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ABSTRACT

Hospital discharge is one of the most vulnerable moments in a patient’s experience of care. One
relatively unexplored area to improving transitions of care is how to meet the needs of diverse
populations in a growing multicultural world. The intersectionality of language, race, ethnicity, and
culture adds an additional layer of complexity to the hospital discharge process and raises the already
high risk of communication failures. This article aims to review the role of language, race, ethnicity,
and culture during the hospital discharge process; to discuss potential solutions to improve discharge
outcomes amongst diverse populations; and to identify priority areas for future research.
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INTRODUCTION

Hospital discharge is one of the most vulnerable moments in a patient’s experience of care. The
discharge process is a complex system involving multiple stakeholders: physicians, nurses, case
managers, pharmacists, patients, and their families. Coordination of care must occur across multiple
institutions from the hospital to primary care clinics, home health services, and pharmacies. The
inherent complexity introduces opportunities for both human and system errors and fragmentation
of care (Mitchell et al., 2018). One in five hospital discharges is complicated by an adverse event
within 30 days, often leading to the need to be readmitted (Forster et al., 2004; Forster et al., 2003).
Early rehospitalization is associated with significant morbidity and mortality and is a marker for poor
quality of care (Kansagara et al., 2015; Rohr, 2009). Unplanned readmissions cost the health care
system around $26 billion annually, making them a leading driver of preventable health care costs
(Rohr, 2009). Despite the effort invested by multidisciplinary hospital teams, patients and families
report feeling poorly prepared to assume care responsibilities, lacking both information and support
they need (Mitchell et al., 2018).

One relatively unexplored area within the extensive body of work to improve transitions of care
is how to meet the needs of diverse populations in growing multicultural world. The intersectionality
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of language, race, ethnicity, and culture adds an additional layer of complexity to the hospital
discharge process and raises the already high risk of communication failures. Language barriers can
hinder accurate information exchange, comprehension of discharge instructions, and thus adherence
to treatment plans. Patients from different racial and ethnic backgrounds may have unique cultural
perspectives on illness that influence acceptability of recommended treatments or create challenges
in navigating the health care system. Providers may struggle to demonstrate empathy and respect
to patients from different backgrounds and life experiences. Understanding and respecting such
differences is vital to providing patient-centered care during the discharge process to ensure patient
safety, reduce readmission rates, improve patient experience, and promote positive health outcomes.

This article reviews the role of language, race, ethnicity, and culture during the hospital discharge
process, discusses potential solutions to improve discharge outcomes amongst diverse populations,
and identifies priority areas for future research. Our discussion focuses on discharge from United
States hospitals, though similar disparities are present in other countries for those from minoritized
linguistic and cultural groups. Our focus does not comprehensively review all communication barriers
salient at the time of hospital discharge, such as those faced by individuals who are deaf or blind,
which are beyond the scope of this article. Also, this discussion focuses on diversity of language, race,
and ethnicity as these are are key contributors to adverse events at the time of hospital discharge, but
other aspects of identity, such as gender and sexual orientation, not discussed here but are likely also
relevant. Lastly, we will use the term limited English proficiency (LEP), though we acknowledge
that preferences around ideal terminology may be in flux (Ortega et al., 2022).

RACE, ETHNICITY, AND CULTURE: AN OVERVIEW

Recognizing the multifaceted impact of linguistic and cultural diversity in hospital discharge first
requires an exploration the link between race, ethnicity, and culture (Egede, 2006; Flanagin et al.,
2021). Race and ethnicity, while often used interchangeably, represent distinct but interconnected
social constructs. Race is commonly understood as a categorization of individuals based on physical
characteristics, such as skin color, while ethnicity refers to shared cultural heritage, ancestry, and
nationality. Culture encompasses a broad range of shared values, beliefs, traditions, practices, and
behaviors of a particular group, which may be reflected by language, religion, social norms, or dietary
preferences. Because individual cultures are difficult to define and track on a population level, race,
ethnicity, and preferred language are often used as proxies for cultural groups. These discrete labels,
however, clearly oversimplify one’s identity; some have advocated to instead focus on the concept
of intersectionality to understand disparities in health care that arise from the combined force of
inequalities (Wilson et al., 2019).

