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Language, Culture and Communication issues
1. Magnitude of the problem
Language and Communication
The World Health Organisation (WHO) states that globally only an estimated 600 to 700 million people use
English as a second language, in addition to 335 million native English speakers. This leaves most of the
world’s population, around six billion people, with little or no access to a large wealth of public health
information because it is in English.
Language is considered as a significant barrier to accessing high quality health care. “In public health, the
linguistic disconnect between those providing health information and those who need that information
affects everyone from clinicians and patients to public health managers and policy-makers” (WHO, 2015,
p.365).
Communication is key to quality health care and a central feature of every interaction (White et al., 2015).
One of patients’ biggest needs is to communicate their symptoms and situations to healthcare professionals.
Effective doctor-patient communication can result in better outcomes, which contributes to the overall
health of the community.
Multiculturalism and multilingualism have become extremely common in Europe, resulting in language
barriers in the healthcare setting. Patients whose first language is not the same as that of the healthcare
service they attend will most likely experience poorer health outcomes (Divi et al., 2007). Although many
large healthcare institutions have access to interpreter services which has strongly been associated to
improved patient satisfaction and positive communication, the availability of interpreters is not sufficient to
ensure high-quality health care. An in‐depth survey of 39 immigrant Somali women at a London obstetric
centre demonstrated that the availability of translators alone is insufficient to overcome cultural barriers
(Binder et al., 2012).
Ensuring high-quality health care access to all has also been included in the 2030 agenda of sustainable
development goals - Goal 3: Ensure healthy lives and promote well-being for all at all ages.
Cultural issues
The concept of cultural competence was introduced in the 1980s to address a gap in healthcare providers’
ability to promote equitable and non-discriminatory care for diverse populations. Since then, a range of
cultural competence frameworks have emerged focussing on various issues including knowledge of minority
cultures, attitudes to minorities and newly arrived immigrants and skills for providing health care via
translators and in collaboration with cultural mediators. The concept of cultural competence has evolved over
time to include not only the interaction between healthcare providers and users but also organisational and
systemic cultural competence (Truong, Paradies & Priest, 2014). Although a range of articles have looked and
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reviewed cultural competence in healthcare (Pearson et al., 2007) and advocated for its importance (Casillas
et al., 2014; Pearson et al., 2007; Truong et al., 2014), no unanimous definition exists. Various terms such as
cultural appropriate care and education, multicultural education and transcultural care, cultural sensitivity,
cultural responsiveness are used in conjunction with cultural competence, which contribute to the lack of
clarity as to what the concept entails (Truong et al., 2014). Broadly speaking cultural competence is used to
encompass a wide range of interventions in healthcare aimed at improving the accessibility and effectiveness
of healthcare services for different ethnic, cultural and religious groups.
The most commonly cited definition is from Betancourt and colleagues which defines cultural competence as:
“The ability of systems to provide care to patients with diverse values, beliefs and behaviours, including
tailoring delivery to meet patients’ social, cultural, and linguistic needs” (Betancourt, Green, Carrillo, &
Ananeh-Firempong II, 2003).
Addressing culture, but no other dimensions of diversity, the World Health Organisation defines cultural
competence as:
“Knowledge, skills and attitudes that a health-care worker needs in order to provide adequate and
appropriate health-care services to all people in a way that respects and honours their particular
culturally-based understandings and approaches to health and illness” (WHO, 2011).
Health Literacy
Health literacy was introduced in the 1970s (Sørensen et al., 2012), and has been extensively researched over
the years (Van den Broucke, 2014).
Health literacy has been used generally to describe the ability to seek, read, understand and use health
information by an individual (Committee on Health Literacy for the Council on Scientific Affairs, 1999;
Schillinger et al., 2002; Jordan et al., 2010). These definitions emphasize personal ability to handle words and
numbers in a medical setting (Sørensen et al., 2012). However, the concept also involves complex personal
skills, such as communication and decision making processes (Kickbusch, Maag & Wait, 2006; Paasche-Orlow,
& Wolf, 2007; Freedman et al., 2009; Adkins & Corus, 2009; Sørensen et al., 2012).
According to Sørensen et al. (2012) health literacy concerns the knowledge and competencies of persons to
meet the complex demands of health in modern societies:
“Health literacy is linked to literacy and entails people's knowledge, motivation and competencies to
access, understand, appraise, and apply health information in order to make judgments and take
decisions in everyday life concerning healthcare, disease prevention and health promotion to maintain
or improve quality of life during the life course.”
For Parker and Ratzan (2010):
“Health literacy occurs when the skills and ability of those requiring health information and services are
aligned with the demand and complexity of information and services.”
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Another approach to the study of health literacy comes from understanding social context. More specifically
what occurs at home, the workplace, the health system, the community and across the population, and also
including cultural influences (Kickbusch, 2002; Baker, 2006; Nutbeam, 2008). In this regard, Nutbeam (2000)
emphasizes a new element of health literacy which is the empowerment of individuals and communities and
overcoming structural barriers to health.
According to Sørensen (2012) the core competencies of health literacy related to accessing, understanding,
appraising and applying health-related information, are individual knowledge, competence and motivation.
These individual processes progressively enable the person to navigate in three domains of the health
continuum:
- Being ill or as a patient in the healthcare setting
- A person at risk of disease in the disease prevention system
- A citizen in relation to the health promotion in different environments
Moreover, the model takes into consideration the changes in the context, and the adaptive capacity to
navigate the health system based on the individual:
- Cognitive and psychosocial development.
- Previous and current experiences.
- The skills and competencies of health literacy develop during the life course
- Lifelong learning.

