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Summary

Precarious work has recognized adverse impacts on the health of workers; however, there are few pol-
icy, systems and environmental (PSE) change public health interventions that target the causes and
consequences of precarious work. To build the capacity of health organizations to develop and imple-
ment such interventions, researchers engaged representatives from health organizations in a six-
session learning process, entitled the healthy work collaborative. Representatives of labor organiza-
tions were engaged as technical assistance (TA) providers, which involved sharing content and skill
knowledge with health participants. Semi-structured interviews were conducted with providers and
participants to examine perceptions of the role of TA; providers’ motivations for providing TA; and
providers’ and participants’ perceptions of the impact of TA on learning and preparing for subsequent
intervention. Results suggest that the provider—participant engagement evolved from one-way
knowledge translation to a robust, two-way knowledge exchange with potential for collaborative
intervention development and implementation. These results highlight the ways in which this pro-
vider—participant model facilitated engagement between representatives from sectors that had not
previously worked together and suggests that such a model may be effective in catalyzing multi-level,
multi-sectoral PSE change to address precarious work.
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INTRODUCTION 2019). There is mounting evidence that precarious work
arrangements have adverse effects on worker health,
prompting a demand for upstream public health inter-
vention (Kalleberg, 2009). Despite this recognition,

In the USA, standard full-time, permanent jobs with
benefits are on the decline, while non-standard, atypical
and increasingly precarious forms of employment, such - . . . .
8l pree oy ’ there is little evidence of multi-level public health inter-
as temporary, part-time contract, unregulated, under-

ground or home-based work, are on the rise in virtually

all employment sectors (Weil, 2014; Smith and Halpin,

ventions aimed at addressing the causes and consequen-
ces of precarious work (Baron et al., 2014). In general,
interventions that improve precariously employed

©The Author(s) 2020. Published by Oxford University Press. All rights reserved. For permissions, please email: journals.permissions@oup.com

1202 1sNBny L€ uo Jasn Aleiqi] DAD Jo3oey L g uaydals Aq GO ¥¥09/S60 L/7/9€/a10Me/01deay/woo dno-olwepese//:sdny Wwoly papeojumoq


http://orcid.org/0000-0002-6650-4346
https://academic.oup.com/

1096

T. Bonney et al.

workers’ health are difficult to design and implement, as
these workers are hard to reach and many of the con-
tributors to adverse health outcomes are upstream social
and economic policies that drive increases in precarious
employment (Commission on Social Determinants of
Health, 2008). Public health professionals may lack suf-
ficient knowledge of the causes, characteristics, and con-
sequences of precarious work necessary to design and
implement effective interventions in this arena, and the
grounding of public health practice in behavioral para-
digms may present challenges when aiming to address
the upstream determinants of the issue (Freudenberg
et al., 2015). Furthermore, public health professionals
may not have connections with organizations in other
sectors, such as grassroots worker-based organizations
in the labor sector, that are actively engaged in efforts to
organize and advocate for precariously employed
workers.

Given these challenges, public health professionals
may need support to ensure they have the knowledge,
tools and resources necessary to mobilize for and engi-
neer upstream policy, systems and environmental (PSE)
interventions to address complex and unfamiliar prob-
lems like precarious work. Experts from other sectors
can provide these supports to public organizations in the
form of technical assistance (TA). Several studies de-
scribe the benefits of involving TA in the development
and implementation of PSE change, particularly helping
to increase the capacity of recipient organizations to
tackle complex problems through translation of knowl-
edge into policies and programs (Trohanis, 1980;
Mitchell et al., 2002; Le et al., 2016). Researchers and
practitioners in many disciplines have also highlighted
the need to enhance and expedite the transfer of research
findings into practice in order to minimize the ‘knowl-
edge-to-action’ gap (Graham et al., 2006; Tetroe, 2007),
and several describe ways in which TA can support
knowledge-to-action processes with varying intensity
(Fixsen et al., 2009; Rushovich et al., 2015). Public
health has benefited from TA in other contexts as
researchers and practitioners have mobilized to address
complex problems (Mitchell et al., 2002; Jolly et al.,
2003; Katz and Wandersman, 2016).