In the US the population with limited English proficiency (LEP)—defined as those with a
limited ability to read, speak, write, or understand English—is on the rise (Ortega et al., 2022).
Between 1980 and 2019 the number of Americans who speak a language other than English at
home has tripled (U.S. Census Bureau, 2015). One in four Americans now living in a household
where one of approximately 430 languages other than English is spoken. This shift is due in
part to increasing global migration: the U.S. leads the world in its number of immigrants at
approximately 40 million (Budiman, 2020).

Shifts in the racial and ethnic breakdown of the U.S. also demonstrate our increasing diversity.
According to the 2020 U.S. Census, White non-Hispanic remains the most prevalent racial or ethnic
group (Jensen et al., 2021). However, the second largest group—Hispanic or Latino—grew 23% as
compared to the 2010 U.S. Census. Similarly, there is a dramatic 276% rise in those who identify as
multiracial over this ten-year interval. Population diversity is shifting even faster for those under age
16 (Frey, 2020). Given both of these trends, understanding how to provide quality care at hospital
discharge for a multicultural multilingual population is a pressing need.
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THE ROLE OF LANGUAGE AND CULTURE AT HOSPITAL DISCHARGE

The need to examine the dynamics at hospital discharge in diverse populations is supported by
existing disparities in care. Those from minoritized racial and ethnic groups have higher readmission
rates, with the greatest disparities for Black patients (Friedman & Basu, 2004; Rambachan et al.,
n.d.; Rodriguez-Gutierrez et al., 2019). For example, one study found that Black patients had 34%
higher odds of being readmitted after acute myocardial infarction compared to White patients and
that 79% of the racial difference in the risk could not be explained by other factors including age,
baseline cardiac risk factors and comorbidities, or social determinants of health (Okafor et al., 2023).

Disparities also exist for patients with LEP at the time of hospital discharge. Linguistic barriers
are associated with a higher likelihood of poor understanding of discharge instructions, unanswered
questions at the time of discharge, experiencing new or worsening symptoms once home, and having
trouble obtaining medications, all of which contribute to a higher incidence of post-discharge adverse
events (Barreto et al., 2021; Malevanchik et al., 2021). While not all studies that have examined
disparities in readmission for patients with LEP compared to English speakers it has been reliably
demonstrated for conditions that require intensive self-management, such as heart failure, diabetes,
and COPD (Chauhan et al., 2020; Rawal et al., 2019; Woods et al., 2022). It is important to note,
however, that no studies to date have been able to fully control for factors that could make patients
with LEP have a lower baseline risk of readmission—such as increased family support—which could
mask disparities (Barreto et al., 2021; Chauhan et al., 2020; Malevanchik et al., 2021; Rawal et al.,
2019; Woods et al., 2022).

While the causes of disparities originating from culture and language are likely multifactorial,
understanding likely mechanism is important to craft effective solutions (Centers for Medicare
and Medicaid Services, 2018). First and foremost, linguistic and cultural barriers exacerbate the
already prevalent breakdown in communication that often occurs at hospital discharge. This is
unsurprising: a systematic review found that interventions to improve communication at the time of
hospital discharge improved patient satisfaction, increased treatment adherence, and reduced hospital
readmissions (Becker et al., 2021). Lack of understanding due to language barriers may prevent
patients from recognizing early warning signs, reaching out for help, and correctly assuming self-care
responsibilities. Even without a language barrier, cultural discordance between patients and providers
may lead to misunderstandings, make patients hesitant to ask questions or express opposition to care
plans (thereby inhibiting their ability to advocate for their healthcare needs effectively), or lead provider
recommendations to conflict with important cultural practices (Galanti, 2000; Kleinman, 1978;
Kleinman & Benson, 2006; Schouten & Meeuwesen, 2006). The real-world impact of these barriers
and how they manifest at the time of hospital discharge are highlighted in the vignettes in Box 1.

Box 1. Vignettes to illustrate the role of barriers due to language, culture, and health literacy at the time of hospital discharge

All cases were inspired by actual patients cared for by the authors. Details have been changed to protect patient confidentiality.

