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Risk Management Recommendations

With culturally diverse patients, providers should
consider using the following creative strategies
for communicating the necessity for cancer screen-
ing, follow-up and treatment:

l Use video to convey basic information about a
particular health issue. Research has demon-
strated that video is an effective tool for
communicating cancer screening information
to ethnic minority women.32, 33

l Send patients personalized screening and fol-
low-up reminders with general illness-related
information. This practice has been linked to
improved breast cancer screening among low-
income and minority women.34

l When developing communication strategies 
for patients from a targeted ethnic community,
seek input from members of the community.
This input increases the probability that com-

munications will be sensitive to the values and
beliefs of the patients in that community.31

l When dealing with female patients who con-
sider health a family matter rather than an
individual one, acknowledge the importance 
of the decision-making family members; to
increase their support for the patient getting
the recommended treatment, include them 
in the educational effort.31

l Develop culturally-appropriate, fear-reducing
strategies (e.g., obtain testimonials from sur-
vivors who share the patient’s cultural beliefs).31

l Provide the patient with a culturally-appropriate
individual who can guide the patient through the
different phases of diagnosis and treatment.34

There is no “one size fits all” solution to achieving
cultural competency. However, developing the degree
of cultural competency appropriate to a given
practice is an important goal for every provider.

The already difficult task of communicating with patients becomes even more challenging
when cultural differences create barriers between the patient and provider. Cultural 
differences that may impede communication include dialect, style of communication
(language and social situations), volume, context of speech (emotional tone) and kinetics
(gestures, stance and eye contact). 

Additionally, many patients use alternative health care resources and information that
may or may not include the Western health care system. Traditional/folk healthcare
can differ from Western healthcare in a variety of ways. For example, a patient’s illness
may be attributed to environmental factors, interpersonal conflicts, witchcraft, hexes,
or spirits. Treatment may include herbal remedies, acupuncture, massage, prayer rituals,
and the use of healers (e.g., curanderos, shamans, herbalists).1 When the root of
patient noncompliance has a cultural basis, you may be able to negotiate a solution. 

Role of the Cultural Broker
A “cultural broker” can mediate a cultural conflict and provide strategies for maintaining
patient safety.2 In the healthcare setting, this type of intermediary can function as
interpreter, cultural mediator, patient advocate, case manager, source of community
outreach and cultural guide to the healthcare providers in a practice. 

Cultural Brokers
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Cultural Broker/Cultural Mediator Resources

Bridging the Cultural Divide in Healthcare Settings: 
The Essential Role of Cultural Broker Programs 

This guide was developed for the U.S. Department of Health and Human Services.
Available in both English and Spanish, it provides terms and references, and a collection
of cultural broker stories. Available on the Georgetown University cultural broker website 
at: www.culturalbroker.info/ (accessed 2/4/2009).

Beyond Medical Interpretation: The Role of Interpreter Cultural Mediators 
(ICMs) in Building Bridges Between Ethnic Communities and Health Institutions

This manual provides a basic overview of steps healthcare providers can take to
develop an interpreter cultural mediator (ICM) program. The program model, based 
on “Community House Calls,” an ICM demonstration program implemented at
Harborview Medical Center in Seattle, WA, integrates ethnographic and medical
anthropological principles with current medical care practices and medical education
goals. The manual is available on the Ethnomed website at: http://ethnomed.org/
ethnomed/chc/icm/icm_manual98.pdf (accessed 2/4/2009).

Risk Management Recommendations
l Larger organizations may consider engaging the assistance of a cultural broker

when working with culturally diverse patients.

m Do not use a cultural broker as a substitute for becoming familiar with the ways 
in which a group’s customs and beliefs may affect its healthcare experiences.

l Before getting a court order for medical treatment, determine whether there is a 
cultural aspect to the patient’s refusal of treatment and consider seeking assistance
from a cultural broker in an effort to provide the patient with appropriate healthcare.

m If the patient refuses treatment, whether because of cultural issues or for other
reasons, ensure that the patient understands the risks and alternatives of foregoing
treatment, have the patient sign an informed refusal form and document the
informed refusal discussion in the medical record.

1 Carrillo JE, Green AR, Betancourt JR. Cross-cultural primary care: a patient-based approach. 
Ann Intern Med. 1999;130:829-34.

2 Baker DL, et al. Use and effectiveness of interpreters in an emergency department. 
JAMA 1996;275:783-788.

Cultural Brokers (continued)
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Cases Four, Five and Six
Distinguishing Cultural Healthcare Practices

from Child Abuse

Learning Objectives

After reading these cases and the associated discussion, consider implementing 
the following risk-reduction measures:

l Recognize marks on the skin that may have been caused by cultural healing practices.

l Work with parents to integrate Western medical practices into a child’s treatment.

l Appropriately document concerns in the medical record.

l Report child abuse when appropriate.

Being culturally competent can be particularly
challenging when dealing with traditional healing
practices that create the appearance of child abuse
injuries. When such treatments are encountered,
providers are encouraged to explain alternative
Western medicine strategies for treating a child’s
illness and document discussions in the medical
record. Providers need to recognize the difference
between marks left by cultural healing practices
and marks that suggest child abuse. Providers
have a duty to report suspected child abuse. 

Traditional Healing Methods That May Leave
Marks Suggestive of Child Abuse

The healing methods below are some of the
more common cultural practices that may result 
in injuries that look like child abuse:

Cupping 

The air inside of a small glass jar is heated by
some means and placed on the skin. The resulting
suction causes residual dark circles of bluish skin.
Cupping is used to suck out pain or allow the
person’s illness to exit from the body.35

Pinching

Pinching involves pinching the skin between 
the thumb and forefinger until a bruise appears.

This is another way to allow the toxins to 
leave the body.35

Coining

A coin, spoon or other implement is rubbed 
over an area of a person’s body, creating a 
long, wide mark or bruise. Again, this is done 
to create an area for the disease to escape. 
The marks may also be pricked with a needle 
for the same reason.35

Therapeutic burn

The healer makes small, deep burns on the
patient’s body near the organ that is deter-
mined to be diseased, or on points related 
to traditional healing.36

Moxibustion 

In traditional Chinese medicine and acupuncture, 
a cone or cylinder of dried herbs is burned on or
near the skin at acupuncture points to maintain
general health, strengthen blood and stimulate qi.
(In traditional Chinese medicine, qi is believed to
regulate a person's spiritual, emotional, mental,
and physical balance, and to be influenced by the
opposing forces of yin and yang.) Moxibustion is
also used in Japanese, Laotian, Cambodian and
other East Asian cultures.37
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Caida de Mollera

In some Mexican and Mexican-American com-
munities, an infant with a depressed fontanelle 
is thought to have suffered some type of trauma
(“trauma” can include being rocked too hard,
being detached from the nipple to abruptly, being
dropped and a variety of other circumstances).
The belief is that the trauma has forced the
fontanelle downward, causing the contents of the
head to sink and create a bump on the roof of
the infant’s mouth. The bump makes it difficult for
the infant to feed. Treatments for caida de mollera
include pressing up on the infant's palate, holding
the infant upside down, dipping the infants head
(while upside down) in water or shaking the infant
up and down.  Injuries associated with the treat-
ment of caida de mollera have been diagnosed
as shaken baby syndrome.37

Case Study 438

Allegation: Lesions from “coining” were 
mistaken for child abuse injuries

A Vietnamese mother brought her five-year-old
child to a pediatrician. She explained that the
child had been feverish on and off for two weeks
and had a dry cough. Physical examination revealed
multiple purpuric lesions on the entirety of the
child’s back that descended in a bilateral pattern.
The doctor suspected child abuse and made a
report to the children’s services agency. A social
worker came to the office and looked at the
child’s back. After a short discussion with the
child’s mother, she informed the physician that
the child had not been abused, but had been
treated by “coining.”