The healthy work collaborative initiative

In an effort to foster knowledge about and develop up-
stream health promotion interventions focused on pre-
carious work, a group of researchers at the University of
Illinois at Chicago (UIC) Center for Healthy Work in-
vited representatives from health-focused organizations
(local health departments, health advocacy, healthcare,

legal, governmental and workforce development organi-
zations) to participate in a learning and planning initia-
tive, entitled the healthy work collaborative (HWC).
The HWC involved a six-session series of instructional
and planning-based activities that were designed to pro-
vide foundational knowledge and skills to catalyze inter-
vention development to address drivers and
consequences of precarious work. Researchers invited a
group of labor experts (representatives from local
worker centers, worker advocacy organizations, and la-
bor research groups) to provide TA to the health-
focused participants with a goal to increase participants’
and their organizations’ capacities to design and imple-
ment PSE initiatives. These TA providers are henceforth
referred to as ‘providers’ and the health-focused partici-
pants referred to as ‘participants’. The six in-person ses-
sions were 4-h workshops scheduled approximately 2
weeks apart and facilitated by researchers and providers.
Participants engaged in planning activities between ses-
sions with additional supports from researchers and pro-
viders. At least one representative in a leadership
position from each participant and provider organiza-
tion attended the HWC sessions.

Researchers recognized participants’ needs for basic,
introductory information about precarious work, its
drivers and consequences, and ways in which organiza-
tions in the labor sector were working to address them.
To fulfill these needs, providers engaged participants in
various activities intended to increase participants’
knowledge to build skills that would support PSE
action.

Activities in the first two HWC sessions aimed to de-
velop and deepen participants’ understanding of precari-
ous work and included a root cause analysis and rich
picture activity (Frerichs et al., 2016). In sessions three
and four, providers engaged participants in a Power
Mapping activity (Schiffer, 2007), designed to identify
entities best-poised to promote social change and iden-
tify strategies to communicate with those entities.
Several frontline workers also engaged participants in a
simulation activity, in which participants pretended to
be temporary workers on a production line. The final
sessions focused on planning for action and included a
Theory of Change activity (De Silva et al., 2014), in
which participants described how and why a desired
PSE change would happen. Additional detail regarding
the HWC structure and researchers’ roles are described
elsewhere (Bonney et al., 2019).

Unlike most TA models described in the literature,
providers in the HWC were not sought out by individual
organizations to meet a specific, self-identified need;
rather, researchers brought representatives from

1202 1sNBny L€ uo Jasn Aleiqi] DAD Jo3oey L g uaydals Aq GO ¥¥09/S60 L/7/9€/a10Me/01deay/woo dno-olwepese//:sdny Wwoly papeojumoq



Role of TA in U.S. labor and health sector collaboration

1097

primarily health organizations together with representa-
tives from labor organizations and organized sessions to
fulfill participants’ collective needs. Furthermore, unlike
most traditional provider—participant engagements, the
HW(C involved multiple providers sharing content and
skill knowledge in a formal, instructional setting with
pre-determined agendas and learning objectives.

Given the focus on basic knowledge transfer from
providers to participants, HWC TA was conceptualized
as less intensive TA, focused on sharing content and skill
knowledge with participants in a few encounters, in-
stead of more intensive relationship-based TA, which
typically involves more established partnerships between
providers and participants and sustained engagement
(Fixsen et al., 2009; Le et al., 2016). Less intensive TA
models are described in the literature as mostly unidirec-
tional provider to recipient knowledge transfer, which
fits with role of TA conceptualized by researchers at the
outset of the HWC.

Contribution of current study

This study explores providers’ and participants’ percep-
tions of the role of TA, as well as their perceptions of
the impacts of provider—participant engagement in the
HW(C. The study highlights some of the unique features
of provider—participant engagement in the HWC and
considers similarities and differences between this TA
model and others described in the literature. Qualitative
methods—and semi-structured interviews in particu-
lar—allow for examination of providers’ perceptions
from their initial engagement to the conclusion of the
HWC and allows for an examination of shifts in per-
ceived TA intensity.