Vignette 1

An 18-year-old non-verbal patient with epilepsy and developmental delay who was cared for by his Vietnamese speaking mother presented for
breakthrough seizures. The doses of the patient’s anti-epileptic medications were increased and his mother received excellent discharge teaching on
medication dosing with an in-person interpreter. Once home, however, she became confused because the labels of the new medications were not
translated into Vietnamese, resulting in her giving the patient half the dose of levetiracetam and twice the dose of phenytoin intended. The patient
was readmitted one week later for altered mental status due to supratherapeutic phenytoin levels.

Vignette 2

A 58-year-old Spanish speaking male from Guatemala was admitted for epigastric pain. He was cared for by a hospitalist fluent in Spanish who
diagnosed him with H pylori gastritis. The hospitalist started him on quadruple therapy; while he was concerned that the quantity of pills could be
harmful, he did not want to disagree with the physician and accepted this plan on discharge. At home, his family also expressed concerned about the
quantity of pills he was taking and suggested he stop them, and instead take a tea sent from Guatemala that had cured a relative’s abdominal pain.
Due to his inadequately treated H pylori gastritis, his pain worsened, but due to lack of insurance he did not seek care until it became severe. Months
later he presented to the emergency room and was found to have a perforated gastric ulcer requiring urgent surgical intervention.
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Lack of trust in cross-cultural discharge encounters may also play a role. Patients from minoritized
groups have higher levels of warranted mistrust given the legacy of racism in medicine and ongoing
evidence of implicit bias which impacts clinical interactions and provider decision-making (Chapman
et al., 2013; Daugherty et al., 2017; Dehon et al., 2017; Fitzgerald & Hurst, 2017; Hall et al., 2015;
Kleinman, 1978; Zestcott et al., 2016). As an example, multiple studies have found that Black patients
experience inferior quality of communication with their medical providers (Shen et al., 2018).
Challenges in developing rapport and expressing empathy may discourage patients from following
recommendations from the care team after discharge (Galanti, 2000).

Unique considerations also arise around the role of family. While American culture prioritizes
autonomy, family and community support are important in many cultural groups and can be a powerful
positive force in ensuring a safe transition of care (Alden et al., 2018). Failure to engage key players
and understand their perspective may lead to opposition to the discharge plan or dissatisfaction with
care, ultimately leading to a readmission. Family may recommend complementary and alternative
treatments, or medications that are under prescription control in the U.S. but available over the counter
in many other countries (such as antibiotics) (Lescure et al., 2021).

Health literacy—defined as the ability to find, understand, and use information and services
to inform health-related decisions and actions—Ilikely also plays a role in disparities at discharge
(Mantwill et al., 2015). While low health literacy (LHL) is widely prevalent in the overall American
population (about 40% of the population), it is even more common in minoritized racial and ethnic
groups (Eneanya et al., 2016; Mantwill et al., 2015; Muvuka et al., 2020). LHL may also compound
language barriers (Andrulis & Brach, 2007; Sentell & Braun, 2012). However, even native speakers of
English and highly educated patients may have LHL at the time of hospital discharge, at least in part
due to impaired sleep that limits information processing and attention (Kripalani et al., 2010). Data
has shown that less than half of patients understand and recall key domains shared during discharge
teaching—such as their primary diagnosis and medication changes—but are largely unaware of these
gaps in understanding and retention (Townshend et al., 2023). LHL is an independent risk factors for
hospital readmission and remains a promising target for intervention to ameliorate health disparities
at discharge (Mitchell et al., 2012).

Systems navigation is an important component of health literacy (Andrulis & Brach, 2007).
Transitions of care create discontinuity that often require significant patient effort to overcome.
However, navigating the complex U.S. healthcare system requires a comprehensive understanding of
how it works, language skills, and comfort with self-advocacy. All of these are more challenging for
patients and families who face linguistic and cultural barriers. As electronic solutions evolve to help in
care coordination—such as online patient portals, which are often available only in English, to create
access to test results, medication lists, and provider communication—patients from disadvantaged
and minority backgrounds with inferior access to technology will be left even further behind (Chang
et al., 2018).

Lastly, race, ethnicity, and language also track with social determinants of health that place
individuals at higher risk for readmission (Fischer et al., 2021). Challenges include poor access to
primary care, disparities in insurance coverage impacting eligibility for home services, affordability
of out-of-pocket medication costs, homelessness, schedule inflexibility due to employment type, and
lack of reliable transportation.

