Journal of Nursing and Patient Health Care
Volume 6 | Issue 1
ISSN: 2767-9292

Research Article Open Access

Monolingual and Multilingual HCWs Perceived Discussions and Communica-

tion Strategies with Patients

Brantmeier C", Despina Tsiamtsiouris’, Michael Strube’, Thammatat Vorawandthanachai’, Uma K. Paithan-
kar’, Ben Schmiedt’ and Anjali Rajkumar’

'Professor of Applied Linguistics, Global Studies, Faculty Scholar, Institute for Public Health, Washington University in St.
Louis, St. Louis, MO, United States of America

*Washington University in St. Louis, MO, United States of America

*Professor of Psychological & Brain Sciences, Professor of Physical Therapy, Washington University in St. Louis, MO, United
States of America

“Resident Physician, Department of Obstetrics and Gynecology, Maimonides Medical Center, New York

”Corresponding Author: Brantmeier C, Professor of Applied Linguistics, Global Studies, Faculty Scholar, Institute for Public
Health, One Brookings Drive, Washington University in St. Louis, MO, United States of America, Tel.: +1-3144227686, E-mail:

cbrantme@wustl.edu

Citation: Brantmeier C, Despina Tsiamtsiouris, Michael Strube, Thammatat Vorawandthanachai, Uma K. Paithankar, Ben Sch-
miedt, Anjali Rajkumar (2025) Monolingual and Multilingual HCWs Perceived Discussions and Communication Strategies

with Patients, ] Nurs Patient Health Care 6(1): 101

Received Date: March 07,2025 Accepted Date: April 07,2025 Published Date: April 11, 2025

Abstract

In a study conducted across clinics and hospitals in St. Louis during COVID-19, healthcare workers (HCWs) perceived lan-
guage/communication barriers with language diverse patients (LDPs) at the onset of the COVID-19 pandemic, and this chal-
lenge did not improve over time [1]. In an attempt to continue to address health disparities, the present study uses a subset
of data and takes a closer look at demographic factors within the group of HCWs in order to examine whether HCWSs’ lin-
guistic characteristics (being monolingual or multilingual) matter in perceived communication with all patients and specifi-
cally with LDPs, and it specifically examines strategies and techniques used in oral discussions [1]. Overall, findings re-
vealed no reported differences between multilingual and monolingual HCWs in perceived language barriers, with both
groups agreeing that these challenges did exist. Specifically, though, multilingual HCWSs reported more effective communi-
cation and patient understanding in their care discussions with LDPs than the monolingual HCWs. Regarding specific tech-
niques and strategies used for communication with all patients, multilingual HCWSs reported higher ratings for LDPs asking
questions for clarification as well as their own ability to modify language for better understanding than did their monolin-
gual counterparts. Multilingual HCWSs perceived that their patients were better able to repeat back their understanding of
both their diagnosis and treatment plan than did the monolingual HCWs. Interestingly, while multilingual HCW's were less
likely to report having received training on communication with patients, both groups indicated that they would like further

training. Additionally, multilingual HCWs showed more interest than their monolingual counterparts in receiving ongoing
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information about how their facility communicates with LDPs. These findings imply the need for increased training and dis-
cussion/engagement for HCWs surrounding their communications with all patients, especially LDPs, to maximize/ensure

patient understanding in patient/HCW discussions.

Keywords: Communication Strategies; Health Disparities; Language; Language Diverse Patients

Introduction and Literature Review

Nutbeam categorized three dimensions of health literacy (HL) that focus exclusively on the patient: functional health literacy
(which describes basic tasks to function, like reading a food label and telling the time for an appointment), interactive health lit-
eracy (which includes the skills needed to interact with and understand a healthcare provider, like listening skills and being able
to respond to the doctor), and critical health literacy (which covers the skills needed to analyze the health information being
presented and use it to maintain control of the situation to get to the outcomes you want, including the idea of being a self-ad-
vocate in the health setting) [2]. In all three dimensions of HL, the role of the HCW seems left out of the equation, and clearly
there is a dearth in the literature that addresses language differences within groups of HCWs. Since 2000, when the President of
the USA signed the Executive Order 13166, healthcare systems in the USA have had a legal responsibility to provide care to all
patients in a language that they understand. More specifically, “the Executive Order requires Federal agencies to examine the
services they provide, identify any need for services to those with limited English proficiency (LEP), and develop and imple-
ment a system to provide those services so LEP persons can have meaningful access to them.” One method of attending to the
language barriers is to provide language-concordant care, where the patient and physician speak the same language. The lack of
multilingual providers, however, who speak the same language as their patients, continues to be an issue, and this may not
change any time soon [3]. In the absence of language-concordant care, many hospitals and clinics provide interpretation ser-
vices, but sadly, it appears that residents are ill-equipped with the necessary skills to utilize language services to communicate
with patients. This underutilization of resources can impact patient safety and lead to the formation of career-long habits that