2. Reference to the problem concerning migrants/refugees
The UN’s Covenant on Economic, Social and Cultural Rights, article 12.1 states “The States Parties to the
present Covenant recognize the right of everyone to the enjoyment of the highest attainable standard of
physical and mental health” (UN 1966). In the European context, the Charter of Fundamental Rights states
that everyone should have the right to access preventive health care and to benefit from medical treatment.
Still, problems in health care access for migrants and refugees exist. As an example, a study of data from
2008-2011 found that 16 European countries declined to cover the costs of secondary healthcare and most
drugs for asylum-seekers and migrants (Rechel et al., 2013).
Language and Communication
In a 2018 study of migrants and refugees in 10 countries across Europe within the Mig-HealthCare project,
nearly 15% of participants reported needing healthcare services in the past year and not accessing them.
Among the most frequently reported barriers to healthcare access was language, with 30.1% of immigrants
reporting a lack of communication and understanding of physicians and their instructions. The participants of
this study demonstrated the vast diversity of language and communication skills among the migrant and
refugee populations in Europe: 50.5% had communication skills in Arabic, 46.5% in English, 19.1% in French,
13.6% in Italian, and smaller percentages had communication skills in Spanish, German, Swedish, Bulgarian,
Greek and Maltese.
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Cultural issues
With the increase in the population of migrants in Europe, cultural competence has been advocated as a way
to ensure equity in access to healthcare and to provide responsive healthcare to migrants and refugees
(Jongen, McCalman & Bainbridge, 2018). Evidence from the literature review conducted by the MigHealthCare consortium on migrant and refugee access to healthcare shows that inequalities between
migrants and non-migrants in health and in access to health care services persist. Inequalities are the results
of legal barriers that exist in many EU MS in accessing care among migrants, refugees and asylum seekers and
especially undocumented migrants, but they are also due to the economic situation of migrants who may lack
the means to access or to pay for health services. Inequalities are also the result of language barriers,
discrimination and what is referred to in many articles as lack of cultural competence from healthcare
providers (Lebano et al., 2018).
Health Literacy
Limited health literacy is more common among patients who have low educational attainment and among
older patients, and ethnic minorities and immigrants. In this regard, a wide range of adverse factors play an
important role to access the services and information by the immigrant population in the host country.
According to Zanchetta and Poureslami (2006) health literacy in newcomer communities with diverse ethno
cultural backgrounds is less understood, rather than other factors such as language and cultural differences
hindering health information, the access to healthcare services and information available to them. This study
points out how health information usually does not reach the immigrant population with low health literacy.