CULTURALLY AND LINGUISTICALLY APPROPRIATE
SERVICES AT HOSPITAL DISCHARGE

The US Department of Health and Human Services defines culturally and linguistically appropriate
services (CLAS) as those that “are respectful of and responsive to the health beliefs, practices,
and needs of diverse patients” (2023). We will turn to exploring solutions at the patient, provider,
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organization, and systems level to promote linguistic and cultural competency at the time of hospital
discharge. Unfortunately, few evidence-based interventions exist to improve cultural competence:
a systematic review of strategies found that none of the studies included had shown a decrease in
disparities (Butler et al., 2016). This may be due in part to the focus on individual level interventions
while ignoring the strength of influence of organization culture and an enabling environment, or
an unproven belief that changing provider attitudes will translate into improved patient outcomes.
As such, much of what is reviewed below constitutes “best practices” that require further studies to
determine their true impact on patient-centered outcomes and health disparities (Agency for Healthcare
Research and Quality, 2020a; Centers for Medicare and Medicaid Services, 2018).

Professional Interpreters

One clear evidence-based solution to overcome linguistic barriers at the time of hospital
discharge is the use of professional interpreters. There is robust evidence that use of professional
interpreters improves the quality and safety of care while also reducing hospital length of stay
and readmission rates (Bauer & Alegria, 2010; Diamond et al., 2019; Heath et al., 2023; Joseph
et al., 2017; Karliner et al., 2007; Karliner et al., 2017). The form of interpreter appears to be
less important, with equal patient satisfaction rating of in-person, video, or phone interpretation
(Joseph et al., 2017; Pathak et al., 2021).

Despite national laws mandating universal access to interpreters, widespread underuse in the
hospital setting remains (Diamond et al., 2009; Diamond et al., 2010; Hartford et al., 2019; Schenker
et al., 2011). A study from 2010 found that only 14% of hospitals surveys met all CLAS standards
relating to language services (Diamond et al., 2010). Providers often opt for more convenient ad
hoc interpreters—such as bilingual hospital staff who are not trained as interpreters and family
members—or try to “get by”” without one, possibly due to overestimation of their own language skills
in institutions that do not test bilingual providers (Lion et al., 2012; Schenker et al., 2011). Other
factors such as lack of identification of language barriers or variable quality of interpreters have also
been identified as drivers of non-use (Lion et al., n.d.). One study found that placing dual handset
telephones beside al hospital beds drastically increase compliance with interpreter use, suggesting
inconvenience plays a major role in underuse (Lee et al., 2018). When providers fail to use professional
interpreters, patients may not feel comfortable requesting one. On the flipside, patients themselves
may decline professional interpreters, possibly due to a lack of understanding about their benefit or
concerns about confidentiality, which is especially salient in small cultural communities where patients
may encounter interpreters outside of the hospital. Training providers in the proper use of interpreters,
and national certification for professional interpreters could target these issues (Jones et al., 2020).

Provider education on the benefits of professional interpreter use alone is likely to be an effective
strategy to fix this implementation gap. Interventions that target the multilevel determinants of
interpreter use are needed for sustainable change to occur (Khoong & Fernandez, 2021). Technology
must be harnessed to help providers easily identify patients with language barriers(i.e., verbal and
written language preference in the electronic medical record), to reduce the inconvenience of accessing
interpreters (i.e., quick and easy to use phone and video interpreter capacity in each patient room),
and to improve the quality of interpretation (i.e., tablet-based video interpreters).