METHODS

This study was part of a larger mixed-methods evalua-
tion of the overall HWC. Researchers used an explor-
atory qualitative study design to examine providers’ and
participants’ perceptions of the role of TA and the inten-
sity and impacts of TA provision in the HWC. This
study was approved by the UIC Institutional Review
Board in 2018.

Several semi-structured interview guides were devel-
oped to obtain information from providers and partici-
pants (Table 1). Two interview guides were designed to
examine perspectives of providers at baseline prior to
the start of the HWC and again immediately post-
HW(C. A third interview guide was designed to examine
perspectives of the participants 3 months post-HWC, as

well as the perspectives of providers who continued to
engage with participants beyond the HWC.

All seven labor experts who agreed to participate in
the HWC as providers were invited to participate in an
interview prior to the start of the first HWC session and
a follow-up interview immediately following the last ses-
sion. All 14 participants were invited for phone inter-
views approximately 3 months after the final session, as
were two providers who continued to engage with par-
ticipants beyond the six-meeting period. Participants
were interviewed at the 3-month time point instead of
immediately post-HWC to better capture ways in which
they had applied what they had learned since the conclu-
sion of the sessions and any implementation of activities
planned during the sessions. Given the 3-month follow-
up focus on continued engagement and collaborative im-
plementation activities, providers who were not in-
volved with participants post-HWC were not contacted
for additional follow-up interview.

Notably, two of the researchers who helped to facili-
tate the sessions conducted all interviews. Potential limi-
tations of this approach are described in the Discussion
section. All interviews were recorded and professionally
transcribed. Interviews were qualitatively analyzed using
a hybrid inductive and deductive coding and theme de-
velopment approach, which is described elsewhere
(Bonney et al., 2019). Dedoose software was used for all
analyses.

RESULTS

Researchers conducted 24 total. Interviews at baseline
and at immediate post-HWC follow-up lasted approxi-
mately 30min, while 3-month follow-up interviews
lasted approximately 60 min. All seven providers partici-
pated in baseline interviews, and five providers partici-
pated in immediate follow-up interviews.

The two providers who did not participate in follow-
up interviews immediately post-HWC attended only one
of the six sessions and did not respond to requests for
follow-up. Ten of the 14 participants agreed to partici-
pate interviews at 3-month follow-up. Two providers
with substantial, continued involvement with at least
one other recipient beyond the HWC, either in the form
of tailored and intensive TA provision or a formalized
partnership, also participated in 3-month follow-up
interviews.

Interviews with providers and participants revealed a
range of perceptions of the role of providers, the inten-
sity of the provider—participant engagement, and the
impacts of TA provision in the HWC. The following
results are organized under three broad categories to
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Table 1: Summary of interview guides

Interview guide

Key constructs

Intended audience

Baseline (pre-HWC)

Immediate post-HWC

3-month post-HWC

Attitudes and motivations for participating in HWC.
Preparedness for role as TA provider; relevant
knowledge and experience.

Expectations for TA provider role.

Expected impacts of TA provision for participants.

Outcomes of TA provider and TA recipient engagement;
impacts of TA provision in HWC.

Perceptions of value of TA provider role in HWC.
Facilitators and barriers of TA provision in HWC.

Experiences with TA providers; perceptions of

All invited providers (n="7):

o Worker Centers (4)

o Advocacy Organizations (2)
o Academic Organization (1)

All invited providers (n=7):

o Worker Centers (4)

o Advocacy Organizations (2)
o Academic Organization (1)

Providers involved beyond sessions (7 =2):

TA role in HWC.

o Worker Centers (2)

e Qutcomes of TA provider and TA recipient engagement;

impacts of TA provision in HWC.

o Engagement with TA providers beyond HWC sessions.

