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ABSTRACT

Background: Women with a refugee background and their families who have settled in a new country can
be expected to have low health literacy, and this may be a contributing factor to poor perinatal outcomes.
Brief description of activity: Effective communication is critical for meaningful engagement with patients.
Teach-Back is an interactive tool that can assist health professionals confirm whether they are communicating
effectively so they are understood and their patients can apply health information. However, evidence for its
effectiveness in interpreter-mediated appointments is lacking. Implementation: An antenatal clinic caring
for women with a refugee background provided an opportunity to explore the benefits and challenges of
using Teach-Back with this population. Staff had access to informal on-site training on health literacy and
Teach-Back, tried using Teach-Back in their clinical work, and were then asked to provide feedback on what it
was like using Teach-Back. Results: This case study identified several challenges when applying Teach-Back
in interpreter-mediated antenatal health care appointments associated with differing cultural nuances and
cultural practices. Lessons learned: Building interpersonal and cross-cultural communication capabilities
among health professionals is essential in advancing health literacy workforce practice to improve the health
literacy of non-English speaking refugee communities. Although Teach-Back may have the potential to be a
powerful tool in promoting the health literacy of these women during pregnancy, further research is required
to ensure that its use promotes safe and equitable health care. [HLRP: Health Literacy Research and Practice.
2021;5(3):e256-e261.]

Plain Language Summary: This article reports a case study of using Teach-Back in pregnancy appointments
involving a midwife and an interpreter. Several challenges for using Teach-Back were identified due to differ-
ences in cross-cultural communication. Supporting clinicians and interpreters to work together to implement
Teach-Back is required to improve cross-cultural communication and women’s health literacy.

There is compelling evidence that women with a refugee
background have higher rates of stillbirth, fetal death in-utero,
and perinatal mortality (Heslehurst et al., 2018). Some women
from this population are also less likely to attend the recom-
mended number of antenatal check-ups and report poor ex-
periences of maternity care (Yelland, Riggs, Small, et al., 2015).
Refugee populations are also known to have higher risks of a
range of physical, psychological, and social health problems re-
lated to trauma experiences, stress associated with resettlement,
and persistent disadvantage in the developed countries in which
they live.

BACKGROUND
Low health literacy can be expected in women of refugee back-
ground as they learn to navigate a new country, language, and cul-
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ture (Riggs et al.,, 2016). Low health literacy is inextricably linked
to poor engagement with health information, health services, and
poor health outcomes (Greenhalgh, 2015). Health-literate health
services make it easier for people to navigate, understand, and use
information and services to take care of their health (Brach et al.,
2012). For people with refugee backgrounds, engagement with
health information, health services, and preventive health activities
is challenging (Riggs et al., 2020).

Although health literacy is commonly defined as an individual
trait (the capacity to obtain, process, and understand basic health in-
formation and services that are needed to make appropriate health
decisions) (Berkman et al., 2010), it is acknowledged that health
system reform is required to better align health care delivery with
people’s skills and abilities (Rudd & Anderson, 2006). Strengthening
organizations’ ability to promote health literacy requires testing in-
novative strategies and determining their impact and effectiveness.
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Prior Research on Teach-Back

Teach-Back is a potentially useful communication and en-
gagement strategy for clinicians to incorporate into consulta-
tions. Teach-Back evolved from clinical encounters with English-
speaking patients, in which physicians were observed checking
patient recall of information about the management of their
diabetes (Schillinger et al., 2003). It is an interactive, evidence-
based communication strategy that requires health professionals
to ask people to repeat what has been explained to them but in
their own words (DeWalt et al., 2010; Koh & Rudd, 2015). If a
patient understands what the physician has told them, then they
are able to teach back the information accurately. Teach-Back
can be used to explore understanding and how people will use
health information. The onus is on the health care professional
to make sure their explanation has been clear, understood, likely
to be remembered and applied, and to make it known that it is
not a test of the person’s capacity to recall the information ver-
batim. Paasche-Orlow and Wolf (2010) suggest that inability to
recall health information should not be framed as a patient defi-
cit but instead as a challenge to health care providers to reach out
and communicate more effectively. Teach-Back can potentially
play an important role in delivery of equitable access to health
care and health information (Volandes & Paasche-Orlow, 2007).

However, there is little evidence of how this communica-
tion tool is used when clinicians work with interpreters to pro-
vide health information to clients with low-English proficiency
(Morony et al., 2017). Typically, interpreters provide a language
service with strict parameters governing their role. This in-
cludes only interpreting what is said between the clinician and

patient, with no interjecting. There is also no ongoing relation-
ship with the client, with the only exception being subsequent
episodes of care where the same interpreter may be requested
to support continuity. Credentialed interpreters operate under a
code of professional ethics to ensure their services are impartial
and confidential and should not influence the discussion in any
way (Centre for Culture Ethnicity and Health, 2014b). Interpret-
ers are often arranged via external agencies employing a pool
of interpreters who are assigned to “job requests” This means
interpreters frequently work across multiple organizations with
little continuity. Some hospitals employ interpreters in major
languages directly, and use “external” interpreters only for “out
of hours” consultations and for less common languages. Some
interpreters who are employed by hospitals (rather than con-
tracted by an interpreting agency) may have additional roles as
part of their position, such as supporting patients to access and
navigate health services.