Case Study 539

Allegation: Lesions from therapeutic burning were
mistaken for child abuse injuries. 

An 11-year-old Bedouin girl who had emigrated
from Syria with her parents presented to the ED
with infected burns on both her hands. The burns
were spiral-shaped. Child abuse was suspected
and the children’s services agency was called.
The girl’s parents explained that the child had

been suffering from headaches, so they brought
her to a traditional healer who made the burns
with copper sulfate. 

Case Study 6 40

Allegation: Treatment for caida de mollera was sus-
pected as the cause of subdural hematomas

The parents of a two-month-old Mexican-American
infant brought him to the ED. They reported that
he was having seizures and that he had fallen onto
the floor from a couch the day before. The infant
had extensive preretinal hemorrhage in his right
eye. A head computerized tomography (CT) showed
subdural hematomas in different locations and of
different ages; but there were no external signs of
trauma. Shaken baby syndrome was diagnosed
and the infant was placed in state custody. 

The parents denied shaking their infant but admit-
ted taking the infant to a healer to be treated for
caida de mollera after he had rolled off of the
couch. Because the police and the children’s
services agency were aware that caida de mollera
treatment could cause injuries that appeared to
be the result of shaking, the child was placed
back with his parents. (It eventually became clear
to children’s services workers that the child had
in fact been abused.)

Discussion

Where cultural healthcare crosses the line and
becomes child abuse or child neglect can be dif-
ficult to determine. In most cases involving folk-
healing injuries, the parents do not intend to injure
their child (see, for example, Case Studies 4 and
5). Of course, some cultural practices may exceed
the bounds of what a provider or Western society
in general deems acceptable (e.g., female genital
mutilation). What may further complicate a provider’s
determination of child abuse are situations where
both child abuse and cultural healing methods
are occurring simultaneously. For example, in
Case Study 6, case workers ultimately determined
that child abuse had occurred prior to the healer’s
treatment (the child had been to the healer only
once, and the treatment was ultimately viewed 
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as not violent enough to cause the child’s injuries;
additionally, the CT scan had reveled two
hematomas of different ages). In that case, the
child was returned to abusive parents due to 
a mistaken impression that the child’s injuries 
had been caused by the cultural treatment.

Reporting Child Abuse

Healthcare providers are legally bound to report
child abuse. Although providers are generally
immune from civil or criminal prosecution for
reporting child abuse, it is important to consider
cultural circumstances prior to reporting suspected
abuse. Reporting parents to children’s services can
have a significant impact on the family and can
negatively impact the related community’s trust 
of Western healthcare in general and the relevant
provider specifically. Gaining trust in a culturally
diverse community can increase patient safety
and can decrease the frustrations that lead to
medical liability lawsuits. Consequently, providers
who treat patients in communities where cultural
healing methods are prevalent are encouraged to
learn more about the practices and how to dis-
tinguish treatment-related abrasions, burns and
contusion from child abuse injuries. 

Who Should Report Abuse

The information presented in the following section
on abuse reporting is based on California law but
is intended for the general purpose of educating
physicians on the topic. Child abuse reporting
statues exist in each of the states. Since reporting
requirements vary from state to state, physicians will
want to seek legal counsel regarding requirements
in their state. For reference purposes, providers
can go to the Child Welfare Information Gateway
website at www.childwelfare.gov/systemwide/
laws_policies/state/ (accessed 3/2/2009) and
search the child abuse reporting laws in their state.

A chart summarizing California, Rhode Island,
Alaska, Pennsylvania and Delaware abuse
reporting information is included in Appendix C.

According to the California child abuse/neglect
reporting statutes, a health practitioner who

reasonably suspects that abuse/neglect has
occurred must report the abuse to the appropriate
authority. The term “health practitioner” includes
physicians, psychologists, residents, interns,
podiatrists, chiropractors, licensed nurses, mar-
riage/family/child counselors, emergency medical
technicians, paramedics, state and county
employees who treat minors, and coroners and
medical examiners.41

When and How the Report Must Be Made

A telephone report should be made as soon as
possible. Every county in California has a hotline
number for telephone reporting. Following the
telephone report, a written report must be sent
on a standardized form within thirty-six hours.
The mandated standardized Suspected Child
Abuse Reporting Form (Form SS-8572) can be
obtained from a local child welfare agency office.
The forms are also online at: www.ag.ca.gov/
childabuse/pdf/ss_8572.pdf (accessed 3/2/2009).
Hotline numbers and addresses for all of the
California county child welfare agency offices can
be found at: http://www.childsworld.ca.gov/res/
pdf/CPSEmergNumbers.pdf (accessed 3/2/2009).

Risk Management Recommendations
l Become familiar with cultural practices that 

can leave marks on a patient’s skin or 
other injuries.

l When marks on a child’s body resemble marks
left by folk healing practices, document the
type of folk healing practice possibly responsible
for the marks and carefully determine whether
a report of child abuse is mandated.

l Work with parents to integrate Western medical
practices into a child’s treatment.

l Appropriately document concerns about cul-
tural healing practices in the medical record.

l Do not overreact when confronted with 
cultural healing methods: report child 
abuse when appropriate.
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Case Study42

Allegation: The physician discriminated against his
deaf patient when he failed to provide a sign lan-
guage interpreter. 

The patient, a deaf woman suffering from lupus,
presented to her rheumatologist for treatment
starting in 2004. The patient saw the rheumatolo-
gist approximately twenty times. She requested a
sign language interpreter on numerous occasions,
but the physician refused. Instead, the patient
and physician interacted primarily through hand-
written exchanges. A few times, they communicated
through the patient’s nine-year-old daughter, who
was hearing and knew sign language. During one
appointment, the patient gave the physician a card
with the name of a sign language interpreter. She
also had an interpreter service call the physician
to explain her needs and the physician’s obligations
pursuant to the Americans with Disabilities Act
(ADA), the Rehabilitation Act and New Jersey
antidiscrimination laws. The patient ultimately
found a new rheumatologist and then sued her
former physician for discriminating against her. 

During the trial, the rheumatologist, a solo practi-
tioner, argued that the $150-$200 per visit cost of
an interpreter was overly burdensome because
Medicare reimbursed him only $49 per visit. 
The patient argued that providing the patient 
with an interpreter would have cost the rheumatol-
ogist less than a quarter of one percent of his
annual salary.

The jury disagreed with the physician’s argument
and unanimously decided in the patient’s favor.
Of the $400,000 award against the rheumatologist,
half was for punitive damages.