3. Reference to issues of particular interest
Effective communication - Working with an Interpreter
The British Psychological Society (2008) provides key recommendations in terms of working with an
interpreter:
-

-

Undertake a language needs analysis for the population which your service covers and consider how
you will best meet this need.
Check that the interpreter is qualified and appropriate for the consultation/meeting.
Allow 10–15 minutes in advance of the session to inform the interpreter about the purpose of the
meeting and to enable them to inform you about any cultural issues which may have bearing on the
session.
Be aware of confidentiality issues and trust when working with someone from a small language
community as the client may feel anxious about being identifiable and mistrustful of an interpreter’s
professionalism.
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-

-

Create a good atmosphere where each member of the triad feels able to ask for clarification if
anything is unclear and be respectful to your interpreter, they are an important member of the team
who makes your work possible.
Match an interpreter with the patient in terms of gender and age. Do not use a relative and never use
a child.
At the end of the session allow 10 minutes to debrief the interpreter about the session and offer
support and supervision as appropriate.

According to the Australian Psychological Society (2013) facilitating effective communication via an
interpreter should be done as follows:
-

-

Speak to the person, not the interpreter, and maintain culturally appropriate eye contact with the
client, even when the interpreter is interpreting. When speaking or listening watch the client rather
than the interpreter so nonverbal messages can be observed. Speak to the client directly using first
person “I” and second person “you”, rather than “he” or “she”, to elicit a more accurate understanding
of the words and emotions being expressed.
Avoid using technical language, metaphors and acronyms.
Repetition can be effective in assisting understanding.
Use short, simple sentences.
Pause after one or two sentences to allow the interpreter to relay the message.
The psychologist may wish to use diagrams or pictures to increase understanding.
Ask the client whether you are speaking at an appropriate pace or if any clarification is required.
Ask for feedback during the consultations to ensure that the client is satisfied with the interpreting
process.

Improving Cultural competence
Culture is defined as the “patterns of ideas, customs, and behaviors shared by particular people or society.
These patterns identify members as part of a group and distinguish members from other groups” (How
Culture Influences Health, 2017). Improving cultural competence is therefore crucial as it enables a physician
to provide effective health care without relying on stereotypes. According to a report on health challenges for
refugees and immigrants (Bischoff, 2003), providers must consider cultural factors when they:
- Take a medical history and physical exam. Patients’ individual migration history has an impact on their
illness experience, showing that it is important for health care professionals to find out about their social
and life circumstances. Aspects such as life history, experience of pain, traditional/religious healing
practices, nutrition (food customs), proficiency of local language, meaning of physical contact, work and
residence status, status of women, experience of violence, migration history (reasons for migration,
experience of trauma, history of flight and integration).
- Assess care needs: The health care provider should view illness in a broader social context, rather than as
an individual concern. This involves differentiating between cure and treatment, sharing knowledge of
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health and wellness information, and involving the patients’ family and community in medical decisions
(Burgess, 204).
Additionally in order for health care providers to become more culturally competent it has been suggested
(Bernd, 2011) that they should:











elicit patients’ language, culture and ethnic group
be aware of cultural stereotypes
avoid using patients’ families as interpreters
familiarize oneself with culturally specific expressions of distress
maintain confidentiality
avoid religious and social taboos
use same-sex chaperones
remember potential prescribing pitfalls
allow culturally specific rituals, for example, after death
not make assumptions.

Increasing health literacy among migrants/refugees
The literature includes numerous studies on increasing health literacy for migrants/refugees. Nevertheless, to
date there is no systematic assessment or meta-analysis we can propose in the way of promising practices. A
new Cochrane review is being conducted currently titled Interventions for improving health literacy in
migrants (Cochrane Systematic Review – Intervention- protocol, 2019). The results will show which
interventions are successful in increasing health literacy among migrants/refugees.
The Ophelia (OPtimising HEalth LIterAcy and Access) is an approach to health system strengthening through a)
optimising the health literacy of individuals and, b) optimising the health literacy responsiveness of
organisations (Beauchamp et al., 2017). The figure below details the Ophelia process.
Phases of the Ophelia approach:
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Results of a study that implemented the Ophelia approach showed that it can be used for the purpose of
health services’ improvements that improve health outcomes and healthcare access inequality (Beauchamp et
al., 2017).

