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Objective: To understand the in-
terrelationship of literacy, culture,
and language and the importance
of addressing their intersection.
Methods: Health literacy, cultural
competence, and linguistic compe-
tence strategies to quality improve-
ment were analyzed. Results:
Strategies to improve health lit-
eracy for low-literate individuals
are distinct from strategies for
culturally diverse and individuals
with limited English proficiency
(LEP). The lack of integration re-
sults in health care that is unre-

sponsive to some vulnerable
groups’ needs. A vision for inte-
grated care is presented. Conclu-
sion: Clinicians, the health care
team, and health care organiza-
tions have important roles to play
in addressing challenges related
to literacy, culture, and language.
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Many patients face great difficul-
ties in understanding health in
formation and navigating the

health care system. Nearly 2 decades of
research have linked limited literacy with
challenges in health care, including lower
health knowledge, misinterpretation of
prescriptions, and lower receipt of pre-
ventive services.1,2 Only in the last 5
years has health literacy—defined as “the
degree to which individuals have the ca-
pacity to obtain, process, and understand
basic health information and services

needed to make appropriate health deci-
sions,”3—received national attention.
Milestones that mark health literacy’s
ascendancy as a national health care
priority include the Department of Health
and Human Services’ designation of
health literacy as a Healthy People 2010
goal,3 the inclusion of health literacy in
the Institute of Medicine’s (IOM) top 20
priority areas for national action4 and its
report, Health Literacy: A Prescription to
End Confusion,5 and the Agency for
Healthcare Research and Quality’s re-
view Literacy and Health Outcomes.6

According to the IOM, health literacy
must be viewed in the context of lan-
guage and culture. This important state-
ment, however, is followed by the
acknowledgement that “the relationships
between diversity and health literacy
have yet to be fully delineated and inves-
tigated.”5 This article presents a frame-
work for understanding and discussing
the interrelationship of literacy, culture,
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and language, and the importance of ad-
dressing their intersection when the
health care system cares for diverse popu-
lations. It identifies the key role clini-
cians play in addressing patients’ lit-
eracy, culture, and language; the sup-
ports necessary for effective clinical care;
and health organizations’ responsibili-
ties.

Health Literacy, Culture, and
Language
There has been growing recognition

that low literacy, language barriers, and
cultural diversity must all be considered
to ensure effective health communica-
tion. Culturally diverse individuals with
limited literacy and limited English profi-
ciency (LEP) are among the most vulner-
able patients. Yet, as affirmed in a 2002
IOM report on health communication and
diversity, much more work is needed to
address communication effectiveness
relative to diverse populations.7

The complex nature of health literacy,
culture, and language adds to the chal-
lenge. Although it is widely agreed that
health literacy is not limited to written
materials in health care contexts, the
measures of and research on health lit-
eracy have tended to default to literacy-
based notions. Many also find deficient
the construct of health literacy as a char-
acteristic of the individual. Health lit-
eracy is not determined solely by an
individual’s capacity to read, understand,
process, and act on health information.8 It
is the product of individuals’ capacities
and the demands the health information
places on individuals to decode, interpret,
and assimilate health messages. Fur-
thermore, health literacy is not constant,
but is a dynamic state that may change
with the situation.8 For example, a
patient’s health literacy plummets when
presented with a cancer diagnosis.

Culture in health care is also a multi-
faceted concept. Culture has been defined
as the “integrated pattern of human be-
havior that includes thoughts, communi-
cations, actions, customs, beliefs, values
and institutions of a racial, ethnic, reli-
gious or social group.”9 It is through the
lens of culture that people define health
and illness and perceive and respond to
health messages. Culture will affect from
whom health care is sought, how symp-
toms are described, how treatment options
are considered, and whether medical treat-

ment will be chosen and adhered to. For
example, an African American woman may
believe she has a folk illness called high-
pertension, a condition that is distinct from
high blood, and is not ameliorated by high
blood pressure medication.10