normalize linguistically inappropriate care [4].

Challenges with communication due to language and cultural differences between HCWSs and patients are well documented,
and as recently as 2018, HCWs admit that in the USA the clinical care provided to patients with limited English abilities is dif-
ferent than the care given to English-speaking patients [5]. With the implementation of the curriculum content standards for
medical students set forth by the national Liaison Committee on Medical Education (LCME), it is expected that communica-
tion skills and cultural competence are part of all medical school training. It is well documented that language-appropriate care
improves healthcare communication, utilization, and outcomes [6]. Linguistically and culturally appropriate communication is
integral to the effective exchange of information. Given the lack of language-concordant care along with the underutilization of
interpreters, the present study attempts to examine whether multilingual healthcare providers, even when they may not speak
the same language as the patient, differ in their communication styles and strategies as compared to their monolingual counter-

parts.

The Present Study

The present study utilizes a subset of data from Brantmeier et al [1]. Brantmeier et al revealed important findings about specific
strategies that HCWs utilize in communications with patients about COVID-19 [1]. For example, the ‘teach-back’ technique
had significant higher use with language diverse patients (LDPs) one year into the pandemic than at the onset, but the magni-
tude of the change was small, with still a minority of healthcare workers giving high ratings for asking patients and clients from
language diverse groups to repeat back their treatment plan to confirm understanding. On the other hand, healthcare workers

did not give high ratings at either time point for the item “patients from language diverse groups asked questions for clarifica-
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tion.” Additionally, findings indicated that patients did not repeat back to confirm understanding of both diagnosis and treat-
ment plans at either time. Results also showed that 62% of the HCWs had received training on how to communicate with lan-
guage minority patients, and 69% said they would like to learn more specific strategies for communication with language mi-

nority groups.

Research Questions
The following research questions guide the present study:

e Does the HCW’s linguistic characteristic (being monolingual or multilingual) matter with perceived language barriers

with their patients? Do HCWs think patients are satisfied with their discussions?

o Are there differences between monolingual and multilingual HCWs’ use of techniques and strategies for discussions

with LDPs? (i.e.. HCW modifies language, patients ask questions)

o Are there differences between monolingual and multilingual HCWs’ use of the teach-back technique for diagnosis and

treatment plan with all patients?

e Have both monolingual and multilingual HCWSs received training on communication in the past? Are they interested in

continued training?

Methodology

The 72-item online survey, entitled Self-Assessment Health Communications (SAHC), was developed and validated by scho-
lars in Applied Linguistics and Psychology as well as HCWs presently active in the profession [1]. The survey took 10-12 min-
utes to complete, and for the present study, only items that examined oral communication and training of HCW's were includ-
ed. Demographic information included age, gender, race, ethnicity, profession, division, and use of languages other than En-
glish at home. During a time period of 6 weeks, the survey was sent out electronically to respondents by division heads and ad-
ministrative assistants, approximately one year after the onset of the COVID-19 pandemic. With IRB approval, the letter invit-
ing HCW s to participate explained that the results would be used for research purposes and would inform the development of
communication trainings. Participants reported their current experiences and then were asked to recall what it was like at the
onset of the pandemic. The survey was initially sent out without offer of compensation, and three weeks after dissemination, a

$10 gift card incentive was added to increase participation.