4. Important steps for the Health care sector
An article titled “Good practice in health care for migrants: views and experiences of care professionals in 16
European countries” explored the experiences of healthcare professionals to identify what they consider
constitutes good practices for overcoming difficulties in delivering quality health care to migrants and
refugees.
As has been adapted from Priebe et al. (2011) below is a summary of the most emphasized themes of good
practices relating to communication:
 Organizational flexibility with sufficient time and resources
This was emphasized to ensure that migrant patients were heard and understood. Respondents also
advocated for the importance of regular staff meetings to deal with problems arising in healthcare to
migrants.


Good interpreting service using professional interpreters
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However, it is important to note that some interviewees preferred using relatives or friends as interpreters
instead due to their ability to provide comprehensive information about the patients, as well as having the
patient’s trust.
 Cultural awareness of staff
Some respondents viewed the training of staff in different cultural and religious practices as core to the
delivery of satisfactory and respectful care to migrant patients. They further suggested obtaining information
on migrant specific diseases, cultural understanding of illness and treatment, and information pertaining to
cultural and religious norms and taboos. According to the respondents, such knowledge enabled them to
reach more accurate diagnoses and provide appropriate treatments, while meeting patient needs for cultural
acceptance and understanding.
 Positive and stable relationships with staff
Over a third of all respondents pointed towards positive relationships between staff and patients, and
continuity of care as components of good practice. They discussed the necessary features for a positive
relationship, which included respect, warmth, being welcoming, listening and responding effectively. Some
respondents spoke of having welcoming policies in place, which ensured that patients are given individual
attention and eased processes for them where possible.

A review of interventions in regards to cultural competence showed the existence of particular processes that
would contribute to the development of a culturally competent workforce. The following processes were
identified as key in the review (Pearson et al., 2007):
a) Appropriate linguistic services. This can be done through displaying pictures, posters and other
information materials in healthcare receptions in a variety of languages.
b) Intercultural staff training and education. This can be done through training workshops, lectures,
using case studies, videos and films as well as other media resources.
c) Establishing cooperation with organisations that can address needs of culturally diverse groups of
patients by healthcare providers is important. These organisations should offer support in cultural
competence in decision-making support systems and staff education.
d) Using cultural competence skills when formulating patient information brochures and educational
materials.
Combining patient-centered approach and cultural competence: An article highlighted the importance of
combining cultural competence and patient-centred method. Patient-centred care is defined as putting the
patient in the centre to care and being responsive to the individual patient’s needs, values and preferences.
Through patient-centred care, care providers can avoid homogenising patients in regards to their ethnicity,
culture and religion (Saha, Beach & Cooper, 2008). Moreover, although there is no evidence that patientcentred care reduces health inequalities, it has been argued that it contains the theoretical underpinning and
potential (as it aims to equalise power-relations between healthcare providers and patients) to address these
inequalities as it addresses racial/ethnic and cultural bias which healthcare professionals may have.
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Both patient centeredness and cultural competence are movements in healthcare that aim to improve
healthcare quality and access but focus on various aspects. While patient-centered care aims to individualise
care, cultural competence aims to balance quality, to improve equity and access to healthcare focussing on
ethnic minorities and other disadvantaged groups. However, the article argues that by combining patient
centeredness and cultural competence approaches, individualising care can take into account the diversity of
patient values and perspectives. At the same time, cultural competence must take into account the wide
variety in values and norms within a given group i.e., understanding the dynamic nature of culture so as not to
fall into the trap of homogenising a group of people such as Muslims or African etc (Saha et al., 2008).
Addressing health literacy through healthcare services is challenging (Lee, Arozullah, & Cho, 2004;
Nielsen‐Bohlman et al., 2004). Interventions addressing factors such as adherence to treatment (Van Servellen
et al., 2003, 2005), the adoption of preventive behaviour such as screening and the reasonable use of
antibiotics (Stockwell et al., 2010), are influenced by health literacy. Moreover, training on communication
issues for instance training patients for clinical interviews have been found to be effective too (Van Servellen et
al., 2003, 2005). In this regard, the incorporation of skills to navigate the healthcare system has shown efficacy
(Soto-Mas et al., 2015 a,b; Yung-Mei et al., 2015).
On the other hand, a greater understanding of the capacities and needs of patients with limited health literacy
is needed in order to develop strategies to establish effective means to communicate with them (PaasheOrlow & Wolf, 2007). In this regard, healthcare providers and health systems will be able to accommodate the
needs of patients with limited health literacy being more aware of their needs.