BRIEF DESCRIPTION OF ACTIVITY

The antenatal health care setting provides opportunities for
an active and preventive learning environment for health pro-
fessionals to engage with women (and their families) in a way
that can promote health literacy. In Australia, public care is of-
fered to women who are pregnant and their families through
public hospital antenatal clinics or in shared-care arrange-
ments between a community-based general practitioner and
hospital antenatal clinic. Women in this public care system
have labor, birth care, and postnatal care provided by hos-
pital staff. Guidelines suggest that for a woman’s first preg-
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nancy (without complications), she should have a minimum of
10 scheduled appointments that include clinical check-ups and
focus on the provision of information and advice (Department
of Health, 2018). Given that the evidence holds promise for the
effectiveness of Teach-Back as a tool for improving engagement
in health care and health literacy, we were keen to trial its use
in an antenatal setting. In particular, we aimed to explore the
usefulness, benefits, and challenges of using Teach-Back with
women of low-English proficiency of refugee background dur-
ing pregnancy. Our research question was “what is the experi-
ence of using teach-back in antenatal care from the perspective
of a midwife and interpreter?”

This article presents learnings from Bridging the Gap, which
is an innovative partnership of 12 agencies that came together
over 3.5 years to address inequalities in refugee perinatal health
through quality and safety health systems reform (Yelland,
Riggs, Szwarc, et al, 2015). A quality improvement activity
was co-designed by a working group from the partnership to
trial the application of Teach-Back. This article reports the les-
sons learned from incorporating Teach-Back in antenatal care
consultations involving interpreters with women from refugee
backgrounds and provides considerations for organizations to
support health care workers to use Teach-Back.

Human research ethics approval was obtained by the Human
Research Ethics Committee of the Royal Children’s Hospital (ap-
proval 33179).

IMPLEMENTATION
Applying Teach-Back in the Antenatal Setting

Initial conversations with midwifery staff about the poten-
tial to use Teach-Back with women from refugee backgrounds
indicated a lack of formal familiarity with Teach-Back as an ap-
proach to effective communication. However, after explaining
what Teach-Back involved, the response that followed was typi-
cally: “Oh yes, we always do that”

It was believed that this way of communicating was nothing
new, and that midwives considered this type of communication
was standard practice with all patients. When the researcher
(ER) inquired about how Teach-Back was used in consultations
with interpreters, midwives reported that the method was rarely
used with patients, at least not in a procedural way as described
in the literature (DeWalt et al., 2010). One of the identified barri-
ers was the focus on imparting information as efficiently as pos-
sible given there was no additional time allocated for appoint-
ments mediated through an interpreter. For example, a common
reflection from midwives working in antenatal clinics is:

We have so many women to see today, they have complex prob-
lems that we have to deal with, and we have limited time with
them.
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At a hospital involved in the Bridging the Gap program
(Yelland, Riggs, Szwarc, et al., 2015), staff including midwives
and interpreters were provided with on-site informal training on
using Teach-Back. An antenatal clinic in the community had a
hospital-employed, on-site interpreter booked for several back-
to-back appointments with Karen refugee-background women
from Burma. (The Karen people are an ethnolinguistic group of
people who reside mostly in southern and southeastern Burma.)
In addition, credentialed interpreters employed by this hospital
have an additional role that includes undertaking health promo-
tion activities to assist consumers in accessing services and to
participate in other relevant activities.

A midwife and a hospital-employed on-site interpreter
working in a “continuity of care” model of care and their man-
agement agreed to try using Teach-Back and provide reflective
feedback on the process. The researcher met with both the mid-
wife and interpreter after the clinic session was finished to reflect
on their experiences of using Teach-Back with clinic clients. The
researcher documented the conversations.

RESULTS

Table 1 presents the conversations between the researcher,
midwife, and interpreter reporting their experiences of using
Teach-Back with clients.

Without being an observer in the consultations or using vid-
eo recordings of the consultation, these conversations are useful
feedback for unpacking the application of Teach-Back in a busy
antenatal setting. What is illuminating in these conversations is
the midwife’s perception of what is being explained and how she
perceives womens understanding. The midwife’s prioritization
of medical information despite women’s lack of understanding
of words (e.g., colostrum) indicates that it is difficult to deter-
mine women’s actual understanding of what is being conveyed.