Participants

For the present study, 338 respondents from the St. Louis region completed the entire survey and were included in the analysis
(278 women, 59 men, and 1 prefer not to say). Ages for all respondents ranged from 18 to 75 years and older. The largest re-
sponding groups consisted of the following: 158 registered nurses, 56 staff nurses, 43 resident/fellow physicians, 31 other, and
27 attending physicians. The largest groups responding came from Pediatrics (127 respondents), Other (114 respondents), In-
ternal Medicine (67 respondents), Intensive Care (42 respondents), Emergency Medicine (23 respondents), and Medical Oncol-
ogy (21 respondents). Of the total participants in the study, 41 reported speaking languages other than English outside of work.
For the purposes of this article, these participants are labeled “multilingual” and their counterparts, who do not speak lan-

guages other than English outside of work, are labeled “monolingual.”
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Results

RQI: Are there differences between monolingual and multilingual HCWSs’ perceived language barriers with their LDPs? Do

HCWs think patients are satisfied with their discussions?

As depicted in Figure 1 below, monolingual and multilingual HCWs did not report strong agreement or disagreement about ex-
periencing language barriers with LDPs, and this rating did not change over time. Overall, both groups agree that language bar-

riers do exist.

However, as illustrated in Figure 2, for the item that focused on LDP satisfaction with discussions, there is a significant effect of
time, of HCW language use outside of English, and a marginally significant interaction. More specifically, all HCW felt their
LDPs were more satisfied with their discussions at the end of the study than at the onset of the pandemic (p < 05). In looking at
differences by HCW group, multilingual HCWSs perceived more satisfaction with their patient care discussions than the mono-
lingual HCWs, and this difference was statistically significant (p <.05). For both groups, the difference in perceived satisfaction
with LDP/HCW discussions was greater at the end of the study than at the onset of the pandemic. There is a marginally signifi-

cant interaction between the effect of time and foreign language use (p=0.058).

RQ2: Are there differences between monolingual and multilingual HCWSs’ use of techniques and strategies for discussions with

LDPs? (i.e.: patients ask questions, HCW modifies language, HCW uses teach-back, etc.).

'l experienced language barriers with my patients/clients
(e.g., | did not know their native language; had
difficulty with their accent, etc).'

5 strongly

95% Confidence Intervals
Disagree

Strongly
Agres

a

Onset Now
Time

Can Speak Language [ ves [ | no
other than Engish?

Figure 1

'My patients/clients from language minority groups
seemed satisfied with our discussions
about COVID-19.

5 Stronaly

z 95% Confidence Intervals
Disagree

Q4.2

Strongly
Agres

Onset Now
Time
Can Speak Language [ ves [| no
other than Engish?

Figure 2
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In the present study, as illustrated below in Figure 3, when examining differences between monolingual and multilingual
HCWs, there was a significant effect of time and marginally significant effects for language use and interaction with LDPs.
Overall, HCWs report being asked more questions about COVID-19 at the end of the study than at the onset of the pandemic
(p < .05). The marginally significant effects indicate that this was more the case for multilingual HCWs than their monolingual

counterparts.

With regard to the communication strategy of modifying language during discussion with LDPs, as illustrated below in Figure

4, there is a significant effect of time and HCW multilingualism/monolingualism. When looking at the groups together, HCWs’
ability to modify their language to be understood by patients was better at the end of the study than at the outset of the pandem-
ic; however, multilingual HCW: s felt they were better able to modify their language for enhanced understanding compared to

the monolingual HCWs. The observed differences between monolingual and multilingual HCWSs were statistically significant
(p<0.05).

RQ3: Are there differences between monolingual and multilingual HCWSs’ use of the teach-back technique for diagnosis and

treatment plan with all patients?

'If a patient/client from a language minority group
did not understand me, | was able to modify
my language so that they understood me.’

5+ Strongly

55% Confidence Intervals
Disagree

Q4.9

[X]

Strongly
7 Agree

-

Onset Now

Time

Can Speak Language [ ves [ | to
other than Engish?

Figure 3

'My patients/clients from language minority group
asked me questions about COVID-19 for clarification.’

54 Strongly

3 85% Confidence Intervals
Disagree

Y]

Strongly
Agree

-

Onset Now

Time

Can speak a X ves [ no
foreign language?

Figure 4
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Figure 5, below, shows a significant main effect of time and HCW monolingualism/multilingualism for the teach-back tech-
nique, where patients repeat back to HCWs in order to confirm an understanding of the diagnosis. The patient’s ability to re-
peat back the diagnosis was perceived to be better at the end of the study than at the outset of the pandemic, and when looking
at differences between the groups, multilingual HCWs indicated that their patients were better able to repeat back their unders-

tanding of their diagnosis; this difference was statistically significant (p<0.05).