5. Examples of best practices
The Mig-HealthCare project reviewed and evaluated relevant interventions offered to migrants and refuges.
We include in this roadmap some examples that can be used in different settings based on the evaluation
process of the systematic review that was conducted by the Mig-HealthCare partners. More information
about these and other promising practices can be found on the project’s website
http://www.mighealthcare.eu/ by accessing the report titled ‘D5.1: Report on models of community health
and social care and best practices’.
Language and communication
 Good Practice Guide to Interpreting (Arabic, Bengali, Chinese, English, Somali)
The guide was produced by Migrants Organise as a way of raising awareness on the importance of
interpretation and its correct use in the healthcare setting. It gives tips on good practice for medical
professionals and users. The guide can be accessed here: http://www.migrantsorganise.org/?p=21539
 Returning with a Health Condition. A toolkit for counselling migrants with health concerns (International
Organization for Migration, 2014).
This toolkit involved the active participation of IOM specialists in migrant and health issues. It offers
practical tools and theoretical background to assist healthcare professionals who work with migrants. The
toolkit can be accessed here:
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https://publications.iom.int/system/files/pdf/toolkit_for_counselling_migrants.pdf
 Picture Communication Tool (Mid Essex Hospital Services, UK)
This website is comprised of sets of drawing that can be used in the healthcare setting with people whose
first language is not in English. The drawings are free to download and ready for printing. The tool can be
accessed here:
http://www.picturecommunicationtool.com/

Cultural competence
A review focused on the types of interventions aimed at developing cultural competence including training,
workshops and programs for health practitioners, culturally specific or tailored education or programs for
patients, as well as interpreter services, peer education, patient navigators and exchange programs. Most of
the articles that were reviewed examine interpersonal cultural competence focusing on healthcare providers
while a few looked at cultural competence from an organisational perspective such as employing a diverse
staff and making cultural adaptations to health programmes. Although positive effects of these interventions
were reported, it was unclear which types of intervention are most effective and why (Truong et al., 2014).
Cultural competence training for healthcare providers often focuses on developing skills and knowledge to
deepen understanding of diversity, and respond to cultural differences. Moreover, training involves, facts
about minority patient cultures or may include interventions such as intercultural communication skills
training, examination of potential barriers to care, and institution of policies to provide care that is optimal for
the needs of culturally and linguistically diverse patients (Horvat, Horey, Romios & Kis‐Rigo, 2014). Given, the
significant variation in workforce cultural competence strategies, measures and outcomes reported in various
studies makes comparison of such interventions’ effects problematic. The two main workforce intervention
strategies that were identified by a review on cultural competence interventions were (1) cultural
competence training and (2) other professional development interventions including other training and
mentoring (Jongen et al., 2018).
Although cultural competence continues to be developed as an important tool to address health inequities,
assessment of the effects of these strategies is lacking. A Cochrane review conducted in 2014 (Horvat et al.,
2014) concluded that although the assessment of healthcare professionals’ cultural competence training was
positive in regards to patient-related health outcomes, the quality of the evidence of these assessments was
low. Improved cultural understanding and skills among healthcare providers’ can be demonstrated by
measuring increased levels of knowledge (using various methods, including questionnaires, randomised
control trials, quasi experimental, and qualitative reviews) (Casillas et al., 2014; Horvat et al., 2014; Truong et
al., 2014). However, there are few studies that set out to address adverse outcomes by improving health
outcomes, patient satisfaction and compliance to treatment. Additionally, the variation in interventions with
regards to scope, design, duration, implementations as well as outcomes chosen, makes it difficult to draw
any conclusions (Horvat et al., 2014).
Some other examples of cultural competence practices and tools include:
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Cultural competence Training and Performance Reports to Improve Diabetes Care for Black Patients. A
Cluster Randomized, Controlled Trial. (2010). Thomas D. Sequist, Garrett M. Fitzmaurice, Richard
Marshall, Shimon Shaykevich, Amy Marston, Dana Gelb Safran and John Z. Ayanian.