Although everyone is a member of one
or more cultural groups, this article fo-
cuses on members of racial and ethnic
minority groups for 3 reasons. First, 45% of
American residents with limited health
literacy are members of racial and ethnic
minority groups.11 Second, racial and eth-
nic minority group members are the most
likely to experience dissonance with West-
ern medical culture. Third, they do not
receive the same health care as their
white, non-Hispanic counterparts.12

Concerns related to language, as dis-
cussed in health care, generally involve
individuals who speak, read, and/or write
in a dialect other than English. This article
is confined to the difficulties experienced
by individuals with limited English profi-
ciency. It is important to acknowledge,
however, that other aspects of language
contribute to challenges in providing high-
quality health care. These include lin-
guistic and conversational differences,
communication disorders, and difficulty in
deciphering the highly accented English of
some foreign-born health care providers.

Health Literacy Is a Minority Health
Issue
According to the 2003 National Assess-

ment of Adult Literacy (NAAL), nearly 40%
of American adults—60 million people—
have limited health literacy.13 Of these,
almost 32 million are nonwhite and/or
Hispanic.

Figure 1 illustrates the percent of adults
with limited health literacy—defined as
scoring in the basic or below-basic levels
of the NAAL—by race and ethnicity. More
than a quarter of white adults had limited
health literacy, compared to almost half of
Alaskan Native/Native Americans, well
over half of black Americans, and two
thirds of Hispanic Americans.14 The fact
that a majority of minority Americans
have limited health literacy may cause
us to reconsider traditional approaches to
health literacy and identify new integra-
tive strategies.

Health Literacy and Cultural and
Linguistic Competence
Strategies to improve communication
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for low-literate individuals have often been
developed along parallel but distinct tracks
from strategies for culturally diverse and
LEP individuals. For example, research
has shown that materials written in plain
English and at a lower grade level result
in better understanding and improved
knowledge.15

 Individuals from diverse cul-
tures, however, may not comprehend easy-
to-read materials if Western constructs of
health and health care are assumed. A
similar problem exists if language assis-
tance is pursued in isolation. Language
barriers are often overcome through the
translation of materials into non-English

languages. Yet LEP Americans are at risk
of limited literacy in their native lan-
guage16 and may not be able to read trans-
lated materials that have not been sim-
plified.

Table 1 depicts some of the most promi-
nent health literacy, cultural competence,
and language assistance strategies. All 3
approaches have encompassed assess-
ment, workforce, education and training,
and other strategies, yet each has its own
distinctive version of the strategies. The
lack of integration forces health care
providers to choose among the 3 ap-
proaches, although they know that by

Figure 1
Americans with Limited Health Literacy by Race and Ethnicity
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doing so they will be unresponsive to
some vulnerable groups’ needs.

The Key Role of Clinicians
Effective patient-provider interactions

are fundamental to achieving successful
clinical outcomes. Assuring that interac-
tions are effective with diverse patients
requires that clinicians learn about their
patients’ health literacy, culture, and lan-
guage, and use that information to im-
prove communication and self-manage-
ment support.

Assessment. Evidence indicating that
clinicians tend to overestimate their pa-

tients’ reading abilities argues for the
use of an assessment tool.17,18

  Several
health literacy assessment instruments
are available.19-21 Low scores on these
assessments (which are generally not
able to test health literacy in languages
other than English or Spanish), however,
do not pinpoint the nature of the health
literacy problem. The low score could be
due to low literacy, limited English profi-
ciency, or lack of familiarity with West-
ern health terms and concepts. Literacy
assessment should therefore go hand-in-
hand with assessments of culture and
language.