'Patientsiclients repeated back to me what | had
just said to them in order to confirm their
understanding of their diagnosis.’

51 Strongy %5% Confidence Intervals
Disagree
41
(=]
-
3‘ 3
21
Strongly
11 Agree
Onset Now
Time
Can Speak Language [ ves [ | no
other than Engish?
Figure 5
'Patientsiclients repeated back to me what | had
just said to them in order to confirm
their treatment plan.’
5 Strungry %5% Confidence Intervals
Dizagree
41
i
—
%=
21
Strongly
11 Agree
Onset Now
Time

Can Speak Language [ ves [ | no
other than Engish?

Figure 6

Figure 6 shows a significant main effect of time and of foreign language experience for the survey item about the teach-back
strategy for confirming the treatment plan. More specifically, the ability of patients to repeat back their understanding of their
treatment plans was perceived to be better at the end of the study than at the onset of the pandemic. Multilingual HCWs
perceived their patients were better able to repeat back their understanding of their treatment plan than did the monolingual
HCWs. this finding was statistically significant (p<0.05).

RQ4: Have HCWs received training on communicating with LDPs in the past? Are they interested in continued training?

Annex Publishers | www.annexpublishers.com Volume 6 | Issue 1



7 Journal of Nursing and Patient Health Care

As shown in Figure 7 below, HCWs who could speak a foreign language were less likely to report having received professional
training on how to communicate with language minority patients. This observed difference between monolingual and multilin
gual HCWs is statistically significant (p<0.05).

'l would like to receive training that addresses communicatic
skills during interactions with patientsi/clients
who do not know English.’

o Strungly 95% Confidence Intervals
Dizagree
e
!
o 3
(=}
T i
HE;
21 1
Strongly
11 Agree

Yes No

Can Speak Language other than Engish?

Figure 7

Figure 8 illustrates that foreign language experience did not have a significant impact on HCWs’ beliefs regarding the need for
formal training to improve communication with LDPs.

Figure 9, below, indicates that foreign language experience did not have a significant effect on HCWSs’ desires for additional

training focused on communication skills when interacting with patients who do not know English.

‘I need training to better communicate
with patientsiclients from language minority groups.’

57 Stl.'ungly 95% Confidence Intervals
Disagree
4
o
©o 3
=}
'|' T
l [
2
Strongly
11 Agree
Yes No

Can Speak Language other than Engish?

Figure 8
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‘In the past, | had received professional training
on how to communicate with language
minority patients.'

5 Strung,y 95% Confidence Intervals
Disagree
4
]
w 3 T
° 1
T
=
2
Strongly
17 Agree
Yes No

Can Speak Language other than Engish?

Figure 9

'l would like to learn more specific strategies for
communication with patients/clients from
language minority groups.’

St
57 Strongly 95% Confidence Intervals
Disagree
4
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@ 3
(=]
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2 il
Strongly
17 Agree
Yes No

Can Speak Language other than Engish?

Figure 10

Figure 10 shows that foreign language experience had no significant effect on HCW5’ desires to learn more targeted communica-
tion strategies for communicating with patients from language minority groups.

The data in Figure 11 below demonstrates that HCW's with foreign language experience were more likely to express a desire for
ongoing updates on how their facility is communicating about COVID-19 to minority language groups. This observed differ
ence between monolingual and multilingual HCW is statistically significant (p<0.05).

'l would like to receive ongoing information about
how my facility is communicating about COVID-19
to language minority groups.’

5 Strongly
Disagree

95% Confidence Intervals

H

(N

Strongly
Agree

a

Yes No

Can Speak Language other than Engish?

Figure 11
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Discussion
Perceived Language Barriers with LDPs

Al Shamsi et al focus on the consequences of poor communication and report that both medical providers and patients claim
language barriers are the reason for reduced satisfaction with the quality of healthcare delivery [7]. Clearly, language barriers in
healthcare continue to be a challenge throughout the USA. Overall, in the present study both multilingual and monolingual
HCWs agree that language barriers with patients did exist. It is important to note that multilingual HCWSs reported more effec-
tive communication and patient understanding in their care discussions with LDPs than the monolingual HCWs. This con-
trasts recent work by Nissen et al who reported that both bilingual and monolingual HCWs communicated effectively with
their patients [8]. Their study specifically addressed language-concordant versus language-discordant care when expressing un-

certainty. The present study did not address the specific situations regarding language-concordant care.