All participants (n=14):

o Local Health Departments (4)

o Public Health Advocacy Organizations (3)
e Hospital System (1)

Government Organization (1)

Workforce Development Organization (1)
Legal Organization (1)

o Worker Center (1)

o Public Health Academic Organization (1)
e Healthcare Labor Union (1)

describe interviewees’ perceptions of TA. Providers’ and
participants’ perceptions are outlined separately, al-
though some overlapping themes emerged.

Expectations for TA provision in the HWC:
providers’ perspectives at baseline

Interviews with providers at baseline offered some in-
sight into their perceptions of their roles and what they
expected participants might gain from TA. Providers
also shared their reasons for participating in the HWC,
which contributed to perceptions of their roles and out-
come expectations.

Perceptions of role and readiness

Providers generally characterized themselves as labor
experts. Many described direct engagement with precar-
iously employed workers to understand and address
worker concerns, with examples ranging from grass-
roots organizing to multi-level policy advocacy. At base-
line, providers perceived their roles as primarily
instructional, focused on sharing this expertise and fiel-
ding participants’ questions. Several noted that they

might offer helpful resources to workers served by par-
ticipants’ organizations and that the HWC offered an
opportunity to expand their networks.

‘I feel like [providers are] able to bring in day to day ex-
perience and on the ground experience and really a per-
spective of what’s really going on in the workplace now
a days’.—Provider, baseline

‘[Participants’ initiatives| won’t be grounded in any real-
ity of what precarious work is unless there’s some infor-
mation, brought to the table from people who worked
with precarious workers for a long time and understand
the dynamics of the work. . >—Provider, baseline

Given their expertise, several providers noted that
they felt well-positioned to help participants understand
how their own organizations’ positioning, networks and
resources might be leveraged to address drivers of pre-
carious work. Some felt that their direct engagement
with precariously employed workers, as well as their
organizations’ approaches to worker-centered policy ad-
vocacy would be especially relevant to participants, es-
pecially those who sit at higher administrative levels and
might rarely interact with workers on the ground.
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‘Well hopefully we’re in a position to help inform the
[interventions] that the [participants] are embarking on.
And share any information, knowledge that we’ve
gained through our work with them as it would be rele-
vant to their [initiatives]. I think as they are also devel-
oping those [initiatives] and kind of thinking them
through, 1 think we also have the potential to be helpful
in that sense on kind of the design side of things’.—
Provider, baseline

Motivations for participating as providers

Virtually all providers shared that their pre-existing rela-
tionship with UIC researchers, several of whom were in-
volved in the development and facilitation of the HWC,
and their desire to maintain that relationship were in-
strumental in their decision to participate. Some pro-
viders also described interests in connecting with new
groups and understanding participants’ motivations for
expanding their organizations’ efforts to tackle drivers
of precarious work.

‘... the relationship with UIC and the idea that you
know to be able to connect with a group of folks we
wouldn’t normally interact and maybe we wouldn’t even
be thinking of partnering up with, so I think that’s really
exciting of us too’.—Provider, baseline

Expected impacts of provider—participant engagement
In general, providers expected participants’ knowledge
of precarious work to increase as a result of participat-
ing in provider-led activities. Beyond this, several pro-
viders hoped that participants might leverage providers
for support on projects to address drivers of precarious
work beyond the HWC.

‘I think that for some of the other [participants], the in-
dustry [participants], the governmental [participants], 1
really hope that they will make use of me beyond just
this process because I think that ...
organization’s] obligation to provide these kinds of serv-

it’s [provider’s

ices to the state of Illinois in general and to workers
across the state and interested stakeholders’.—Provider,
baseline

Role and impacts of TA in the HWC: providers’
perspectives at immediate post-HWC and partici-
pants’ perspectives at 3-month post-HWC

In follow-up interviews, both providers and participants
reflected on their experiences interacting with one an-
other in the context of the HWC. Interviewees from
both groups described provider—participant interactions
of increasing intensity over the course of the sessions,

and several described shifts toward more formal part-
nerships outside of the HWC. Interviewees’ perceptions
of the role of TA are described below, organized from
less intense to more intense interactions.