 Table 1
Health Literacy, Cultural Competence, and Linguistic

Competence

Patient Workforce Education and Other Main
Assessment Strategies Training Strategies
Strategies

Health ·Rapid Estimate ·Patient Navigator ·Communication ·Patient education
Literacy  of Adult Literacy ·Health Educator ·Plain language   and empowerment

 in Medicine ·Easy-to-read
 (REALM)   materials
·Short Test of  ·Teach-back
 Functional Health ·Graphics, color-
 Literacy in Adults coding, pictograms
 (S-TOFHLA) ·Audiovisual
·Newest Vital Sign   materials
·Single question,
 red flags

Cultural ·Race ·Racial/ Ethnic ·Cultural ·Coordination with
Competence ·Hispanic origin   Concordance  sensitivity   traditional healers

·Cultural group ·Community ·Cross-cultural ·Family/
 membership  Health Worker   communication  Community

·Diversity   Inclusion
·Racism ·Culturally

  competent health
  promotion
·Community
  involvement

Language ·Primary language ·Bilingual ·How to interpret ·Testing
Assistance ·English proficiency   clinician/ staff ·How to work   interpreters’

·Interpreter needs ·Interpreter  with interpreters    language
·Translator ·Foreign language   proficiency and

  interpreter skills
·Process for
  accurate
 translation
·“I Speak” card
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There are no analogous clinical tools
for assessing culture and language. The
tools that do exist support only the collec-
tion of data on race, Hispanic origin, and
primary language.22 Clinicians that ob-
tain detailed information about patients’
cultural group membership (eg, Vietnam-
ese, Salvadoran, Navajo) will have much
greater insight into their health beliefs
than if they only know a patient is, for
example, a non-Hispanic Asian.23 Collec-
tion of language information also needs to
be specific. It is not enough to know a
patient’s primary language or language
preference. Research has shown that
English proficiency is a much better pre-
dictor of language barriers’ impact on
health and health care than primary lan-
guage.24 Clinicians need information
about the level of oral and written English
proficiency to inform their decisions about
using interpreter services and translated
materials.

Collecting literacy, cultural, and lan-
guage data requires sensitivity. Racial
and ethnic minority group members, es-
pecially those who have experienced dis-
crimination, may be suspicious. Patients
may try to hide or mask their limited
English proficiency or literacy out of em-
barrassment.25,26 Clinicians may choose
to adopt less formal assessment strate-
gies, such as asking a single question (for
example, “How confident are you filling
out medical forms by yourself?”27), watch-
ing out for low-literacy red flags (such as
when a patient says, “I forgot my reading
glasses”28), and letting patients use their
own words to describe their culture and
language rather than using pre-estab-
lished categories.23

 A final option is not to
screen at all but to take “universal pre-
cautions” to avoid miscommunication.8,29

There may be value in assuming that all
patients possess a minimal level of health
literacy regardless of language spoken,
while also recognizing that culture and
language reflect patient experience and
may affect comprehension.

Communication. Clinicians are being
encouraged to communicate more clearly
with their patients. Failure to communi-
cate clearly can result in unnecessary
return for treatment or lead to pain or
adverse events.30 However, health lit-
eracy, cultural, and linguistic approaches
to clear communication are distinct, and
at times inconsistent.

The health literacy movement stresses

several tenets of clear communication.
These include limiting the number of
messages delivered at one time, using
simplified, jargon-free language, and us-
ing the teach-back or teach-to-goal method
of having patients explain what they have
been told and repeating the information
until it is clear the patient understands.
Although these approaches serve cultur-
ally diverse and LEP patients as well, the
emphasis is on improving the way clini-
cians give instructions.

Culturally competent communication,
on the other hand, emphasizes that indi-
viduals’ concept of health may differ, af-
fecting the way individuals receive, pro-
cess, and accept (or reject) information.
Clinicians are encouraged to learn about
the patients’ health beliefs, for example,
by asking the Kleinman Questions31 What
do you think has caused the illness?
What do you think the illness does? How
does it work? What kind of treatment do
you think you should receive? What are
the most important results you hope you
receive from this treatment? It is through
this cross-cultural exploration that the
clinician and patient reach agreement
about the appropriate course of action.