This was a cultural competence intervention conducted in the USA between 2007 and 2008 focussing on
increasing clinician awareness of racial disparities between blacks and whites in the USA as well as improving
communication between black patients and healthcare professionals in regards to diabetes care.
The intervention involved cultural competence training of nurses, physicians and physician assistants, at the
primary care level in eight healthcare centres. The cultural competence training entailed using a specific
training curriculum designed to understand attitudes of trust and bias, increasing awareness in regards to
health inequalities as well as gaining skills to improve transcultural care. The training was delivered in form of
lectures, group discussions and community activities in which healthcare professionals met with black diabetic
patients. The intervention was evaluated through a cluster randomised control trial conducted between 20072008. The total amount of healthcare providers involved in the trial was 124. Clinician awareness of racial
differences in diabetes care and rates of achieving clinical control targets among black patients was measured
at 12 months. The results showed that intervention clinicians were significantly more likely than control
clinicians to acknowledge the presence of racial disparities (Sequist et al., 2010).


Cultural competence in Health Care: Evaluating the Outcomes of a Cultural competence Training among
Health Care Professionals. (2009). Khanna SK, Cheyney M, Engle M.

This intervention was conducted in the USA where 60 health care providers (nurses and physicians) and health
care administrators were selected to participate in a four-hour cultural competence-training workshop in
2007. The training included defining cultural competence, ethnic and racial health inequalities, the
relationship between culture and health beliefs and how cultural competence can improve communications
between patients and healthcare providers.
The intervention was evaluated using a pre-post method of self-reported evaluation in order to answer the
question of whether cultural competence training produce a measurable change in knowledge in regards to
caring for patients from diverse cultural and ethnic backgrounds. The study results show that there are
statistically significant changes in the participants’ self-report of knowledge and skills related to cultural
competence (Khanna, Cheyney & Engle, 2009).
 Cultural
Competence
Assessment
Tool
(Ccatool)
http://cultureandcompassion.com/wpcontent/uploads/2015/04/CCTool-article-Marios-6-Original-Paper-Vol-6-Issue-1.pdf
 List and description of cultural competence tools http://transculturalcare.net/cultural-assessment-tools/
 The PTT tool https://link.springer.com/article/10.1186/s40639-016-0019-6. This model, named after the
researchers who developed it (Papadopoulos, Shea, Taylor, Pezzella, & Foley, 2016), is a model of
transcultural nursing and cultural competence that is made of four important parts:
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1) Cultural awareness: This is defined by the researchers as “The degree of awareness we have about our
own cultural background and cultural identity”. The idea behind this awareness is that through a
critical understanding of one’s own culture, one will tend to appreciate other cultures more as well as
move away from an ethnocentric and essentialist understanding of others.
2) Cultural knowledge: This entails through developing one’s own knowledge as a professional in terms of
having a broader knowledge that is not only limited to medicine rather to other disciplines such as
sociology, anthropology etc. A way to develop this through having a multidisciplinary team when
constructing a cultural competence training intervention.
3) Cultural sensitivity: This construct stems from developing an ability to view patients as true partners in
order to develop good relations with them.
These three parts lead to the fourth construct:
4) Cultural competence: This final goal is achieved, as per the model, through developing the
aforementioned constructs and requires not only an understanding of the variety of people’s cultural
beliefs but also racism. A cultural competence element developed in the model entails therefore both
multi-culturalism but also antiracist perspectives (Papadopoulos et al., 2016).