Discussion

Approximately nine percent of the U.S. population
is deaf or hard of hearing, making it the most
common permanent physical disability. Federal
(e.g., the ADA) and state laws prohibit discrimina-
tion against the disabled. For a deaf or hard of
hearing person, this means that providers must
offer a means of communication comparable to
what a hearing person receives. The ADA, how-
ever, does not necessarily mandate providing a

Case Seven
Providing Appropriate Sign Language Interpretation

for Deaf and Hard of Hearing Patients

Learning Objectives

After reading these cases and the associated discussion, consider implementing 
the following risk-reduction measures:

l Be familiar with the laws and regulations that mandate accommodations 
for hearing disabled patients.

l Carefully consider the appropriateness of using friends or family members 
as interpreters.

l Carefully consider whether using an alternative to an interpreter will provide 
adequate communication.

l Improve effectiveness when working with interpreters.
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sign language interpreter, so long as effective
communication is achieved. (Studies show, how-
ever, that deaf and hard of hearing patients who
have access to an interpreter are more satisfied
with care, more compliant and more engaged in
their health maintenance.)43, 44

According to the ADA, a healthcare provider is
not required to provide an interpreter if doing so
would fundamentally change the nature of the
physician’s practice or pose an “undue burden.”
(Paying for an interpreter or other form of com-
munication is the provider’s responsibility.) The ADA
allows a provider to use an alternative “auxiliary aid”
to accomplish communication. A comprehensive

list of appropriate auxiliary aids and services
for deaf and hard of hearing patients is in the
regulations. It includes: note takers, computer-
aided transcription services, written materials,
telephone handset amplifiers, assistive listening
devices, assistive listening systems, telephones
compatible with hearing aids, closed caption
decoders, open and closed captioning, telecom-
munication devices for deaf person (TDDs) and
videotext displays.45

Providers who feel that an interpreter would pose
an undue financial burden and that another form
of communication would result in effective com-
munication should bring the available alternatives
to the attention of the patient, who may not be
aware of their availability.46

Under the ADA, the provider, not the patient, is
the ultimate decision maker regarding the use of
an interpreter. However, when a patient requests
an interpreter, the request should be a primary
factor in the provider’s decision. Other important
issues are the length and complexity of the planned

communication. For example, if the patient is
undergoing major surgery, an interpreter will
probably be necessary. But if the patient is coming
to the office for a routine blood pressure, weight
check or blood test, effective communication can
probably be accomplished with note taking. 

Another important consideration is the informed
consent process. As with any language diversity
situation, the provider must use a method of
communication that ensures that the patient has
the information necessary to make an informed
decision about a planned procedure.

More information about antidiscrimination law
requirements for providing interpreters to hearing 

disabled patients can be found on the United
States Department of Justice (DOJ) Americans
with Disabilities Act (ADA) website located 
at: www.ada.gov/ (accessed 6/3/2009). In addi-
tion, the DOJ provides information about the 
ADA through a toll-free ADA Information Line: 
800-514-0301. The DOJ advises that callers can
ask questions about general or specific ADA
requirements as well as obtain ADA materials.

As the forgoing case indicates, it can be difficult
to convince a jury that hiring an interpreter would
pose an “undue burden” based solely on the
cost of interpretation. Therefore, providers are
encouraged to carefully consider whether an
alternative to an interpreter will truly afford the
patient with effective communication. Most deaf
and hard of hearing patients have a preferred
method of communication. Asking patients about
their preferences and then accommodating them
(within reason) can go a long way in developing
rapport, decreasing anxiety and increasing patient
satisfaction and compliance.

A “qualified interpreter” is defined as “an interpreter who is able to interpret effectively,

accurately and impartially both receptively and expressively, using any necessary specialized

vocabulary.” 28 C.F.R. 36.104 The impartiality aspect of the ADA requirements will often

disqualify friends and family members from interpreting. 

What Is a Qualified Interpreter?
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Optimizing Communication When Utilizing a
Sign Language Interpreter
When working with interpreters, it is important to
remember that they share the same goals as the
healthcare provider: to triage, treat and process the
patient. They are considered a member of the
healthcare team and are not there to advocate
for either patient or provider. Ways to optimize
communication when utilizing a sign language
interpreter in a healthcare environment include:47

l Schedule sign language interpreters as far in
advance as possible.

l Meet with the interpreter beforehand to 
discuss unique vocabulary, technical terms, 
seating arrangements or other needs.
Provide the interpreter with any written 
materials before the session.

l Make sure the room is evenly lit. The inter-
preter will provide guidance on where the
patient, interpreter and provider should be
seated to make the process most effective
(e.g., the patient and interpreter should not 
be seated where either is forced to look into 
a brightly lit background that makes it difficult 
to see what the other is signing). 

l Allow the interpreter to stand/sit in a position
so that he and the provider are both facing 
the patient. 

l Address all comments directly to the patient.

l Maintain eye contact with the patient. 

l Avoid private conversations with the interpreter
and do not ask for comments or opinions
regarding the contents of the meeting.

l Do not put your hands or clipboard in front of
your mouth while you are speaking. It makes it
difficult for both the interpreter and the patient 
to understand what you are saying. 

l Speak normally and clearly, but do not 
exaggerate lip movements.

l Provide a short break for the interpreter 
every hour.

l Use pictures, models and other graphics to
enhance patient understanding (this also helps
the interpreter).

l Periodically confirm that you and the patient
understand each other.

Finding a Sign Language Interpreter

The Registry for Interpreters for the Deaf (RID)
maintains a list of certified interpreters on its
website (www.rid.org). Local and state agencies
working with people who are deaf and hard of
hearing can also provide information on appropriate
interpreter referral agencies. To ensure adequate
and appropriate sign language interpreter coverage:

l Have contact information for more than one
interpreter agency.

l Ask the patient who she uses ― there are
excellent independent contractor interpreters
who may not be registered with an agency ―
and what the best agencies are. 

Interpretation, Transliteration and Patients
Who Sign in a Foreign Language

A person who has taken American Sign Language
(ASL) classes may know how to sign but does
not necessarily possess the skills to accurately
interpret complex medical dialogue. A qualified
sign language interpreter has gone through years
of intensive training and practice and displays
bilingual and bicultural proficiency. He or she will
know when to use ASL or transliteration, a manually
coded version of English that uses a more English-
based word order than ASL. For many individuals
who are hard of hearing, transliteration is preferred.48

It is potentially problematic when the deaf person 
is from a foreign country. Deaf cultures in foreign
countries have their own sign languages. ASL
varies from foreign sign languages to such an
extent that many experienced ASL interpreters
have difficulty facilitating communication with a
foreign-signing deaf person. At this time, there
are a limited number of foreign sign language
interpreters available to hearing, English-speaking
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U.S. healthcare providers. When treating a deaf
person who communicates through a foreign sign
language rather than ASL, the provider should
consider using a “relay” or “certified deaf interpreter”
(someone proficient in both ASL and the foreign sign
language) to increase the level of comprehension.

Remote Sign Language Interpretation

Access to interpreter services in healthcare 
settings is often limited, especially in rural areas.
Even when interpreters are available, deaf
patients often must wait considerable lengths of
time for them to arrive at appointments. The
consequences of inadequate or delayed commu-
nication between a provider and a deaf patient
can be serious and even life-threatening. New
technologies give deaf patients and their providers
immediate access to a sign language interpreter
with experience in medical sign language via
interactive video conferencing (IATV), video remote
interpreting (VRI) and video relay service (VRS).
Keep in mind, however, that interpreters and deaf
and hard of hearing individuals generally prefer to
communicate by sign language in person.49

There are numerous entities currently offering
remote sign language interpretation services for
healthcare providers. NORCAL does not intend
to promote or vouch for the accuracy of the
resources listed below. They are provided for
informational purposes only. 

Lifelinks
www.lifelinks.net

An on-demand video interpreting and relay service
that offers live sign language interpretation and
translation in over 180 languages. The company
concentrates its services in select business and
medical sectors.

Strong Connections
http://www.urmc.rochester.edu/
strongconnections/

A not-for-profit service of the University of
Rochester Medical Center that provides remote
sign language interpreting for medical settings.