Knowledge sharing (one-way)

In interviews immediately post-HWC, providers
reflected on their roles as being mostly aligned with their
pre-process expectations. All providers described their
duties as largely content and experience sharing, with
some opportunity to engage with smaller groups to pro-
vide more nuanced support around possible interven-
tions. Providers described apparent learning among
participants and noted obvious enthusiasm for tackling
drivers of precarious work overall, even from the earliest
HWC sessions. Several providers reported observing
‘aha’ moments, where participants were able to make
clear connections between the content and their own or
their organizations’ abilities to advocate for or engineer
changes at systems or policy levels.

‘There was an enthusiasm for the issue, precarious
work. It wasn’t just people were happy to get the knowl-
edge, when I say enthusiastic I mean they also wanted to
do something about it’.—Provider, immediate post-
HWC

Participants described the provision of TA as multi-
faceted, with some general educational content shared
around the drivers and manifestations of precarious
work followed by more focused skill-sharing to meet in-
dividual organizations’ needs. Interviews with partici-
pants revealed expanded understandings of the
complexities of precarious work and a growing aware-
ness of their own organizations’ abilities to address
some of its drivers. Several participants noted that the
engaging, activity- or experiential learning-based ways
in which providers and especially frontline workers pre-
sented content and led discussions helped them think
about precarious work more broadly and inspired crea-
tive action planning. Several participants also noted very
specific content and skill knowledge shared that was
particularly relevant to their needs, such as knowledge
of the workers’ compensation system, existing or pro-
posed sick leave and minimum wage policies at local
and state levels, and best practices for conducting
worker outreach.

‘...what [provider’s| organization does to try to mitigate
[how people are taken advantage of] in a whole host of
areas, whether it’s, not only is it legal, in the legal area,
but in, for example in the legal area on wage theft issues,
and I am just shocked at how people are treated, and I
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think that that really opened my eyes. . ’—Recipient, 3-
month post-HWC

‘But what I saw ... in being up there in the collabora-
tive, was how difficult the decisions that front line work-
ers often have to make, impact their family life, which
impacts their bealth, which impacts their kids, you
know it just got through to me. I didn’t think of that be-
fore I got into this. It made me just go, look further
down the road at that..’—Recipient, 3-month post-

HWC

Shared problem solving and relationship-building (two-
way; increasingly intense)

Several providers shared that as much as participants
learned, so did the providers. A few providers described
ways in which their own thinking about participants’
roles in taking on some of the challenges that precari-
ously employed workers face expanded, and at least one
provider expressed the utility that she found in having to
think about issues that she is very familiar with using a
public health lens. New connections and opportunities
for future collaboration emerged as an important theme
in posttHWC interviews, with shared learning in the
HW(C sessions described by several providers as a cata-
lyst for thinking about future partnerships outside of a
TA model.

‘What I was impressed was that because of that diverse
playing field we were able to talk, even the people who
did have more knowledge about the subject, were able
to talk about these issues in a way that maybe they're
not used to or is not typical for them. There was tangible
learning for everybody, but any time you bring people
even who are very knowledgeable and you have them sit
down in a concerted effort for a long period of time and
talk with interested parties who aren’t as knowledgeable
that there’s a real learning curve there. That impressed
me. Just generally the fact that it was such a wide, just a
diverse group of stakeholders, that was so beneficial to
everybody, exploring these issues from different perspec-
tives’.—Provider, immediate post-HWC

‘As much as they learned, I learned, too, right? ... Even
from bearing from some of the other institutions. How
do they approach the work? Or how they want to
change the work? And what’s important to them’.—
Provider, immediate post-HWC

Several participants also noted that exposure to dif-
ferent approaches to thinking about and planning for ac-
tion to address complex issues helped them consider
innovative ways to approach problems like precarious
work, potentially in partnership with HWC providers.