Monolingual and Multilingual HCW Discussions with LDPs

Culturally competent communication is key to ensure that health messages are adequately conveyed to patients [8,9]. Diamond
specifically contends that physician demographics should try to reflect the language use of the communities that are being
cared for [9]. In a study with Spanish speaking patients, for example, patients with language concordant care providers report-
ed greater patient satisfaction and asked more questions than their non-language concordant counterparts [10]. Furthermore,
Narayanan et al report that overall, multilingual care providers felt more comfortable communicating with culturally and lin-
guistically diverse patients than did their monolingual counterparts [11]. The present study did not specifically address comfort
levels of HCWs, but with regard to specific techniques and strategies used for communication with all patients, multilingual
HCWs reported higher ratings for LDPs asking questions for clarification as well as their own ability to modify language for bet-
ter understanding than did their monolingual counterparts. The ability to adapt communication to increase understanding, by

modifying or simplifying language, in the absence of language concordant care, is integral.

Monolingual and Multilingual HCWs’ Use of the Teach-back Technique with all Patients

HCWs should ensure the health information conveyed is clearly understood by all patients, with both the diagnosis and treat-
ment plan. Studies have emphasized the effectiveness of teach-back methods in patient education and the improved outcomes
when using this strategy with patient-centered communication [12] With the use of the Teach-Back Technique, HCWs are ad-
vised to carefully check their patients’ understanding by asking them to repeat back important messages, especially about the di-
agnosis and treatment plan, and to avoid using epistemic expressions (e.g., “probably”) where possible. In the present study,
multilingual HCWSs perceived that their patients were better able to repeat back their understanding of both their diagnosis and
treatment plan than did the monolingual HCWs. This is not surprising given that the multilingual HCWs also reported higher
ratings for their ability to modify speech during their interactions with all patients. With modified input, patients may be better
able to clarify their understanding when they repeat back the diagnosis and treatment. A future study should directly examine
the techniques multilingual HCWs use for simplifying their oral discourse and investigate whether this modified input en-

hances the patient’s ability to teach back both the diagnosis and treatment for all patients with low health literacy.

HCWS’ Prior and Continued Communications Training

In the present study, while multilingual HCWSs were less likely to report having received training on communication with pa-
tients, both groups indicated that they would like further training. Current studies have highlighted the need for more compre-
hensive training programs to enhance effective communication skills among HCWs. Recently, Ahrens et al emphasize that
HCWs need to receive communication training in cultural competency, cultural humility, and how to work with medical inter-

preters [13]. Similarly, Dube et al suggest practical strategies, such as confirming mutual understanding between clinicians and

Annex Publishers | www.annexpublishers.com Volume 6 | Issue 1



9 Journal of Nursing and Patient Health Care

patients, to ensure clear communication [14]. Interestingly, the findings from the present study also revealed that multilingual
HCWs showed a stronger interest than their monolingual counterparts in receiving ongoing updates about how their facility
communicates with LDPs, particularly regarding the COVID-19 pandemic. The overall findings for items about training
suggests that multilingual HCWs may better understand the nuances of communication with language minority patients, de-
spite reporting less formal training. Additionally, effective communication with LDPs goes beyond in-person verbal consulta-
tions, extending to print materials that patients take home to read and online resources. In addition to effective verbal commu-
nication, clear print and digital information play a key role in ensuring minority language populations are adequately informed

and engaged in their healthcare.

Limitations and Directions for Future Research and Conclusion

An important limitation of the present study is that respondents were asked to recall perceptions from one year ago, which may
lead to memory bias. Additionally, self-report bias may also play a role in the present findings. A future study could explore
HCWS’ confidence levels when interacting with patients who speak languages other than English, as well as assess their familiar-
ity with specific concepts related to multilingualism, such as code-switching, culture shock, language transfer, false cognates,
etc. Culturally and linguistically responsive practices should encourage self-reflection of current communication strategies with
all patients. This reflective process could serve as a catalyst, motivating healthcare practitioners to expand their knowledge base

about effective communications with all patients.