Risk Management Recommendations
l Ask the patient which method of communica-

tion is preferred and with whom they prefer to
work. Accommodate the patient’s request
when appropriate.

l Be familiar enough with federal and state
antidiscrimination laws to know when providing 
a hearing disabled patient with an interpreter 
is necessary.

l Consider whether the patient can give an
appropriate informed consent with the chosen
method of communication.

l Create policies and procedures that address the
provision of interpreters to hearing disabled
patients.

l Teach front-office staff to determine when 
a patient is hearing disabled and to make
arrangements for an interpreter or some other
auxiliary aid prior to the patient’s appointment.

l Be prepared to contact a sign language inter-
preter when needed – keep a contact list of
qualified sign language interpreters.

l Document the method of communication
requested and the name of the interpreter, 
if one is used. 

l If the patient requests a method of communi-
cation that cannot be accommodated or if the
patient requests a family member or friend for
interpretation, make a notation in the chart
describing the circumstances.
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Introduction

In many ways healthcare professionals have their
own culture and language, one that differs signifi-
cantly from that of many of their patients. The
“culture of medicine” and the unique language of
a provider’s specialty can create significant cul-
tural and language barriers between a healthcare
provider and patient.50 In a recent government
study, only 12 percent of adults had proficient
health literacy. In other words, of every ten patients,
only one or two had the skills and understanding
to completely comprehend and appropriately
respond to healthcare information.51 Unfortunately,
individuals with limited health literacy tend to not
bring this limitation to the attention of their providers.54

This means providers must not only know how to
communicate simply and clearly but also how to
recognize signs of low health literacy. 

Health literacy deficits can potentially complicate
every aspect of a patient’s healthcare experience.
Not only is this a patient safety issue (e.g., the
patient may not understand how to take her
medication or might not be aware of how lifestyle
choices affect health), but it is also an ethical and
medical liability issue (e.g., the patient may con-
sent to a procedure without understanding the
risks and alternatives). It is also not difficult to
imagine how misunderstandings or gaps in com-
munication can fuel patient anger over a poor
outcome and spark subsequent litigation. In fact,
attorneys estimate that a clinician’s communica-
tion style and attitude are major factors in nearly
75 percent of malpractice lawsuits.53

Health Literacy Terms

Literacy: Literacy is a person’s ability to read,
write, speak, and compute and solve problems
at levels necessary to function on the job and in
society, achieve one’s goals and develop one’s
knowledge and potential.51

Low Literacy: Low literacy means that the 
individual has a limited ability to meet the 
definition above.51

Illiteracy: Illiteracy is an inability to read or write.54

Health Literacy: Health literacy is defined in a
variety of ways, including: “the degree to which
individuals have the capacity to obtain, process,
and understand basic health information and serv-
ices needed to make appropriate health decisions.”53

The National Center for Educational Statistics did
a nationwide study of health literacy in 2003, the
“National Assessment of Adult Literacy” (NAAL).
This study is frequently cited to quantify the health
literacy problem in the United States. The NAAL
rated the health literacy level of participants as
Below Basic, Basic, Intermediate, and Proficient.55

Below Basic Health Literacy: If a person has
below basic health literacy, she has no more than
the “most simple and concrete literacy skills” ranging
from illiterate to being able to: locate easily identifi-
able information in short, commonplace prose
texts; locate easily identifiable information and
follow written instructions in simple documents
(e.g., charts or forms); and locate numbers and
use them to perform simple quantitative operations
(primarily addition) when the mathematical infor-
mation is very concrete and familiar.”

Basic Health Literacy: If a person has basic health
literacy, she can perform “simple and everyday
literacy activities” such as “reading and under-
standing information in short, commonplace
prose texts; reading and understanding information
in simple documents and locating easily identifi-
able quantitative information and using it to solve
simple, one-step problems when the arithmetic
operation is specified or easily inferred.”

Intermediate Health Literacy: If a person has
intermediate health literacy, she can perform
“moderately challenging literacy activities,” such
as reading and understanding moderately dense,
less commonplace prose texts; summarizing;
making simple inferences; determining cause and
effect; recognizing the author’s purpose; locating
information in dense, complex documents and
making simple inferences about the information;
and locating less familiar quantitative information
and using it to solve problems when the arithmetic
operation is not specified or easily inferred.
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Proficient Health Literacy: If a person has profi-
cient health literacy, she can perform “complex
and challenging literacy activities,” such as “reading
lengthy, complex, abstract prose texts; synthe-
sizing information and making complex inferences;
integrating, synthesizing, and analyzing multiple
pieces of information located in complex documents
and locating abstract quantitative information and
using it to solve multi-step problems when the
arithmetic operations are not easily inferred and
the problems are more complex.” 

Health Literacy Facts, Figures and Findings
Based on the NAAL Study55

l 14 percent of participants had below basic 
health literacy, 22 percent had basic health 
literacy, 53 percent had intermediate health
literacy, and 12 percent had proficient 
health literacy.

l Whites and Asian/Pacific Islanders had higher
average health literacy than Black, Hispanic,
American Indian/Alaska Native, and Multiracial
adults. Hispanics had the lowest average
health literacy.

l Individuals who did not speak English before
starting school had lower average health literacy
than individuals who spoke only English.

l Individuals who were age 65 or older had the
lowest average health literacy; individuals aged
25 to 39 had the highest.

l Health literacy increased with each higher level
of education.

l Adults with below basic health literacy were
more likely to report their health as poor, and
more likely to lack health insurance than adults
with higher levels of health literacy.
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The ultimate goal in any informed consent
process is to adequately communicate the
procedure’s risks, benefits and alternatives so 
the patient can make an informed decision about
whether to undergo the procedure or treatment.
For any patient who has trouble reading, the
majority of informed consent information will
need to be spoken. On average, it has been
determined that the readability of informed con-
sent documents exceeds the average reading
levels of the majority of U.S. adults.52 As the
cases below indicate, an executed informed 
consent form alone adds little to a provider’s
defense in a medical liability lawsuit filed by a
patient with very low literacy.  

Case Study One56

Allegation: The physician performed a lumbar
laminectomy on the patient without informed 
consent. Although the patient signed a consent
form, he could not understand the risks of the
procedure because of his health literacy deficits.

On December 10, the 75-year-old patient pre-
sented to an orthopedic surgeon complaining of
excruciating back pain. After analyzing x-rays
and a CT scan, the surgeon diagnosed the
patient with spinal stenosis. He told the patient
that without surgery, he would end up in a wheel-
chair. He admitted the patient to the hospital for 
a lumbar laminectomy on December 13.

On December 14, the patient signed a consent
form for the surgery that stated: “I consent to a
decompressive lumbar laminectomy the purpose
of which is to attempt to relieve nerve pressure
and pain.” The form states that no guarantees of
treatment have been made; and that alternative
methods of treatment and the possibility of com-
plications have been fully explained. The form

contains the following disclaimer: “I understand
and acknowledge that the following known risks
are associated with this procedure including
anesthesia: death; brain damage; disfiguring
scars; paralysis; the loss or loss of function of
body organs; and the loss or loss of function of
any arm or leg. I further acknowledge that all
questions I have asked about the procedure have
been answered in a satisfactory manner.”

Following the surgery, the patient had no bowel or
bladder function. He and his wife filed a medical
liability lawsuit, alleging lack of informed consent
due to the fact that the husband had not known
that loss of bowel and bladder function was a
known risk of the procedure. The case went to
trial and the jury returned a $350,000 verdict for
the plaintiff, which was affirmed on appeal.

Support for the Plaintiffs’ Verdict

During her deposition, the patient’s wife revealed
that her husband had a second-grade education
and was functionally illiterate. At his request, she
accompanied him to all of his doctors’ visits to
insure that he understood the doctors’ orders
and instructions. She testified that the surgeon
did not discuss the risks of surgery or any alter-
native treatment. He described the surgical
procedure as the removal of a piece of bone, but
he never explained that spinal nerves might be
involved. She admitted that her husband signed
the consent form, but he would not have been
able to understand any of it; so she helped him
read the form. The wife interpreted the phrase
“loss of function of body organs” to mean “you
can’t get up and walk around or that when you
do, you may stumble or be very weak or wobbly
on your feet.”