Health literacy
 Mental Health Literacy Inventory (MHL). (2008). Hong, Kim, Sohn, Ha and Rho.
This instrument was developed to assess the mental health literacy of Korean adults. It comprises 39 items
including factors of knowledge, attitude, stigma, and utilizing services regarding mental health and mental
health problems. Cronbach's alpha of the instrument was 0.93 in this study.
 Effects of a Program to Improve Mental Health Literacy for Married Immigrant Women in Korea. (2017).
Choi, Y. J.
This study aimed to develop and evaluate a mental health improvement program for the acculturative stress
and mental health literacy of married immigrant women using bilingual gatekeepers. Bilingual gatekeepers
were recruited from multicultural centers and trained to provide 8-week structured mental health
improvement services to the women in the experimental group using a mental health improvement guidebook
developed in 8 different languages. The program was effective in improving mental health and mental health
literacy scores as well as reducing the degree of acculturative stress. This study offers a model of effective
mental healthcare for multicultural communities (Choi, 2017).
 Integrating Principles of Positive Minority Youth Development with Health Promotion to Empower the
Immigrant Community: A Case Study in Chicago (2017). Ferrera, M. J.
Growing vulnerabilities among immigrant families are further complicated by the context of US health care.
This article discusses the critical need for health promotion initiatives that integrate principles of positive
minority youth development. Mixed methods, including a CBPR (community-based participatory research)
approach, are used to highlight narratives of immigrant youth who have participated in a health-promotion
program infused within their high school curriculum. These narratives underscore contributing contextual
influences and pathways to conscientization, civic action, how programming can effectively facilitate positive
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minority youth development, as well as individual and community-level empowerment that leads to increased
health literacy (Ferrera, 2017).
 Development and pilot test of pictograph-enhanced breast health-care instructions for community-residing
immigrant women. (2012). Choi, Y. J.
The aims of this study were to develop breast health‐care instructions enhanced by pictographs (simple line
drawings representing health‐care actions) and pilot test the instructions in a sample of six immigrant women
with limited literacy skills. Based on the Mayer's Cognitive Theory of Multimedia Learning, pictographs were
developed in addition to low‐literacy text. The text and the pictographs were then pilot tested with six
immigrant women in community health centers for clarity, comprehension and acceptability through
face‐to‐face interviews. Participants perceived that the drawings were engaging and enhanced clarity of the
intended health‐care messages. The black and white simple line drawings were well received by participants of
varying race and ethnicity. The pictograph‐based approach might be an effective tool in developing health‐care
instructions for immigrant women with limited literacy skills. Future research is needed to compare the effect
of pictograph‐enhanced instructions with written text‐based instructions on adherence to instructions and
health outcomes (Choi, 2012).
 CARE – Common Approach for REfugees and other migrants’ health
The project “CARE – Common Approach for REfugees and other migrants’ health” (Ref. 717317), which
received funding from the European Union’s Health Programme (2014-2020), aimed to promote a better
understanding of refugees and migrants’ health condition as well as to support the adaptation of the
appropriate clinical attitude towards refugees and migrants’ health needs and in particular towards the health
needs of fragile subgroups, such as minors, pregnant women and victims of violence. Overall, the CARE project
focused on promoting and sustaining the good health of migrants and populations in Member States
experiencing strong migration pressure. More specifically, the CARE project met the following objective:
Promote migrants’ health literacy with emphasis on the right to access public health care services in MSs
aiming to facilitate delivery of services to migrants, according to their age.
http://careformigrants.eu/the-project/
 Meeting the health literacy needs of immigrant populations - MEET
MEET aims at adapting and developing an innovative Community Health Education model and a professional
development program for social and health service providers. The project aims to enhance the cultural and
interpersonal competences of health and social service providers to develop health literacy skills and deliver a
more effective service to immigrant users. Another goal of the project is to strengthen health literacy skills
among migrants by promoting information, guidance and access to health care services and expand intersectoral coordination in designing and developing training program for health professionals, in particular
between health, education and social service sectors. http://migranthealth.eu/index.php/en/
6. Toolbox
Please access our toolbox for additional tools related to Language, Culture and Communication issues among
migrants and refugees.
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