References

1. Brantmeier C, Dube AR, Li SS, Strube M, Balmaceda MD (2021) Health Care Workers and Self-Assessed Communication
with Language Diverse Patients in the St. Louis Region at the Onset and One Year into COVID-19. J Nurse Patient Health
Care, 3: 103.

2. Nutbeam D (2000) Health Literacy as a Public Health Goal: A Challenge for Contemporary Health Education and Communi-
cation Strategies into the 21st Century. Health Promotion International, 15: 259-67.

3. Lopez Vera A, Thomas K, Trinh C, Nausheen F (2023) A Case Study of the Impact of Language Concordance on Patient
Care, Satisfaction, and Comfort with Sharing Sensitive Information During Medical Care. Journal of immigrant and minority
health, 25: 1261-69.

4. Dube AR, Ortega P, Hardin DM, Hardin K, Martinez F, et al. (2023) Improving assessment and learning environments for

graduate medical trainees to advance healthcare language equity. Journal of General Internal Medicine, 39: 696-705.

5. White J, Plompen T, Osadnik C, Tao L, Micallef E, et al. (2018) The experience of interpreter access and language discordant

clinical encounters in Australian health care: A mixed methods exploration. International Journal for Equity in Health, 17: 151.

6. Diamond L, Izquierdo K, Canfield D, Matsoukas K, Gany F (2019) A Systematic Review of the Impact of Patient-Physician
Non-English Language Concordance on Quality of Care and Outcomes. ] Gen Intern Med, 34: 1591-606.

7. Al Shamsi H, Almutairi AG, Al Mashrafi S, Al Kalbani T (2020) Implications of Language Barriers for Healthcare: A System-

atic Review. Oman medical journal, 35: e122.

8. Nissen V, Meuter RFI (2023) Language and culture in health communication in an emergency context: do health practition-

ers and patients talk differently about uncertainty and risk? Front. Commun, 8:1110558.

Annex Publishers | www.annexpublishers.com Volume 6 | Issue 1



10 Journal of Nursing and Patient Health Care

9. Diamond LC, Mujawar I, Vickstrom E, Garzon MG, Gany F (2020) Supply and Demand: Association Between Non-English
Language-Speaking First Year Resident Physicians and Areas of Need in the USA. ] Gen Intern Med, 35: 2289-95.

10. Jaramillo J, Snyder E, Dunlap JL, Wright R, Mendoza F, et al. (2016) The Hispanic Clinic for Pediatric Surgery: A model to

improve parent-provider communication for Hispanic pediatric surgery patients. Journal of pediatric surgery, 51: 670-74.

11. Narayanan TL, Ramsdell HL (2022) Self-reported confidence and knowledge-based differences between multilingual and
monolingual speech-language pathologists when serving culturally and linguistically diverse populations. Perspectives of the

ASHA Special Interest Groups, 7: 209-28.

12. Yen PH, Leasure AR (2019) Use and Effectiveness of the Teach-Back Method in Patient Education and Health Outcomes.
Federal practitioner: for the health care professionals of the VA, DoD, and PHS, 36: 284-89.

13. Ahrens E, Elias M (2023) Effective communication with linguistically diverse patients: A concept analysis. Patient Educa-

tion and Counseling, 115: 107868.

14. Dube AR, Ortega P, Hardin DM, Hardin K, Martinez F (2024) Improving Assessment and Learning Environments for Grad-
uate Medical Trainees to Advance Healthcare Language Equity. ] GEN INTERN MED, 39: 696-705.

Annex Publishers | www.annexpublishers.com Volume 6 | Issue 1



11 Journal of Nursing and Patient Health Care

Submit your next manuscript to Annex Publishers and !
benefit from: :
» Easy online submission process .
» Rapid peer review process X
» Online article availability soon after acceptance for Publication !
» Open access: articles available free online :
» More accessibility of the articles to the readers/researchers within the field :
> Better discount on subsequent article submission :

1

|

1

Submit your manuscript at
http://www.annexpublishers.com/paper-submission.php

Annex Publishers | www.annexpublishers.com Volume 6 | Issue 1