The linguistic competence approach to
clear communication is different still.
LEP patients report more difficulties
communicating with clinicians.32 The
remedy is to give individuals with lan-
guage barriers bilingual clinicians or in-
terpreters. Frequently, however, literacy
and cultural concerns are ignored. For
example, interpreters will repeat compli-
cated, jargon-filled communications un-
less health literacy is addressed along
with language barriers. Furthermore, cli-
nicians cannot assume that interpreters
and patients share the same culture be-
cause they speak the same language. For
example, a Farsi interpreter from a tribe
hostile to the patient’s tribe was not an
effective interpreter for one Farsi-speak-
ing Medicaid recipient.

Health literacy, cultural competence,
or linguistic competence alone is not
sufficient to improve communication with
culturally diverse patients with limited
health literacy and English proficiency.
Clinicians will need to recognize and over-
come barriers related to all 3 vulnerabili-
ties to achieve effective communication.
Medical education and in-service train-
ing can help clinicians acquire the requi-
site skills and learn about interventions,
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such as inclusion of family and friends,
that can cut across literacy, culture, and
language.33

Supporting self-management. Clini-
cians are increasingly recognizing and
engaging the patient as a partner in his
or her own health care, but literacy, cul-
ture, and language can affect patients’
ability to participate in treatment deci-
sions and manage their own acute and
chronic conditions. For example, patients
with limited health literacy may not be
able to write out questions in preparation
of a visit or take notes to refer to later.34

Cultural norms regarding respect of clini-
cians’ authority or a cultural belief in
fatalism may prevent patients from be-
coming informed and active in their care.
Limited English vocabulary may inhibit
question-asking by patients with LEP.35

Supporting self-management of pa-
tients who are low literate, culturally
diverse, and LEP presents additional chal-
lenges. For example, simplifying self-
management aids, such as graphically
producing a medication schedule that
uses symbols instead of words, may not
work if part of the problem is that expres-
sions of pain and the role of pain medica-
tion vary across cultures.36,37 Using inter-
preters to instruct patients with conges-
tive heart failure to weigh themselves
every day will not be effective if patients
lack the numeracy skills to calculate and
record weight changes. These examples
illustrate how clinicians will fail to sup-
port their patients’ self-management ef-
forts unless they can adapt their ap-
proaches to accommodate multiple needs.

Supporting Effective Clinical Care
Clinicians’ effectiveness is affected by

the support available from others in the
health care system. A clinician can ex-
plain to a patient how medicine should be
taken, but it is the pharmacist who de-
cides what goes on the label. Clinicians
may try to select appropriate health pro-
motion materials and audiovisual aids,
but it is health plans, departments of
health, and entrepreneurs that deter-
mine available materials from which to
select. In addition, accreditation organi-
zations influence clinicians’ effective-
ness by setting standards for their perfor-
mance.

Prescription labels. Literacy, culture,
and language play distinct roles in medi-
cation errors.  Limited-literacy patients

are less likely to be able to identify their
medications, possess lower medication-
related knowledge, and are more likely to
misinterpret prescription warning labels
and recount serious medication errors
resulting from their inability to read pre-
scription labels.2,38-40 Similarly, LEP pa-
tients are more likely to report having
trouble understanding medication labels
and report bad medication reactions.41

 For
example, confusing the English word once
with the Spanish word for 11 (also once)
landed one Hispanic man in the emer-
gency room.5 Cultural differences can also
cause medication errors. A classic ex-
ample is the tale of a mother who was
instructed to give her child a teaspoon of
medicine. She instead gave the child a
large soup spoonful of the medicine be-
cause the only utensils in the house were
chopsticks and soup spoons.

Medication errors can occur even when
clinicians demonstrate how to dispense
medicine.42 Pharmacists’ commitment,
training, and active involvement are es-
sential in assuring that prescription
bottles feature clear, culturally accept-
able terms and, where necessary, are
accurately translated.