Reflecting on the midwife’s comment that everyone laughed,
discussions with the interpreter explained that in Karen culture
smiling and/or laughing can be a sign of “shame, fear, embar-
rassment, nervousness, shyness, or trying to hide their real emo-
tion” The midwife may have interpreted the laughing as a sign of
fun, enjoyment, or amusement, so there is the potential for this
reaction to Teach-Back to be misunderstood in a cross-cultural
context.

In discussions with the interpreter, she shared that Karen
people may try to avoid “being a burden” to health professionals
by not asking questions, as they feel they are wasting the time of
the clinician. To overcome this, making sure that the appoint-
ment does not feel rushed and presenting the consultation as
the women's time to make sure she feels that she has understood
what is happening for her and her baby during pregnancy is im-
portant. Encouraging women to ask questions is good practice
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for helping mothers and families to become familiar with preg-
nancy care and other support services for families in Australia.
For person-centered care to be realized, women need to be able
to share their concerns, priorities, and what they would like to
know during their appointments. We recognize this is challeng-
ing in the context of busy antenatal clinics, which can translate
into perceptions of urgency and a need for clinicians to convey
as much information as possible while the interpreter is present.

Interpreters have strict guidelines in their role as a language
conduit between clients and providers. They are meant to be un-
noticeable in the consultation in the flow of two-way communi-
cation between the clinician and the client. Yet, in this case study,
the hospital-employed interpreter was aware of what the midwife
was attempting to do by using Teach-Back and could see that
women did not understand the information conveyed. Antena-
tal appointments are typically booked back-to-back with limited
time available for the midwife and interpreter to discuss women's
needs before and after each client. Allowing time for briefing in-
terpreters has been documented as good clinical practice (Centre
for Culture Ethnicity and Health, 2014a). An option for interpret-
ers to brief clinicians about cultural considerations in the context
of health care warrants attention. The potential for interpreters to
have an additional role as a cultural broker has been previously
reported (Gartley & Due, 2017), whereby cultural insights can
be shared with clinicians to support a welcoming and accepting
approach to the encounter.

The insight demonstrated by the midwife that we need to
explain why we are asking women to explain things reveals that
there was likely to be some hesitation or reluctance by women
to participate in Teach-Back. Just as best practice guidelines for
working with interpreters outline the need to explain the role of
the interpreter, the use of Teach-Back needs to be explained to
women in a supportive and nonthreatening way. It is important
to ensure the patient does not feel as though she is being tested.
To lessen the likelihood of this occurring, the midwife and inter-
preter need to work together to develop an approach tailored to
each client. Ideally, this would be discussed prior to commencing
the consultation. Furthermore, all staff (including interpreters)
would likely benefit from participating in professional develop-
ment in the use of Teach-Back. Future research could include
exploring an appropriate model for using Teach-Back with inter-
preters who operate in typical health care roles, and how best to
explain to patients why they are being asked to restate what the
clinician has said.

LESSONS LEARNED

Cross-Cultural Team-Based Approaches to Health Care
Midwives fulfill an important clinical role in antenatal care

that encompasses completing numerous clinical tasks, profes-
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TABLE 1

Staff Feedback on Using Teach-Back
with an Interpreter in Antenatal
Appointments

Reflections from the midwife:
Was using Teach-Back useful?

Yes, really useful. It worked really well having the same in-
terpreter because you get used to the process. This helped
make it short and not take too long. We knew what we
were doing. Really relies on having the same interpreter.

How did you know the women understood?

They were able to explain it. They understood the reason
why we were asking them to explain things back to us,
because we want them to understand and learn.

Did it change the conversations?

Everyone laughed. It was a little bit of fun. It's like a little
test for the women.

What were the women'’s reactions?
Some women are shy. Some are embarrassed.

Is there anything you would do differently next time?
| asked one woman to explain it to me as though she was
going to tell her husband. She said she never tells her
husband anything. So that approach didn’t work. We need
to explain the process to women; why we are asking them
to explain things.

Reflections from the hospital-employed interpreter:

Do you think the women understood what was being ex-
plained?

No. They just repeat back what has been said.
They (midwives) use words like colostrum, which women
don’t understand.
How can we make sure women understand what is being
explained?
| call the majority of them and discuss things with them
over the phone.
What kind of things?
Everything. Directions, making sure they can get to ap-
pointments for the tests they need to have.

sional duties, and adherence to hospital protocols. The clinician/
interpreter relationship can be considered a team, especially for
block-booked appointments in which they are working together
for a substantial and re-occurring period of time.