‘Met a lot of people up there, a lot of free exchange of,
discussion too. .. we got to talking so much and it’s just
like, you know, let’s meet for lunch, and let’s talk this
over’.—Recipient, 3-month post-HWC

Unique features of HWC provider—participant
engagement

Several providers noted that participants seemed highly
motivated to learn and were open to thinking broadly
about complex issues and potential solutions. One pro-
vider noted the importance of the diversity of groups in
the HWC, and that this facilitated robust, expansive
conversations in a way that would not be possible in a
more traditional TA model with one provider and one
participant. Along these same lines, several providers
also described the utility in meeting and interacting with
sO many organizations in one setting, which facilitated
both learning and networking and served as a jumping
off point for future engagement.

‘Even if it was just about, not even the projects, but just
meeting with each other and learning from each other
was an amazing result of this last three months’.—
Provider, immediate post-HWC

Although providers generally felt that the HWC
structure allowed for robust discussions, there was a col-
lective feeling that there was never enough time to com-
plete activities and discuss them to the degree needed for
greatest impact. Several providers shared that informa-
tion presented in sessions only scratched the surface of
such a complex issue and noted at an on-going, long-
term process is really needed to deepen participants’
knowledge and enhance their commitment to take
meaningful action. A few providers found navigating
both larger group and individual organization needs dif-
ficult, and one felt that they might have had more im-
pact working with groups of participants on a more
individualized basis.

‘I think learning about things is something that doesn’t
happen inside of a room. I think that learning requires
experience, actually dealing with the issues, and then
seeing the challenges that workers face. In order to have
an idea of what makes sense to do or not do you have to
get your hands dirty interacting with the workers and
the real situations that they’re facing, and trying to inter-
vene and see what happens. If you don’t do that then it
is very theoretical’ .—Provider, immediate post-HWC

Participants shared many of these same sentiments
regarding the HWC structure, highlighting the utility of
the in-person sessions and the openness of all attendees
to engage with one another.
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‘I really liked the idea of having these sort of half-day
sessions, and certainly being introduced to the issue of
precarious work for the first time. So 1 felt that the
teaching portion was really substantial for me. And
working with a small group, as you're sort of learning
that, and getting to know more people in areas that you
don’t necessarily connect with was also really a substan-
tial piece for me in terms of my growth and also thinking
about this work can feed back into our work here’.—
Recipient, 3-month post-HWC

Like providers, participants felt that information pre-
sented in sessions was impactful but difficult to digest in
such a short time. Several participants felt they never
had enough time to apply content learned between
sessions.

‘I kind of feel like some of the stuff that [providers] pre-
sented to us was very new. With the information being
so raw, I don’t know if I really had an opportunity to di-
gest it like I probably wanted to. It kind of surprised me
that we would move to these different kind of concepts
on such ... I guess back to back ... It was so much con-
tent in each session, and the sessions were so close to-
gether’ —Recipient, 3-month post-HWC

Despite these limitations, many providers and partic-
ipants indicated that they were interested in continued
engagement with one another in some capacity beyond
the HWC. Two providers in particular continued to en-
gage with participants in more formal partnerships post-
HWC, and both attributed this deepening engagement
to their dialogue and knowledge exchange within the
sessions. At the 3-month mark, several participants
shared instances in which they had connected with pro-
viders post-HWC, either for continued networking or
for potential engagement in activities of shared interest.
Nearly all providers and participants expressed interest
in staying connected beyond the HWC, and most de-
scribed the utility in having expanded trans-disciplinary
networks.

DISCUSSION

This study examined perceptions of TA shared by HWC
providers and participants. The study specifically honed
in on both groups’ perceptions of providers’ roles, fea-
tures of provider—participant engagement, and the
impacts of TA provision on both providers’ and
participants’ thinking and actions. Findings provide ini-
tial insight into the potential for innovative provider—
participant engagements, designed to catalyze develop-
ment of PSE change to address complex issues, which

shift along a TA continuum from less intensive, content-
focused TA to more intensive, relationship-based TA.