Currently the clarity of prescription
labels and drug information sheets varies
among pharmacies.43 The American Phar-
maceutical Association (APA) has taken
the first steps by encouraging pharma-
cists to review all patient information for
health literacy appropriateness; assess
patients’ health literacy; implement ap-
propriate communications and education;
and develop cultural awareness, sensi-
tivity, and cultural competence.44

 Phar-
macists also need to address language
barriers. They cannot assume that be-
cause patients speak English, they will
understand instructions written in En-
glish. 41

Written materials. Like prescription
labels, other written materials have to be
easy to read and culturally and linguisti-
cally appropriate. All too often, material
developers do not pay attention to all 3
aspects.45 Materials translated for LEP
populations are rarely tested for cultural
appropriateness or literacy. The case that
translation alone is not enough is made
by Levya and colleagues, who found that
only 29% of Spanish speakers were able
to understand fully a Spanish-language
drug information sheet.43 Creating for-
eign language materials in tandem with
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their English counterparts – a process
called transcreation –  rather than merely
translating them from the English ver-
sions ensures that cultural concepts and
language nuances are appropriate for the
audience. For example, nutritional infor-
mation sheets for diabetics can refer-
ence foods commonly eaten by the target
audience. However, solutions to the com-
bined challenge of cultural diversity, lim-
ited literacy, and English proficiency
should resist the temptation to assume a
one-size-fits-all approach.”

Technology. The great variability in
preferred ways of receiving messages has
given rise to a range of technology-based
communication strategies tailored to spe-
cific populations.7 Audiovisual aids such
as videotapes, DVDs, CD-ROMs, computer
kiosks, talking touch screens, and inter-
active multimedia programs hold prom-
ise as alternatives for written materials.
The evidence of their effectiveness as a
strategy for limited-literacy populations,
however, is mixed.5,46,47 These methods
often present information in a complex
manner or are used as a substitute rather
than a complement to discussions with
clinicians or health educators.48 Further-
more, they often presume English profi-
ciency or a level of technological sophisti-
cation (eg, having a DVD player at home)
that does not exist in some cultures.
There is a risk that technological ad-
vances that do not address health lit-
eracy, culture, and language could exac-
erbate disparities.49 For everyone to ben-
efit from the new technologies, materials
have to be altered for limited-literacy,
LEP, and multicultural audiences.50

Performance standards. Increasingly,
health care organizations are being called
to meet performance standards. Stan-
dards for culturally and linguistically com-
petent care and health literacy are being
issued by different organizations. For ex-
ample, the US Department of Health and
Human Services’ Office of Minority Health
published the National Standards for Cul-
turally and Linguistically Appropriate Ser-
vices.51 The National Council on Inter-
preting in Health Care issued Standards
of Practice for Interpreters in Health Care,52

and the Joint Commission on Accredita-
tion in Healthcare Organization has plans
to develop health literacy performance
standards.

Organizations are struggling to address
holistically the gamut of literacy, cul-

tural, and language issues. For example,
the American Medical Association’s ethi-
cal force program has drafted a patient-
centered communications framework that
contains performance expectations that
explicitly address patients’ sociocultural
contexts, language, and health literacy.53

The National Committee on Quality As-
surance has also endeavored to take into
account all 3 areas in its Enhancing Pa-
tient Centered Care in Office Practice project,
which is developing patient-centered per-
formance metrics. Similarly, the Agency
for Healthcare Research and Quality is
developing a cultural-competence supple-
ment to the CAHPS® Clinician/Group
Survey that contains separate modules
on language access and health literacy.
Multiple performance measurement ef-
forts are common early in a field’s devel-
opment, but eventually consensus should
be reached. The AQA Alliance has demon-
strated it is possible to produce a single
set of physician performance measures
to reduce confusion over redundant clini-
cal measures and alleviate administra-
tive burdens.54 Accreditation organizations
are in the nascent phase of producing
such alignment of health literacy, cul-
tural, and linguistic competence perfor-
mance measures.