Institutional policies around use of professional interpreters are key to improving their
real-world use (Lion et al., 2023). Hospitals should clearly communicate expectations and build
capacity to audit interpreter use at the provider level. For example, hospitals could build a “hard
stop” for all documentation in the electronic medical record that requires providers to document
if an interpreter was used and which form for all patients registered as LEP. This could link
with requests for phone or in-person interpreters that day to ensure accuracy in documentation.
Regulatory agencies and payors could require this documentation and provide financial incentives
to facilities that meet benchmarks.
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Workforce Diversity

A second clearly evidence-based approach to improving CLAS is to increase the diversity of health
care providers to match that of the population served (Handtke et al., 2019; U.S. Department of
Health and Human Services O of MH, n.d.). A diverse healthcare workforce brings a broader range
of perspectives, experiences, and cultural competencies to the table, enabling better understanding and
responsiveness to the needs of diverse patient populations. Incorporating individuals from different
racial, ethnic, and cultural backgrounds into the workforce may be an effective strategy to mitigate
biases and stereotypes, promoting fair and unbiased treatment. Moreover, a diverse workforce can
inspire trust and confidence among patients, particularly among marginalized communities who have
historically faced discrimination and disparities in health care. While such efforts are worthwhile, the
payout is not immediate. Success will require significant investment from hospitals, universities and
medical schools, and the government to invest in pipeline programs and ongoing support to ensure
adequate health care worker support to prevent burnout (Lawrence et al., n.d.).

A more diverse workforce will create more opportunities to match patients and provider
demographics to remove the linguistic and cultural barriers that strain communication and trust.
Studies have shown that patient-provider concordance according to language, race, ethnicity, and
gender improve patient satisfaction, though the impact of clinical outcomes remains unclear (Ngo-
Metzger et al., 2007; Takeshita et al., 2020). In addition, supporting more providers in acquiring
language skills can increase the pool of language concordant providers. However, it is vital to formal
test provider fluency before allowing providers to directly communicate with patients with a non-
English preference and to have a clear policy that these providers cannot serve as interpreters for
others (Lion et al., 2012).

Universal Precautions for Low Health Literacy

Given the high prevalence of LHL in the U.S., especially among racial and ethnic minorities,
we encourage hospitals take a “universal precautions” approach at the time of hospital discharge
(Agency for Healthcare Research and Quality, 2020b). This approach of assuming all patients have
LHL prevents the need for staff conducting discharge teaching to screen for health literacy and may
increase routine use of evidence-based communication techniques. Best practices for LHL include
using simplified language at no higher than a fifth grade reading level. Teach-back, a method to
confirm patient/family understanding of what a provider wants to communicate, has been proven to
improve patient comprehension and clinical outcomes, including lower rates of hospital readmission
(Griffey et al., 2015; Ha Dinh et al., 2016; Lindblom et al., 2023; Mahajan et al., 2020; Yen et al.,
n.d.). Training staff in the use of teach-back via a professional interpreter is key given the additional
complexity involved (Centre for Culture E&H, 2017).

Hospitals can also develop enhanced discharge teaching materials that have been shown to
improve comprehension in populations with LHL. These include visual aids, such as pictographics,
or short informational videos (Hill et al., 2016; Houts et al., 2006; Kountz, 2009; Lion & DeCamp,
2019; Lion et al., 2019; Zeng-Treitler et al., n.d.). Novel IT solutions that can provide in-depth patient
teaching—such as embodied conversational agents, computer-generated characters that facilitate
interactive communication with patients that simulate human face-to-face conversation—are promising
solutions as they reduce burden on hospital staff. Furthermore, these solutions can easily be scaled
to serve patients with LEP.

Translation

While access to interpreters, professional who translates spoken words, is common in hospitals, few
have developed capacity for translation, which refers to converting written words in another language
(Choe etal., 2021; Davis et al., 2019). The ability to reference key information after hospital discharge
is vital given the low retention of information at the time of discharge (Townshend et al., 2023).
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AHRQ recommends providing all patients on discharge with written instructions that summarize
their hospital course, self-care instructions, medication changes and potential side effects, follow-up
appointments, and issues to discuss with primary care after discharge. This patient-facing discharge
summary is typically not prepared until the day of discharge and translation services typically cannot
provide this quick of turnaround, meaning most patients with LEP are given these instructions only
in English. As such, there is a systemic inequity as patients with LEP are not provided personalized
discharge instructions in their preferred language. While stock handouts may be available in multiple
languages, these provide only generic recommendations that fail to address all categories of information
recommended for discharge communication with patients. Some providers use Google translate or
other publicly available language translation services. However, studies have shown that the quality
of translation is error prone and pose a patient safety risk (Lee et al., 2023; Taira et al., 2021). New
technology for high fidelity on-demand translation for hospital discharge and other novel solutions
that can overcome this barrier should be a priority for researchers.

