LTH  30.3% 40.6% 35.4%
“often” Count 6 11 17
% within crit2  35.3% 64.7% 100.0%
% within LTH  18.2% 34.4% 26.2%
crit3 “rarely” Count 14 11 25 2.85 (.24) .21 (.24)
% within crit3  56.0% 44.0% 100.0%
% within LTH ~ 42.4% 34.4% 38.5%
“sometimes Count 10 6 16
” % within crit3  62.5% 37.5% 100.0%
% within LTH  30.3% 18.8% 24.6%
“often” Count 9 15 24
% within crit3  37.5% 62.5% 100.0%
% within LTH ~ 27.3% 46.9% 36.9%
crit4 “rarely” Count 4 9 13 2.6 (.28) .20 (.28)
% within crit4  30.8% 69.2% 100.0%
% within LTH  12.9% 28.1% 20.6%
“sometimes” Count 14 10 24
% within crit4  58.3% 41.7% 100.0%
% within LTH  45.2% 31.3% 38.1%
“often” Count 13 13 26
% within crit4  50.0% 50.0% 100.0%
% within LTH ~ 41.9% 40.6% 41.3%
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Table 6.
Cross tabulation of place of origin and empowerment questions.
Origin
country  refugee camp  Total Chi Square (p) Phi and Cramer’s V (p)
Empl “not really” Count 12 11 23 .29 (.12) 29 (.12)
% within Emp1 52.2% 47.8% 100.0%
% within ORIGIN 26.1% 47.8% 33.3%
“maybe/someti Count 17 6 23
mes” % within Emp1 73.9% 26.1% 100.0%
% within ORIGIN 37.0% 26.1% 33.3%
“yes/definitely” Count 17 5 22
% within Emp1 77.3% 22.7% 100.0%
% within ORIGIN 37.0% 21.7% 31.9%
Emp2 “yes” Count 28 18 46 -03(.77) 03 (.77)
% within Emp2 60.9% 39.1% 100.0%
% within ORIGIN 60.9% 64.3% 62.2%
“no” Count 18 10 28
% within Emp2 64.3% 35.7% 100.0%
% within ORIGIN  39.1% 35.7% 37.8%
Emp3 “a” Count 37 24 61 .34 (.56)
% within Emp3 60.7% 39.3% 100.0%
% within ORIGIN  80.4% 85.7% 82.4%
“b” Count 9 4 13
% within Emp3 69.2% 30.8% 100.0%
% within ORIGIN 19.6% 14.3% 17.6%
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Table 8.
Correlations between health literacy sub-scale scores.
Functional Health Communicative Health Critical Health
Literacy Literacy Literacy
Empowerment -0.05 -0.26* 0.347*
Critical Health Literacy 0.02 0.57* /
Communicative Health 0.03 / /

Literacy

*Significant at p of 0.05
*Significant at o of 0.01
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Table 9.
Correlations between Individual Question Scores.
Emp Emp Emp CritQ CritQ CritQ CritQ ComQ ComQ ComQ FQ FQ
3 2 1 4 3 2 1 3 2 1 3 2
0.3
FQL 007 016 0.2 0.01 009 0 o011 024 023 024 4 01
0.2

FQ2 011 -007  -0.30 0.08 033 024 -001 015 010 032 5 J
FQ3 0.05 0.05 0.23 011 007 031 -010 -024 o000 -027 | !
CommQ / /
1 0.15 021 -0.07 0.25 032 029 -005 037 011 /
CommQ / / / /
2 0.13 0.40 0.29 0.27 032 023 043 055
CommQ / / / / /
3 0.00 0.44 0.26 0.43 053 051  0.20
CritQl  0.14 0.22 0.26 0.12 019 0.8 / / / e
critQ2  0.06 0.36 0.11 0.43 0.46 / / / / b
CritQg3  0.00 0.43 0.04 0.35 / / / / / e
critg4 021 0.38 0.27 / / / / / / o
Empl  -0.05 0.39 / / / / / / / o
Emp2 0.07 / / / / / . / / I
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