The Health Care Organization’s
Responsibilities
The IOM, in its report Crossing the

Quality Chasm, made it clear that the
onus for improving health care quality
does not rest solely on the shoulders of
clinicians and called on “health care or-
ganizations [to] design and implement
more effective organizational support pro-
cesses to make change in the delivery of
care possible.”55 Clinicians and other
health care providers cannot expect to
make significant progress in addressing
health literacy needs in the context of
language and culture without the com-
mitment of their organizations. Leader-
ship and senior management must be
willing to invest in training, staffing, and
physical plant that recognize the special
challenges to navigating the health care
system faced by patients with literacy,
cultural, and language barriers.

Training. Evidence is emerging on the
positive effect of health professional train-
ing to improve communication skills
across culture and language,56 and train-
ing to improve clinicians’ ability to serve
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low-literate populations effectively also
holds promise.57-59 Unfortunately, these
efforts, both of which seek to build com-
munication skills, have remained sepa-
rate. The result is that health care pro-
fessionals and staff face competing de-
mands for the limited amount of time
they have for educational activities and
receive mixed messages on communica-
tion priorities. Clinicians, adjunct staff,
and interpreters would benefit from train-
ing that addresses both the delivery of
culturally and linguistically appropriate
services and recognition of and effective
responses to limited health literacy.60

Multidisciplinary staff. The IOM
states that “it is nearly impossible to deal
with literacy, language, and cultural is-
sues within the context of a 10-15 minute
patient visit.”5 p. 181 Health care organiza-
tions need to use the full array of health
care professionals to reinforce and aug-
ment clinician-patient communications.
Members of a health care team can con-
duct patient assessments of literacy, cul-
ture, and language; review health care
information after clinical visits to answer
questions; and ensure understanding of
treatment and self-management plans.
The health care team should include
receptionists and interpreters. As the
first people seen by patients, reception-
ists can allay confusion, fear, or uncer-
tainty, as well as assist in completing
paperwork and arrange for interpreters.
Trained interpreters can also play a role
outside the clinical encounter, facilitat-
ing intake and follow-up.61

Outreach. Anecdote and research have
documented that limited-literacy patients
may avoid health care settings for fear of
being embarrassed,62 just as LEP and cul-
turally diverse patients may not seek
health care where they cannot commu-
nicate with or do not trust health care
providers.40,63,64 Reducing access barriers
for these populations is likely to require
health care organizations to create or
expand their involvement with and con-
nections to the communities they serve.
Community health workers, a cultural-
competence intervention whereby mem-
bers of minority communities serve as
liaisons to health care organizations,33

may prove useful in engaging individuals
with limited literacy as well. Another
technique to reach out to community
organizations is to invite them to serve
on community advisory boards. Adult edu-

cation programs are a good target for
outreach activities; not only can adult
educators provide access to adult learn-
ers and their families, but they can also
provide health care providers with in-
sight into how adults learn and how to
converse with LEP and culturally diverse
individuals.65

Facility navigation. Culturally diverse,
limited literacy and/or LEP individuals
can face significant challenges in finding
their way to and around health care facili-
ties.66 Left unaddressed, the challenges
can discourage return visits. Having pa-
tient navigators or using translated
signage or pictograms to supplement writ-
ten information may help. The effective-
ness of these strategies needs to be in-
vestigated because limited-literacy pa-
tients could be confused by signs in more
than one language,66

 and pictograms may
suggest different meanings to culturally
diverse individuals.5 For example,
Hablamos Juntos’ Signs That Work project
addresses the intersection of literacy,
culture, and language by testing symbol
signs to determine if they are meaningful
across language and cultural groups.

67

Toward an Integrated Approach
The previous discussion has focused

on the importance and value of recogniz-
ing the interrelationship of literacy, cul-
ture, and language in the context of health
care. It has also highlighted points of
intervention and initiative for the clini-
cal setting and health care organizations.