Systems Navigation

Primary care follow up within seven days of discharge has been shown to reduce readmissions
(Anderson et al., 2018). Obtaining appointments may be challenging for patients who face linguistic
barriers—as front desk staff may not speak their language—or lack an existing connection to
primary care—which is more common for minoritized groups. As such, policies that ensure universal
primary care follow-up prior to discharge could help diverse populations avoid this barrier that likely
contributes to disparities.

As questions or concerns often arise after hospital discharge all patients need clear instructions
on who to call when questions arise post-discharge. A standardized post-discharge telephone call may
reduce readmission (Vernon et al., 2019). Similarly, access to online patient portals can provide a
much needed means of accessing information and guidance without returning to the emergency room
(Chang et al., 2018). There is little data currently about how equitable the reach of these programs
is, given the language barriers for patients with LEP face and possible disparities in smart phone
ownership by race and ethnicity. Potential avenues for future research include provision of low-cost
cellphones at the time of discharge and technology-enabled solutions to improve communication with
diverse patient populations during this important transition of care.

Patient navigation is another promising strategy to better support patients from diverse backgrounds
during the transition from hospital to home. Community health workers that provide post-discharge
support can help patients who face barriers to care navigate health systems more effectively. One
program delivered to primarily Black patient population that focused on both systems navigation and
social support found a reduction in recurrent hospital admissions (Kangovi et al., 2014). However,
another program which utilized bilingual community health workers found an increase in readmissions
in younger patients, possibly due to increased detection of important health needs (Balaban et al.,
2015). Further data is needed to clarify which programmatic components result in positive impacts
for both patients and health systems.

Cultural Competency/Humility Training

Cultural competence is at its core the ability to understand, respect, and effectively interact with people
from cultures other than one’s own (Butler et al., 2016). Slowly replacing this concept is cultural
humility, which emphasizes critical self-reflexivity and awareness of personal biases, ultimately
seeking to reduce power imbalances between patients and providers (Kibakaya & Oyeku, 2022). For
healthcare providers, cultural humility is crucial to delivering high-quality patient-centered care that
includes developing the skills to fostering trust and rapport across cultural divides. Many organizations
have produced curricula for training hospital staff in cultural competence, including an entire library
from AHRQ that is publicly available (Agency for Healthcare Research and Quality, 2023). These
materials include recommendations on delivering the transitional care intervention ReEngingeered



Journal of Healthcare Management Standards
Volume 3 ¢ Issue 1

Discharge (Project RED) to diverse populations, including assessing health beliefs related to
medications, awareness of non-verbal communication that may differ by culture, considerations
regarding the role of family and traditional healers, and tips for effective use of interpreters (Agency
for Healthcare Research and Quality, 2020a; Jack et al., 2009).

Despite the significant resources that have been invested in cultural competency training, to
date it has not been shown to reduce health disparities (Butler et al., 2016). Some studies have found
improvement in patient satisfaction after provider training, but the quality of evidence is low and
effect size small. There remains a need for effective models to prepare clinicians to care for diverse
populations. Training that focuses on specific communication skills—for example, overcoming
patient deference to authority or promoting patient and family engagement in care—or evidence-based
strategies to combat implicit bias are areas for further inquiry.

Health Related Social Needs Screening

While screening for health-related social needs (HRSN) screening has become quite commonplace
in the outpatient setting, its use during a hospitalization remains less common (Drake et al., 2021;
Escobar et al., 2021). However, data suggests that investment in HRSN in the inpatient setting is on
the rise (Horwitz et al., 2020; Patel et al., 2022). Studies that robustly evaluate the impact of HRSN
screening on readmission and other patient-centered outcomes at the time of hospital discharge
should be a priority.

Meaningful Involvement of Patients and Their Families in the Discharge Process

While understanding the vulnerabilities of diverse populations is important to targeting areas
for intervention, so is recognizing strengths of these communities. Given the prominent
role of family in many other cultures compared to the U.S. Qualitative evidence has shown
that minoritized patients are more likely to feel that their needs and preferences were not
considered in discharge planning (Jones et al., 2023). As such, best practices to understand
patients’ and families’ preferences and values should be pursued as a strategy to promote
engagement. If successful, such efforts are likely to reduce readmissions: a study conducted
in older adults found that when family was involved in discharge planning the risk of
readmission was reduced by 25%. However, given the importance of family in many cultures
it is an evidence-informed recommendation.