For a team to be cohesive, there are aspects that require at-
tention to support the functioning of the team. Some of these
tasks could be described as encouraging participation from all
team members, dealing with conflict and tension, and listen-
ing to each other. However, when a team member, such as the
interpreter in this instance, starts from a standpoint of different
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cultural values that include privacy, discretion, nonconfronta-
tion, and dealing with issues on a one-on-one basis, these func-
tions of good practice for teamwork are likely to be unfamiliar.
In this case study, the midwife is responsible for what occurs in
the clinical encounter, but the hospital-employed interpreter
in their expanded role supports what happens around the en-
counter.

The interpreter explained that the Karen culture is particu-
larly polite and respectful, especially to people in positions of
authority or knowledgeable positions, such as health profes-
sionals. This may be expressed as acquiescence, agreeableness,
passivity, and fearful behavior. Within teams, all team mem-
bers need to feel safe to be able to speak up and disagree or put
a different view forward. This also applies for women—they
also need to feel safe to speak up, ask questions, and clarify
information they do not understand.

Is Teach-Back Effective in Providing Cross-Cultural Health
Care?

Building workforce and organizational capacity to address
low health literacy is likely to translate to people having a bet-
ter understanding of health information so that they can make
more informed decisions about their health. A workforce
equipped with health literacy strategies that engage consumers
(McCormack et al., 2017) would make a significant contribu-
tion to improved health care experiences and health outcomes
for people of refugee background (Zanchetta et al., 2013).

The juxtaposition of “tasks to be completed quickly” and
“nonconfrontational respectful behavior” is likely to be com-
mon for many health professionals working with interpret-
ers, given that interpreters are often from the same cultural
background as the clients for whom they provide interpret-
ing support. Balancing the need for effective and productive
teamwork across cultures and disciplines takes time and a
commitment to allowing team members to get to know each
other. The importance of recognizing assumptions in health
care communication has been documented, yet when they are
acknowledged they can demonstrate strengthened communi-
cation with clients and improved access, use, and engagement
with health services (Centre for Culture Ethnicity and Health,
2015).

A recent report argues that “safety is more than the ab-
sence of physical harm; it is also the pursuit of dignity and
equity” (Frankel et al., 2017). For people with a refugee back-
ground, many of whom have experienced the devastating ef-
fects of torture and trauma, their pathway to recovery can be
long and painful, yet interactions with the health system can
support healing and recovery (Victorian Foundation for the
Survivors of Torture, 1998). Pregnancy, and the interactions
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with health services during this time, provide an opportunity
for health professionals to play a role in rebuilding people’s
sense of safety and belonging and restore their dignity. Provid-
ing continuity of midwife and interpreter during pregnancy
and childbirth can provide stability and predictability, and
by applying effective engagement and communication tech-
niques, women's trust with the team is likely to develop. The
concept of relationship-centered care is relevant and can be
achieved by giving patients a voice, acknowledging their so-
cial realities, and collaborating with them as equals (Nundy &
Oswald, 2014; Samerski, 2019). These are all necessary compo-
nents on the pathway to promoting the heath literacy of this
population.

STUDY STRENGTHS AND LIMITATIONS

To the best of our knowledge, this the first case study to ex-
plore the role of Teach-Back with interpreters in an antenatal
setting; however, this case-study was confined to one site with
feedback from only one midwife and one interpreter.

The role of the hospital-employed interpreter in this case
study was unusual because she had an expanded role allow-
ing her to support patients to navigate their health care; hence,
our findings cannot be generalized to other sites and settings.
Further research is required in a range of settings and using
generalist interpreters that represent the more common role
found in health care. In this small case study, there was no stip-
ulation as to what information was the focus of the exchange
using Teach-Back. We did not determine in advance whether
the focus would be clinical or practical (e.g., getting to appoint-
ments). Furthermore, we did not obtain feedback from women
involved in these appointments. This would play an essential
role in the triangulation of data to inform health care practice
and policy. Further research is needed to explore these issues in
other settings and contexts and to obtain the views of a broader
range of stakeholders, including women and their families.

CONCLUSION

Building interpersonal and cross-cultural communication
capabilities among health professionals is essential in advanc-
ing health literacy workforce practice to support the progres-
sion of health literacy in non-English-speaking communities
with a refugee background. Although Teach-Back has the po-
tential to be a powerful tool in promoting the health literacy of
women with a refugee background during pregnancy, further
research is required to explore the caveats and nuances of its
application and effectiveness. Given this, systemic changes to
health care provision and the evaluation of them may include
making interpreter-mediated appointments longer, the alloca-
tion of time before and after each appointment for interpreters
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and clinicians to confer, and expanding the role of interpret-
ers to support sharing information about cultural beliefs and
communicative styles. To address inequalities and poor health
outcomes, organizations must commit to supporting staff to be
transparent and accountable with each other when trying out
new ways to engage and communicate with women and their
families. Health services that can achieve this are heading in the
right direction for achieving effective communication that is
critical for safe, effective, and equitable health care.
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