At trial, the plaintiff’s orthopedic surgery expert
testified that the loss of bowel and bladder function

Cases One and Two
Lack of Informed Consent Due to 

Health Literacy Deficits



36 l Cases One and Two: Lack of Informed Consent Due to Health Literacy Deficits

Part Two: Health Literacy

as a result of lumbar laminectomy was a known
complication of spinal surgery. He further testified
that considering the generic consent form used
in this case, the surgeon should have specifically
discussed the potential for loss of bowel and
bladder control with the patient prior to surgery. 

The appellate court stated, that “in order for a
reasonable patient to have awareness of a risk,
he should be told in lay language the nature and
severity of the risk and the likelihood of its occur-
rence. A bland statement as to a risk of ‘loss of
function of body organs’ when not accompanied
by any estimate of its frequency does not amount
to understandable communication of any specific
real risk. An ordinary lay person would not gather
from a warning that surgery involves a risk of ‘loss
of function of body organs’ that he or she is asked
to encounter the specific material risk of being
rendered permanently incontinent.”

Case Study Two57

Allegation: The physician performed a hysterec-
tomy on the patient without informed consent.
Because the patient was illiterate, she could not
understand the written materials and consent
forms she was given. 

A 35-year-old patient with a second-grade reading
level presented to her physician in September for
severe abdominal pain during her menstrual periods.
The physician examined her and diagnosed a pos-
sible adnexal cyst or an endometrioma and pelvic
inflammatory disease. The physician prescribed
antibiotics to decrease the inflammation and pain
and to enable a more thorough examination. 

(The patient would later explain that she did not
understand any part of her diagnosis other than
that her pain might be caused by an infection
that would go away with antibiotics.)

The patient returned to the physician in November.
As her condition had not improved, she consented
to a laparoscopy. During the laparoscopy, the
physician was able to confirm the presence of
endometriosis and pelvic inflammation. However,
because the patient’s reproductive organs had

adhered to one another, the physician was unable
to discern the extent of the patient’s disease
process. The physician then recommended a
laparotomy for “lysis of the adhesions and fulgu-
ration of the endometrioma.” He did not discuss
any alternatives or mention any risk of sterility
from this operation. He gave the patient some
information about her condition and some pre-
operative directions for the surgery. 

(The patient again did not understand what the
doctor was planning, but assumed it would stop
the pain and bleeding. She was embarrassed
about her medical condition and her illiteracy,
which made it difficult for her to ask questions.)

The patient signed a consent form for laparotomy
for lysis of the adhesions and fulguration of the
endometrioma, with a possible hysterectomy. 

(The patient could not read the majority of the form
and did not understand that she had consented
to a possible hysterectomy.) 

During the course of the operation, the physician
discovered endometrial adhesions that were
much more extensive than he had anticipated.
He felt that the patient’s reproductive organs
were so severely damaged that she was most
likely sterile. Determining it was in her best interest,
and that future surgery of the same nature was
inevitable, the physician performed a total hys-
terectomy and bilateral salpingo-oophorectomy
without further complication.

The patient went back the next week to the sur-
geon’s office for follow-up. The nurse asked her
how she was dealing with the hysterectomy. This
was the first time the patient realized what had
happened to her during the operation.

The patient sued her physician for lack of
informed consent for the hysterectomy and 
salpingo-oophorectomy. 

Health Literacy and Informed Consent

Lack of informed consent is a frequent secondary
allegation in medical professional liability claims.
Although informed consent law varies from state
to state, in general in a lawsuit involving lack of
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informed consent, the patient must show that
she was not aware of the risks or alternatives of
the procedures. She must convince the jury that,
had she (or a “reasonable patient” in many states)
been aware of the risks/alternatives, she would
have refused the procedure. The above cases
indicate that health literacy deficits, just like lan-
guage deficits, can diminish communication to
the point that the patient cannot give an informed
consent without additional accommodations. 

Risk Management Recommendations: Making
the Most of Provider-Patient Communication

Volumes of material have been produced on the
topic of health literacy. The following risk man-
agement recommendations summarize some key
health literacy concepts and strategies for improv-
ing provider-patient communication. More detailed
discussions about developing communication
policies, procedures and protocols can be found
in the resources referenced in Appendix D.

The recommendations are primarily based on
health literacy strategies contained in the three
following sources:

American Medical Association. “Health 
Literacy and Patient Safety: Help Patients
Understand.” Available on the AMA website at:
www.amaassn.org/ama1/pub/upload/mm/
367/healthlitclinicians.pdf (accessed 2/26/2009).

Helen Osborne, M.Ed, OTR/L. Health Literacy
from A to Z: Practical Ways to Communicate
Your Health Message. Jones and Bartlett
Publishers. 2005.

U.S. Department of Health and Human Services.
Quick Guide to Health Literacy. Available on the
website at: www.health.gov/communication/
literacy/quickguide/Quickguide.pdf 
(accessed 2/17/2009).

Prepare for Communication 
(Written and Spoken)

Patients have varying levels of health literacy
skills. Preparation for patient communication,
whether it be spoken or written, can increase

patient understanding and recall. Consider 
the following strategies:

l Know the general characteristics of your
patient pool (e.g., epidemiology, demographics,
behavior, culture, and attitude). 

m Although health literacy deficits are found in 
all segments of society, the NAAL study
found a higher concentration of basic or
below-basic levels of health literacy in the
elderly, people with limited education, ethnic
minorities, people who did not speak
English in their childhood home, the unem-
ployed, people with limited incomes, and
Medicaid insureds. 

l Every patient has unique strengths 
and weaknesses. Knowing the general
characteristics of your patient pool
should not result in stereotyping any 
particular patient.

l Talk to a sample of your patients and get 
a sense of what they need to know and 
how they will use the health information
they are given. 

l Using a sample group of patients, determine
whether your information is understandable
(e.g., does a sample of diabetic patients follow
your disease management and treatment
instructions? If not, find out why and adjust
your message and materials).

l Create an intimidation-free environment where
patients feel free to ask questions.

m Find ways to give patients an adequate
amount of time to digest what is being said 
to them, to complete forms and to read
informational material.

l Consider sending relevant forms and
administrative and educational materials
to the patient prior to the appointment.

l Learn to recognize when patients are having
difficulty understanding what you are saying or
what they are reading.

m Train your staff to do the same. 
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Plain language is “communication that users can understand the first time they read or
hear it. With reasonable time and effort, a plain language document is one in which
people can find what they need, understand what they find, and act appropriately on
that understanding.”51 Using plain language does not mean “dumbing down” complex
healthcare information to the point where it is inaccurate or useless. Instead, using
plain language is a strategy for improving understanding.  

One aspect of plain language is using terms that can be easily understood. The AMA
suggests that clinicians explain things to patients in terms that might be used when
communicating with one’s grandmother, as opposed to terms that would be used
when communicating with a colleague. The chart below contains an AMA sample of
plain language alternatives to medical terms. This list is not comprehensive but can
serve as a reminder that even commonly-used medical terms can be confusing.

AMA’s Sample Plain Language Alternatives 
to Commonly-Used Medical Terms 

Medical Term Plain Language

Analgesic Pain killer

Anti-inflammatory Lessens swelling and irritation

Benign Not cancer

Carcinoma Cancer

Cardiac problem Heart problem

Cardiologist Heart doctor

Catheterize bladder Put in a tube where your urine comes out

Cellulitis Skin infection

Chemotherapy Drugs to treat cancer

Enlarge Get bigger

Hypertension High blood pressure

Lateral Outside

Lipids Fat in the blood

Malignancy Cancer

Metastatic Cancer has spread

Monitor ` Keep track of, keep an eye on

Oral By mouth

Pulmonary embolism Blood clot in your lung

Radiology department X-ray department

Source: Tables 14 and 18 in “Health Literacy and Patient Safety: Help Patients Understand,” which can be accessed 
on the AMA website at: www.ama-assn.org/ama1/pub/upload/mm/367/healthlitclinicians.pdf (accessed 3/2/2009).