As a prerequisite to examining perceptions of the
role of labor expert TA in the HWC, this study consid-
ered providers’ initial motivations for participating.
Given the importance of diverse stakeholder involve-
ment in understanding complex issues and developing
interventions to address them (Stokols et al., 2013;
Golden et al., 2015), researchers understood that engag-
ing labor experts in the HWC was likely to be important
to the success of the initiative. Findings from this study
suggest that providers’ existing individual or organiza-
tional relationships with the university were paramount
in their decisions to participate in the HWC sessions,
highlighting the importance of leveraging existing net-
works to enlist providers in an engagement, like the
HW(GC, that is brokered by a third party, like UIC, when
the providers and participants have little to no existing
relationships with one another. Although the university
served as this third-party connector, other organizations
with strong ties to stakeholders may be able to function
in a similar capacity in other contexts to bring diverse
groups together to explore complex issues.

While researchers envisioned the role of TA to be pri-
marily instructional, focused on sharing content and
skill knowledge with participants, findings suggest that
this role evolved into a much more intensive and dy-
namic one. Instead of a TA arrangement focused on
one-way knowledge transfer, providers and participants
in the HWC engaged in deeper, two-way knowledge ex-
change that resembled more intensive forms of TA de-
scribed in the literature (Figure 1) (Fixsen et al., 2009;
Le et al., 2016).

Findings from baseline interviews with providers in-
dicated that in addition to perceiving their roles as in-
structional, several providers welcomed the opportunity
to connect with participant organizations for resource
sharing beyond the HWC. This openness to more inten-
sive engagement with participants beyond the HWC, de-
spite the lack of existing relationships between providers
and participants, suggested that, there was potential for
two-way knowledge exchange between the two groups
even before the start of the in-person sessions.

Data from interviews post-HWC indicated that two-
way knowledge exchange did in fact occur in addition to
the expected unidirectional knowledge transfer from
providers to participants. Both providers and partici-
pants described what they had learned from the other:
providers felt that they were able to present information
in ways that the participants understood, and partici-
pants described significant shifts in their own thinking
which they attributed to the content shared by providers
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Expectation:

One-Way Knowledge Transfer
+  Knowledge about and experiences with
precarious work
= Skills and strategies to prevent and
mitigate consequences of precarious work

Labor
TA Providers

Health-Focused
TA Recipients

Outcome:
Two-Way Knowledge Exchange

*  Bi-directional sharing of experiences,
knowledge, and skills
* Identification of opportunities to work
collaboratively in formal partnerships to
achieve common goals

Fig. 1: HWC TA provider—participant model.

and discussions that they had with them during the
HWC sessions. Providers also shared ways in which
their own thinking shifted given their exposure to partic-
ipants’ perspectives, highlighting the shift toward two-
way knowledge exchange. This was especially evident
with providers who participated in several HWC ses-
sions, all of whom were interviewed post-HWC, sug-
gesting that these sorts of experiences were more
profound with longer exposure to participants. These
findings suggest that there may be a natural tendency for
diverse stakeholders to learn from one another when
time allows for more intensive engagement, especially
around complex issues of shared interest.

Along the same lines, interviews with providers and
participants showcased the ways in which the structure
of the HWC supported opportunities for deeper engage-
ment. One finding that emerged from the interview data
was the readiness of participants to engage with the is-
sue of precarious work, which providers highlighted as a
particularly important factor in their abilities to guide
and engage with participants. This readiness likely
stemmed in part from the fact that the HWC was topi-
cally focused, and organizations with an interest in and
readiness to engage with that topic were likely to be
willing participants in the six sessions. It is likely that
this resultant openness among participants to learn
more about the issue of precarious work contributed to
the substantial shifts in thinking among both parties as
they engaged with one another throughout the HWC.