What might a fully integrated approach
to health literacy and cultural and lin-
guistic competence look like? The field is
likely to struggle with this question for
many years to come. Here we present one
vision of a health care system in which
providers and their organizations have
worked to integrate all 3 into improving
health care quality.

Clinicians and the health care team
would …

•Record sufficiently detailed informa-
tion on patient preferences and require-
ments with respect to health literacy,
culture, and language in medical records
and use it to tailor care to individuals’
needs.

•Solicit information about the environ-
ment, lifestyle, family values, cultural
health beliefs, folk medicines, and other
health practices that will affect patients’
willingness and ability to undertake medi-
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cal treatment.
•Employ clear communication prin-

ciples to describe treatment options and
convey instructions for the agreed-upon
course of action, confirm understanding,
and probe whether culture and/or lan-
guage could be a factor in any miscommu-
nication.

•Select educational and instructional
materials that are easy to read, culturally
relevant, and translated into appropriate
languages.

•Use interpreters trained in cultural
competence and health literacy as well as
medical interpretation.

•Invite family members and friends to
participate in the clinical encounter to
assist with asking questions, taking notes,
and recalling instructions and to partici-
pate in decision making that is essential
in some cultures to obtain patient buy-in
and treatment adherence. (Family mem-
bers and friends would not be asked to
serve as interpreters.)

Pharmacists, writers of health promo-
tion and other materials, audiovisual pro-
ducers, technology innovators , and ac-
creditation organizations would….

•Test all materials (eg, medication in-
structions, health promotion brochures,
computerized decision aids) with diverse
audiences to check that they are under-
standable and acceptable across literacy,
culture, and language.

•Develop new materials in other lan-
guages or translate and test materials
with native speakers.

•Disseminate products with informa-
tion about their appropriateness for vari-
ous audiences (eg, those who read En-
glish at grade 5 and above and are famil-
iar with the concept of contagion).

•Invent new methods to assist those
who have difficulty reading or understand-
ing written materials (eg, multilingual
help lines associated with in-home moni-
toring devices).

•Promulgate unified performance stan-
dards for quality care for limited-literate
culturally diverse, and limited English
proficiency patients.

Health care organizations would….
•Design settings to be welcoming to all

and minimize stigma associated with lim-
ited literacy and English proficiency and
being a foreigner. From the directions on
how to get to the facility, to the posters on
the wall, to the receptionists’ offer to
assist with filling out forms or calling for

an interpreter, the health care setting
would be geared to minimizing misunder-
standing and intimidation.

•Capitalize on opportunities to consoli-
date health literacy, cultural, and lan-
guage strategies. For example, one indi-
vidual could serve the roles of community
health worker, patient navigator, cultural
broker, health educator, and interpreter.

•Provide integrated health literacy,
cultural, and linguistic training for health
care professionals and staff. Training could
include how to collect assessment data,
when to use and how to use interpreters,
and how to engage in cross-cultural and
clear communication.

•Include representatives from a vari-
ety of cultural and linguistic groups as
well as the adult learner community on
advisory councils and other bodies.

•Adapt their systems to capture lit-
eracy, culture, and language data and
analyze the data to inform quality im-
provement activities.

CONCLUSION
This vision for an integrated approach

is intended to serve as a catalyst for
transforming the health care system to
meet the needs of limited-literacy, cul-
turally diverse, and limited English profi-
ciency patients. Clinicians and health
care staff have an important role to play,
but the responsibility for achieving real
progress for patients facing challenges
related to literacy, culture, and language
must extend to organizations that support
them.

We are still at an early stage of un-
derstanding the scope of literacy, cul-
tural, and language challenges patients
face and developing remedies to ad-
dress them. The relationship between
health literacy and health disparities
is only beginning to be explored.68 The
strategies identified in this article are
just a beginning in an area needing
significantly greater resources for re-
search and intervention. To that end,
funders and policy makers will need to
consider how to provide research sup-
port and/or incentives to improve health
care for diverse populations with lim-
ited literacy and English proficiency.  
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