Plain Language Alternatives to 
Commonly-Used Medical Terms
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Make Medical Documents and Forms 
Easier to Understand

Healthcare relies heavily on forms and administra-
tive and educational materials. These documents
may ask patients to accomplish a wide range of
objectives (e.g., comply with a medication regimen,
balance the risks and benefits of a procedure or
treatment plan, recall and report their medical
history, look up information found in other docu-
ments, or rate satisfaction, e.g., on a scale of 1 to
5). Studies indicate that most health information
(including patient-oriented information on the Internet)
is written at a reading level that exceeds the reading
skills of the majority of patients.53 This can expose
the patient to safety risks (e.g., the patient cannot
read medication or discharge instructions or is
not able to accurately choose which boxes to
check on a health history form) and the provider
to liability risks (e.g., the patient does not under-
stand the risks and alternatives to a procedure
that are listed on a consent document). 

Additionally, both the Joint Commission and the
National Committee for Quality Assurance require
that patient education information and consent
documents be written in a way that patients can
understand.51 Therefore, in creating and revising
materials that are distributed to patients, it is
important to consider not only the complexity of
the words in the content, but also the organization,
design, and the types of tasks the patient is being
asked to perform. Realize, however, that struggling
readers might need non-text ways to understand
information (e.g., having the document read to
them, seeing a process expressed in pictures or
videos, or watching a demonstration of what is
being described). Consider the following strategies
for creating forms and educational materials:

Language and Content
l Use plain language.

l Avoid distracting or inconsistent information.

m Do not interchange terms that are similar
but not identical (e.g., “healthcare provider”
and “primary care physician”).

m Choose a consistent method of presenting
numerical information (e.g., do not mix percent-
ages, decimals and fractions in a collection
of numbers).

l Limit the amount of information requested.

m Ask for information once (e.g., if a nurse is
going to go over allergies and health history
in person, consider whether it is necessary
to have the patient independently provide
that information on a form while sitting in the
waiting room; or if the patient is routinely
asked for an insurance card, consider
whether it is necessary to request that the
patient fill out insurance information).

m On forms, prioritize “need-to-know” informa-
tion about skills and behaviors rather than
“nice-to-know” background information.  

l Limit the amount of educational material provided.

m Give the patient materials that address what
the particular patient needs to know based
on concepts that have been discussed during
the patient encounter.

m Refer the patient to outside sources of infor-
mation (e.g., cancer, diabetes, heart disease
websites).

l Make it easy for the patient to respond to
questions on forms.

m Be specific with instructions (e.g., if check
boxes are used, indicate whether just one or
as many as apply should be checked).

m Give an example of how the question should
be answered (e.g., provide “mm/dd/yyyy” if
that is the date format desired).

m Create questions that can be answered
without relying on previous responses.

m Ask for information in a consistent format
(e.g., do not mix yes/no, fill in the blank and
rating scale questions in the same section).

m Allow enough space for patients to write
their answers.  



Organization and Format

Make the document look interesting and 
easy to read.

l Use at least a 12-point font. 

l Avoid using all capital letters. 

l Use no more than two fonts in a document.
This could be a sans serif font (such as Ariel)
for headers and a serif font (such as Times
New Roman) for text. Avoid fancy or stylized
fonts including italics.  

l Use short words and short simple sentences.

l Keep line length between 40 and 50 characters. 

l Use headings and subheadings.

m Arrange the content in categories that help
the reader understand and appropriately
respond to the objective of the information.

m Present the content in a logical progression
that the patient will naturally be able to follow.

l Use bullets to break up text. 

l Leave “adequate” white space around the
margins and between sections. Half white
space and half text is ideal.  

l Use illustrations when they will enhance 
understanding. 

m Avoid complex anatomical diagrams.

m If depicting people, reflect the age and 
culture of the intended audience.

Testing

Test new and revised patient materials prior 
to using them:

l Assess the readability of the document. 

m Readability can be assessed using the Fry
Readability formula (available on the CDC
website at www.cdc.gov/od/ads/fry.htm) 
or computer readability programs. 

l Test forms in-house. 

m Have clinicians and staff assume the role 
of the patient and attempt to complete 
the form.

m Take particular note of whether the directions
are clear, the content is understandable, the
form can be completed in the expected
amount of time and appropriate space has
been allotted for responding to questions. 

m Revise the form accordingly. 

l After a form has been tested in-house, test the
form with a sample of patients. 

m Get feedback and suggestions from the patients
and note where they encounter difficulties. 

m Revise the form accordingly. 

Talk to Patients

Health literacy refers not only to a patient’s ability
to read health information and fill out forms, but
also her ability to understand what is being said.
Consider the following strategies: 

l Actively listen to the patient.

m Watch for non-verbal clues that may indicate
that the patient is having difficulty under-
standing what you are saying. 

l Use plain language. 

m If using a technical or unfamiliar term is nec-
essary (e.g., laparotomy), define it in a way
that the patient will understand and remember
its meaning.

l Present information from the patient’s point 
of view.

l Use an active rather than passive voice. 

l Avoid run-on sentences.  

l Limit the information a patient receives in 
a given visit. 

m Focus on three to five key points. 

m Repeat these points throughout the
encounter to enhance recall.

l Break information down into concepts. 

l Outline what is going to happen (e.g., “First I am
going to ask you some questions, and then I am
going to check your right knee strength and
your knee reflex.”)
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l Give specific directions and recommendations. 

m Focus on desired patient behavior, rather
than reviewing anatomy and physiology. 

l Ask questions using the words “what” or
“how” instead of those that can be answered
with “yes” or “no.” (e.g., “Tell me about your
problem. What are your thoughts about why 
[x] happened?”)

m Instead of asking the patient, “Do you have
any questions?” Try asking, “What questions
do you have?”  

l Because patients understand and learn in differ-
ent ways, supplement discussions with diagrams,
models, pictures and demonstrations. 

l Confirm comprehension by asking patients 
to repeat back instructions in their own
words (e.g., “We talked a lot about how to
measure and record blood sugar. I want to
make sure I explained this clearly. When you 
are at home, how will you measure and 
record your blood sugar?”).

l Before moving to another topic, ask the patient
about other concerns and questions about the
information you have just covered.   

l Enlist the aid of others (e.g., the patient’s 
family and/or friends).

Identify Low Health Literacy
It is virtually impossible to measure a patient’s
health literacy by looking at him. Fortunately,
there are a number of formal and informal methods
of assessing a patient’s ability to understand both
spoken and written healthcare information. 

Informal Health Literacy Assessment

Be aware of patient behavior that may indicate
that the patient is having difficulty understanding
healthcare information:

l The patient returns forms that are incomplete
or inaccurate.

l The patient frequently misses appointments.
l The patient is not compliant with medications.
l The patient fails to follow up with referrals 

and tests.

l When presented with printed material the
patient claims to have forgotten his reading
glasses and asks the provider to read it; or he
claims that he will read it at home; or he claims
that the material needs to be taken home so 
it can be discussed with a family member.

l The patient looks at the color and shape of his
medications to identify them, instead of reading
the name on the label.

l The patient does not know the name of his
medications, and instead identifies them by
color and/or shape.

l The patient does not know why he is taking 
a particular medication.

l The patient cannot explain how and when the
medication should be taken.

Formal Health Literacy Testing

Although a variety of tools have been developed
to test adult literacy and health literacy, opinions
are mixed on the efficacy and appropriateness of
such testing. Providers are encouraged to test
different assessment methods and determine
which works best. This may end up being a
combination of formal and informal methods.
Formal health literacy assessment resources are
contained in Appendix D. 