Despite findings pointing to deeper engagement be-
tween providers and participants than may have been
initially expected, there were some limitations in what
the HWC structure allowed both providers and partici-
pants to accomplish. Although the HWC was designed
to foster upstream action planning to address the drivers
of precarious work, data from interviews with both pro-
viders and participants highlighted some of ways in
which the HWC structure may have hampered move-
ment toward action. Both providers and participants
opined that the tight HWC timeline limited the degree
to which they were able to share and digest new infor-
mation, with providers noting that the content that they
shared only scratched the surface of what they felt par-
ticipants needed to know to begin planning for action to
tackle drivers of precarious work. This perceived limita-
tion aligns with some of the knowledge-to-action litera-
ture, which suggests that knowledge transfer alone may
not be sufficient to inspire action (Graham et al., 2006).

In spite of this limitation, interview data from pro-
viders and participants indicated that the HWC struc-
ture allowed for providers to share broad, introductory
knowledge about precarious work, which was uniformly
reported as useful to participants. This finding supports
the utility of a systems approach to provider—participant
engagement, like the HWC TA model, in allowing di-
verse stakeholders to learn about and grapple with a
complex issue in preparation for PSE strategy develop-
ment to address it. Findings also suggest that this type of
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provider—participant model allows for shifting in inten-
sity of TA, even when the original goals of the provider
role are focused primarily on knowledge transfer. A shift
toward more intensive TA over the course of the HWC’s
six sessions inspired two-way knowledge exchange,
which suggests that a model like this one, in which di-
verse stakeholders come together as providers and par-
ticipants with few existing relationships, has the
potential to help close knowledge gaps.

Finally, although UIC researchers initially envisioned
a less intensive TA arrangement in the HWC, the find-
ings from this study suggest that some providers and
participants are likely to engage beyond the HWC.
These findings highlight the potential of provider—par-
ticipant engagement models, like the HWC, to facilitate
both knowledge exchange and networking opportunities
that together prepare providers and participants for sub-
sequent partnership. The literature suggests that trans-
disciplinary partnerships, such as those that might form
between the labor experts and largely health-focused
organizations from the HWC, have the potential to cre-
ate more sustainable and broadly impactful PSE change
(Stokols et al., 2013; Golden et al., 2015).

Limitations

Because the HWC was a pilot, there were only a small
number of representatives in both provider and recipient
roles who participated in this study. Furthermore, there
were no opportunities to compare findings from this
study to another similar collaborative process, as similar
examples of provider—participant models were not
found in the literature.

Another potential limitation of this study is author
involvement in the design and facilitation of the HWC.
This presents a potential bias, both due to the authors’
own involvement and perceptions of the HWC and the
potential bias in interviewees’ responses to interview
questions. To partially address this limitation, assuran-
ces were made to study participants that their data
would be both de-identified and reported in the aggre-
gate and would not be shared outside of the UIC re-
search team. Engaging an independent researcher to
conduct future follow-up interviews may help avoid po-
tential biases, though this may limit robustness of the
contextual interpretation that arises from engagement of
the research team in both the facilitation and evaluation
of the process.

The absence of interviews with participants at base-
line potentially limits our understanding of shifts in
thinking that can be attributed to their engagement with
TA providers in the HWC. All participants were asked

to consider their thinking and learning retrospectively,
and there were no opportunities to compare post-HWC
responses to participants’ perceptions of their own read-
iness, knowledge, or expectations of providers’ roles
prior to the HWC. Similarly, we did not interview the
frontline workers who led participants in the simulation
activity, which many participants described as particu-
larly impactful. The role of frontline workers, or indi-
viduals who are directly impacted by phenomena of
concern in similar processes should be explored in future
studies.

CONCLUSION

Despite the limitations, this study offers important in-
sight into an innovative provider—participant model and
potential applications in other contexts. There is an op-
portunity for health-focused organizations to learn
from, share knowledge with, and form partnerships
with labor-focused organizations as they expand their
efforts to address the increasingly precarious nature of
work and its determining impact on worker and com-
munity health. The findings from this study highlight
the bidirectional knowledge exchange and opportunities
for partnership development that resulted from an inten-
sive provider and participant engagement designed to
promote learning and action to address precarious
work.
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