PUTTING IT INTO PRACTICE

To date many interventions have been developed to improve the transition from hospital to home
(Fgnss Rasmussen et al., 2021; Leppin et al., 2014; Naylor et al., 2017; Transitional Care Interventions
to Prevent Readmissions for People With Heart Failure, n.d.; Wray & Jones, 2023). While each
vary, they share many common features, or transitional care components, which are listed in Table
1 (Li et al., 2021). As hospitals and health systems consider how to implement changes to improve
linguistic and cultural competency at the time of hospital discharge discussed above, knowing how
to put them into action at the patient level can present a challenge. As such, we have summarized
the key considerations for delivering a discharge intervention to culturally and linguistically diverse
populations and matched them to each transitional care component (Table 1).

CONCLUSION

National CLAS principal standard is to “provide effective, equitable, understandable, and respectful
quality care and services that are responsive to diverse cultural health beliefs and practices, preferred
language, health literacy, and other communication needs” (U.S. Department of Health and Human
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Table 1. Suggestions

Transitional Care Component Considerations for Diverse Populations

- Identify language needs and preferences (spoken, written)

- Explore patient’s cultural identity

- Explore family involvement and community supports

Conduct an initial patient needs assessment - Review insurance status, connect with resource to apply if uninsured or underinsured
- Screen for need for support around social determinants of health (i.e. food
insecurity, housing)

- Assess connection to primary care

- Ask about complementary and alternative medications

Medication reconciliation C N .
- Ask about medications brought from out of country

- Employ universal precautions for health literacy

Create patient-facing discharge summary (After Visit - Develop capacity for on-demand translation or workarounds (i.e. audio recording
Summary or After Hospital Care Plan) discharge teaching with interpreter)

- Cultural adaptation of any stock handouts used

- Consider influence of cultural on dietary and lifestyle recommendations
Patient education: review summary with patient (and family) | - Provider training in effective use of interpreters
- Assess understanding using teach back

- Confirm typical mealtimes for any taken with food

- Translate medication labels

- Check cost of new medications and connect with resources for discounts
- Consider bedside medication delivery

Discharge medications and DME

- Ensure communication with post-discharge providers

Plan for pending tests/studies - Enroll in patient portal (if language concordant)

- Schedule prior to discharge
Follow-up appointments - Arrange interpreter if needed
- Consider transportation (voucher)

- Arrange interpreter if needed

Post-discharge phone call - Stock of cell phones to send with patients

- Explore cultural appropriateness of in-home care

Post-discharge home visit - .
B - Arrange interpreter if needed

Note: Table adapted from Re-Engineered Discharge to Diverse Populations (Hall et al., 2015) tool contained in the RED Toolkit on the AHRQ website

Services O of MH, n.d.). In this article we have explored the complex interconnection between
language, race, ethnicity, and culture and the hospital discharge process with the aim of contributing
to the growing body of knowledge and advance the development of culturally competent practices
at this critical transition in care. Adapting care to needs of minorized groups is increasingly being
recognized as a pillar of quality in health care and a key strategy for addressing pervasive health
inequities (Alvidrez, Néapoles, Bernal, Lloyd, Cargill, Godette, Cooper, Horse Brave Heart, Das, &
Farhat, 2019). Despite the multitude of transitional care interventions developed and tested to date,
the vast majority have excluded participants with LEP. Simply extrapolating these interventions to
diverse populations means they are unlikely to meet the needs of diverse populations and fail to
achieve the desired impact of reducing readmissions. There is an urgent need for transitional care
interventions that are designed or adapted to meet the unique needs of patients with LEP and from
other minoritized communities. Understanding how to best support diverse populations at the time
of hospital discharge is critical step towards achieving equitable, patient-centered care.

ABBREVIATIONS

AHRQ: Agency for Healthcare Research and Quality
HRSN: Health Related Social Needs

LEP: Limited English Proficiency

LHL: Low Health Literacy

U.S.: United States
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