Conclusion

Communication is a key aspect of successful
relationships between providers and patients. It is 
a two-way street. Many providers need to work
on communicating in a manner that engages
patients and ensures that they get the most out
of a healthcare experience. With increasing num-
bers of patients presenting with language, cultural
and literacy diversity, providers need to seriously
rethink how they will treat these patients in a way
that increases patient safety and decreases liability
exposure. Excellent communication can contribute
to greater compliance, adequate follow-up and
referrals, and accurate patient information, but
when poor communication and a poor outcome
coincide, resulting in patient dissatisfaction, a
professional liability claim is likely. 
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l The LEARN (Listen, Explain, Acknowledge,
Recommend, Negotiate) Model of Cross
Cultural Encounter Guidelines for Health
Practitioners, available on the DiversityRx 
website at: www.diversityrx.org/HTML/
MOCPT2.htm (accessed 3/4/2009).

l A Physician’s Guide to Culturally Competent
Care, a free, online course available on the
U.S. Department of Health and Human
Services Office of Minority Health website 
at: https://cccm.thinkculturalhealth.org/
(accessed 3/4/2009).

l The Quality Care for Diverse Populations
Video, a web-based training program devel-
oped by the American Academy of Family
Physicians (AAFP) to assist physicians and
other health care professionals in becoming
more culturally proficient. It is available on 
the AAFP website at: www.aafp.org/online/
en/home/cme/selfstudy/qualitycarevideo.html
(accessed 3/4/2009).

l Culture Clues cards containing healthcare 
concepts and preferences related to various
different cultures, including Korean, Chinese,
Latino and Somali. They are available on the
University of Washington Medical Center 
website at: http://depts.washington.edu/pfes/
CultureClues.htm (accessed 3/4/2009).

l Fadiman A. 1997. The Spirit Catches You 
and You Fall Down. Noonday Press: NY.

l Pocket Guide Promoting Cultural Competence
in Communications with Cancer Patients.
Available for purchase on the Intercultural
Cancer Counsel website at: http://iccnetwork.
org/pocketguide/index.html (accessed 6/5/2009). 

The U.S. Department of Health and Human
Services maintains an extensive list of additional
cultural competency resources on its website 
at: www.hrsa.gov/culturalcompetence/ 
(accessed 3/3/2009).

Appendix A
General Cultural Competency Resources



Language Access: Translation 
and Interpretation Services
l Addressing Language Access Issues in Your

Practice: A Toolkit for Physicians and Their
Staff Members, available on the California
Academy of Family Physician website at:
www.familydocs.org/assets/Multicultural_Health/
Addressing%20Language%20AccessToolkit.pdf
(accessed 3/4/2009)

l Massachusetts General Hospital (MGH) Medical
Interpreter Services website, available on the
MGH website at: www2.massgeneral.org/
interpreters/index.asp (accessed 6/5/2009)

Translation/Interpretation Organizations
l American Translators Association

(www.atanet.org)

m Provides access to online directories of
translation and interpretation services

l National Council on Interpreting in Health Care
(www.ncihc.org)

m Provides links to healthcare interpreter 
associations in various states

l International Medical Interpreters Association
(www.imiaweb.org)

l California Healthcare Interpreting Association
(www.chiaonline.org)

Telephone Translation Services
l Language Line by AT&T 

(800-752-0093 or www.languageline.com)

l Pacific Interpreters, Inc. 
(www.pacificinterpreters.com)

l LionBridge Technologies, Inc. 
(www.lionbridge.com/lionbridge/en-US/
services/interpretation/medical.htm)

Interpretation Training Resources

For an extensive listing of U.S. interpreter 
training programs, see Interpreter Training
Programs on the Juntos Hablemos website at:
http://www.hablamosjuntos.org/pdf_files/
INTERPRETER_TRAINING_PROGRAMS.PDF
(accessed 6/5/2009)

Foreign Language Healthcare Materials 

l Healthy Roads Media

m Provides access to health-related materials
in written files (PDF); audio files (MP3); multi-
media files (EXE); web-page video and
mobile video (iPod) in a variety of languages
(www.healthyroadsmedia.org/index.htm)

l U.S. Committee for Refugees and Immigrants 

m Provides assess to health-related topics in 
a wide variety of languages
(www.refugees.org/article.aspx?id=1851&
subm=178&area=Participate)

l Health Information Translations

m Provides assess to health-related topics 
in a wide variety of languages
(www.healthinfotranslations.com/)

l Medline Plus

m Provides access to health-related topics 
in a wide variety of languages
(www.nlm.nih.gov/medlineplus/languages/
languages.html)

l Immunization Coalition 

m Provides access to vaccine information
statements in a wide variety of languages
(www.immunize.org/vis/vis_english.as) 
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California

Rhode Island

Alaska

Delaware

Pennsylvania

Summary

Physicians and various other

providers must report child

abuse/neglect to law enforce-

ment or other individuals or

agencies, depending on the

circumstances.

Any person who knows 

or suspects child abuse/

neglect must report it to 

the Department of Children,

Youth and Families.

Health practitioners must

report child abuse/neglect to

Department of Health & Social

Services, Office of Children’s

Services.

Any person who knows or

suspects child abuse/neglect

must report it to the Division

of Family Services. 

Physicians and various 

other providers must report

child abuse/neglect to the

Department of Public Welfare.

Statutory Reference

CA Penal Code 

§§ 11165, et seq.

Title 40-11-01, et seq.

of the General Statutes 

of Rhode Island

AK Stats. 

§§ 47.17.010, et seq.

16 Del. C. §§ 901, et seq.

23 PA. C.S. § 6311; 

49 PA. Code § 42.42

Resources

•  CMA On-Call Document

#1505

•  Child Protection Program

website: http://ag.ca.gov/

childabuse/

RI Department of Children,

Youth and Families website:

www.dcyf.state.ri.us/

AK Health and Social Services

Website: www.hss.state.ak.us/

ocs/Publications/Reporting

ChildAbuse.pdf

State of Delaware website:

http://kids.delaware.gov/

information/cai.shtml

PA Department of Public

Welfare website: www.dpw.

state.pa.us/PartnersProviders/

ChildWelfare/003670361.htm

Providers who practice in other states can go to the Child Welfare Information Gateway 
website at: www.childwelfare.gov/systemwide/laws_policies/state/ (accessed 3/2/2009) 
and search the child abuse reporting laws in the state in which they practice. 



General Health Literacy Guides

The American Medical Association 
Health Literacy Website

The American Medical Association devotes a 
portion of its website to health literacy and offers 
a variety of tools for healthcare providers at:
www.ama-assn.org/ama/pub/about-ama/
our-people/ affiliated-groups/ama-foundation/
our-programs/public-health/health-literacy-
program.shtml (accessed 2/27/2009). 

Of particular interest to providers pressed for
time might be “Health literacy and patient safety:
Help patients understand.” This web-based video
features real physicians and office staff interacting
with real patients challenged by low health literacy.
It gives detailed techniques and specific steps for
physicians and their staff to help patients with
limited health literacy. It can be accessed free of
charge through the AMA website at: www.ama-assn.
org/ama/pub/about-ama/our-people/affiliated-
groups/ama-foundation/our-programs/public-health/
health-literacy-program/help-patients-understand.
shtml (accessed 2/14/2009). 

U.S. Department of Health and Human Services
Quick Guide to Health Literacy 

The Quick Guide contains:

l A basic overview of key health literacy 
concepts

l Techniques for improving health literacy 
through communication, navigation, 
knowledge-building, and advocacy

l Examples of health literacy best practices

l Suggestions for addressing health literacy 
in your organization

It is available on the U.S. Department of Health
and Human Services website at: www.health.gov/
communication/literacy/quickguide/Quickguide.
pdf (accessed 2/17/2009).

Osborne, Helen. Health Literacy from A to Z:
Practical Ways to Communicate Your Health
Message. Jones and Bartlett Publishers, 2005 

l This book provides guidance on all aspects 
of health literacy, suggests implementation
methods and provides numerous resources 
for further study. 

l The author’s website (www.healthliteracy.com)
also contains articles and podcasts on 
health literacy.

Doak C, Doak L, and Root J. Teaching Patients 
with Low Literacy Skills, Second Edition.
J.B.Lippincott Company, Philadelphia, 1996. 

Available online at http://www.hsph.harvard.edu/
healthliteracy/doak.html

Writing for patients who have 
limited literacy skills

National Cancer Institute. Clear and Simple:
Developing Effective Print Materials for Low-
Literacy readers.

l This guide outlines a process for developing 
publications for people with limited-literacy
skills. It is available on the National Cancer
Society website at: www.cancer.gov/
cancerinformation/clearandsimple 
(accessed 2/27/2009).

Plain Language Action and 
Information Network 

Plain Language Action and Information Network
is a group of federal employees from many different
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agencies and specialties that developed and
maintain the content of the plainlanguage.gov
website. It was designed to improve communication
from the federal government to the public and
includes tools and examples of plain language that can
be used in healthcare materials. This information
is available on the plainlanguage.gov website at
www.plainlanguage.gov (accessed 2/27/2009). 

Plain Language Association 
International

Plain Language Association International pro-
vides free plain-language articles and writing
tutorials at www.plainlanguagenetwork.org/
(accessed 4/28/2009).

Health Literacy Assessment Tools

Rapid Estimate of Adult Literacy 
in Medicine (REALM)

A three-minute test in which the patient reads 
a list of 66 words and receives a grade-level
score based on performance. The word lists 
and scoring parameters can be accessed on 

the Harvard School of Public Health website at:
www.hsph.harvard.edu/healthliteracy/doakAB.pdf
(accessed 2/27/2009).

Test of Functional Health Literacy 
in Adults (TOFHLA)

Like the REALM, the TOFHLA measures health 
literacy through reading tasks. The TOFHLA 
is available for purchase through Peppercorn
Books at: www.peppercornbooks. com
(accessed 2/27/2009). 

Newest Vital Sign

The Newest Vital Sign is a three-minute bilin-
gual (English and Spanish) screening tool based 
on a nutrition label from an ice cream container.
Patients are given the label and then asked six
questions about how they would interpret and 
act on the information contained on the label. 
A free Newest Vital Sign kit is available through 
the Clear Health Communication website at:
www.clearhealthcommunication.com/
physicians-providers/newest-vital-sign.html
(accessed 2/27/2009).
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Cultural Competency and Health Literacy 
EVALUATION AND CME ATTESTATION FORM 

 

 
NORCAL Mutual Insurance Company is committed to excellence in continuing education. Your opinions are 
critical to us in this effort.  To assist us in evaluating the effectiveness of this activity and to make recommendations 
for future educational offerings, please reflect carefully and complete this evaluation form.  Please note: a CME 

certificate is issued only upon receipt of your completed evaluation form. 

Educational Outcomes 

 
1. Overall, degree to which the material presented is applicable in your practice setting: 

 

Not applicable 
 

1 
 

2 
 

3 
 

4 
 

5 
Very applicable 

 

2. Application of Risk Management Strategies 
This course is designed to increase the cultural and linguistic competence of physicians in an effort to improve 
patient safety and reduce malpractice risk exposure. To demonstrate your competence in utilizing the risk 
management strategies herein, rate your current or intended use of the following: 
 

Conduct cultural competence self-assessment on an ongoing basis for your ability to respect and 
effectively respond to culturally diverse patients and healthcare team members. 
 

Never Seldom Sometimes Often Frequently 
 

Employ and adhere to policies and procedures in accordance with federal and state laws for 
identifying your LEP population and providing appropriate interpretation and translation services. 
 

Never Seldom Sometimes Often Frequently 
 

Apply risk management best practices to optimize communication when working with foreign 
and/or sign language interpreters. 
 

Never Seldom Sometimes Often Frequently 
 

Document the use of a foreign language and/or sign language interpreter in the medical record. 
 

Never Seldom Sometimes Often Frequently 
 

In effort to reduce malpractice claims relating to informed consent issues, thoroughly document 
cultural-based refusal of treatment, describing how the patient (or his/her designated 
agent/surrogate) was advised of the risks and ramifications of failing to undergo screening or 
treatment or to seek specialist consultation. 

Never Seldom Sometimes Often Frequently 
 

Engage the assistance of a cultural broker when encountering a patient whose folk or spiritual 
beliefs create a barrier to medical screening, follow-up or treatment. 
 

Never Seldom Sometimes Often Frequently 
 

Enhance patient comprehension and informed consent by employing plain language, diagrams, 
pictures and active listening skills.  
 

Never Seldom Sometimes Often Frequently 
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3. Other Strategies to Minimize Risk 

The key learning points of this activity revolve around physician-patient communication, informed 
consent/refusal and reporting requirements, in addition to the importance of a well-documented medical record 
and adherence to best practices for providing medical care to culturally, linguistically and literacy diverse 
patients. There are several resources provided in the course appendices to assist physicians in applying the 
strategies presented. In addition, NORCAL makes available to its policyholders additional risk management 
resources in many of the topic areas addressed, including but not limited to medical record documentation, 
health literacy, communication and informed consent/refusal.  These risk management resources are available at 
www.norcalmutual.com/cme or by contacting a risk management specialist at (800) 652-1051, ext. 2244. 
Are you interested in additional resources at this time?    

YES  NO 

 

Commercial Support and Disclosure 
 Yes No Not applicable 

Disclosure of faculty relationships with commercial organizations was 
made available to me. 

! ! ! 

Was the activity free of commercial bias?  ! ! ! 

Was a discussion about off-label drug use, and/or investigational drug 
use not yet approved by the FDA disclosed before or during the 
activity? 

! ! ! 

If you answered “no” to any of the above questions, please provide details below: 

 

Future Educational Needs 
Please list any other topics that would be of interest to you for future educational activities:  
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Required Information 
[Please note: This page is used to obtain summary information and your name will not be distributed to faculty.] 
 

Your Degree/Designation:  " MD     " DO     " PharmD     " RN     " PA     " BS     " Other___________ 

 
 

CME Attestation (Please Check One):  

 

" I participated in the entire activity and claim ____ 
credit hours. (Maximum 2 hours) 
 
" I participated in only part of the activity and only 
claim partial credit hours based on ____ hours of 
instruction. (e.g., 1.25, 1.75) 
 
 
 
I certify the above is true and correct. 
 
 

 
 

 
 

 

_____________________________________ 
Signature 

 

Required Personal Information 

(Please Print Clearly): 

 

__________________________________ 
Name 
 

__________________________________ 
Policy Number  (REQUIRED FOR CME CREDIT) 
 

_____________________________________ 
Specialty 
 

_____________________________________ 
Street Address                   Box/Suite 
 

_____________________________________ 
City, State Zip 
 

_____________________________________ 
Phone Number Fax Number 
 

_____________________________________ 
E-mail Address 
 

 

 
If you wish to receive credit for this activity, please go online at www.norcalmutual.com/cme; 

or complete this CME Enrollment Form and mail or fax to: 

 

NORCAL Mutual Insurance Company, Attn: Risk Management Department, 560 Davis Street, 
Suite 200, San Francisco, CA 94111-1966, Fax: (415) 248-3301 

 
Or you can contact the Risk Management Department at (800) 652-1051, ext. 2244. 
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