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Clear Conversations: a mixed methods
evaluation of a verbal health literacy initiative
for health service providers

Cheryl Grindell™, Jo Hall??, Laura Connolly?, Jane Hawley? and Alicia O'Cathain’

Abstract

Background Understanding health information can be difficult, which can limit people’s ability to manage their
health and adopt healthy practices, leading to poorer health outcomes. This study aimed to evaluate a verbal
health literacy training initiative designed to support clear conversations between health service providers and
users. The initiative incorporated Teach-back, Chunk and Check, Simple Language, and Open Questions, alongside
implementation support from a health literacy officer.

Methods A concurrent mixed-methods evaluation was conducted across two health programmes serving a
population of approximately one million people in the United Kingdom: A Pulmonary Rehabilitation Programme
delivered by five physiotherapists in a hospital setting, and a Weight Management Programme delivered by 12
health improvement advisors within a regional government authority. The evaluation comprised five components:
(1) Surveys of 110 service providers' perceptions of the training; (2) Observations of 11 service providers before and
after training; (3) Two focus groups with 11 service providers six months post-training; (4) Change in 73 service users
health literacy levels using two domains of the Health Literacy Questionnaire; (5) Change in service users'health and
wellbeing between baseline and programme completion.

’

Results Service providers found the initiative useful. Changes in communication practice, such as increased use

of Chunk and Check and Open Questions, were observed. Both programmes were delivered in group settings.
Teach-back was reported to be challenging to apply in this context but beneficial in one-to-one interactions in
wider practice. Implementation support from the health literacy officer was helpful but difficult to deliver to busy
teams. Service users’ health literacy levels improved by the end of their programme, but there was no evidence that
the initiative improved health and wellbeing outcomes. For example, no significant difference was observed in the
primary outcome for Weight Management participants in the intervention group compared with controls (0.2 kg,
—23t01.9;p=0384).

Conclusions In this small evaluation, the initiative was well received and enhanced service providers'communication
skills. Further evaluation of a strengthened initiative should focus on controlled before-and-after designs using larger
samples to determine the effect on service users’health literacy and health and wellbeing outcomes.
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Background

Health literacy is important so that everyone has the
ability to access and receive high quality healthcare [1].
Health literacy has been defined as a person’s ability to
understand and use information to make decisions about
their health so they can be active partners in their care
[2]. People with low health literacy may struggle to read
and understand health information, communicate with
health professionals, and know how to act on the infor-
mation they receive [3]. If health literacy is improved
this can positively affect treatment adherence, and lead
to reduced numbers of cancelled appointments, and
improved satisfaction and outcomes [4]. Organisational
health literacy is about how healthcare institutions help
service users to access, understand, and use information
and services to manage their health [5]. It shifts respon-
sibility from the service user to the service provider.
Improving healthcare service providers’ communication
skills is an important part of this and has the potential to
positively impact on service users [5-9]. Evidence sug-
gests that effective health conversations can potentially
increase adherence to treatment, patient safety, quality of
life and health outcomes [5-7].

In the United Kingdom (UK) health care is provided
by the National Health Service (NHS) free at the point of
delivery. National agencies advocate the use of clear com-
munication, both spoken and written, to help address
health literacy [10, 11]. These agencies have developed
toolkits and guides where they recommend the use of:
Teach-back techniques [10, 11], a method to ensure
patients have understood the health information they
receive by asking them to explain what they have been
told to do [11]; Chunk and Check techniques [10, 11],
where information is broken down into smaller chunks
rather than giving it all at once, then checking it is under-
stood before moving onto the next ‘chunk’[11]; Simple
Language, that avoids the use of jargon and acronyms
[10]; and Open Questions that cannot be answered with
a ‘yes’ or ‘no. For example, ‘what questions do you have,
in order to invite and elicit questions from service users
[12]. Verbal health literacy techniques such as these have
been evaluated internationally [7, 8, 13-18]. Evidence
suggests that Teach-back, can improve knowledge recall,
reduce hospital readmissions, and enhance quality of life
[18] and in long term condition management it may sup-
port self-management and self-efficacy [15-17]. How-
ever, findings on knowledge retention are inconsistent
and there is limited evidence on how these approaches
are embedded into routine practice [18].

Training alone has been found to be insufficient for
sustained implementation of verbal health literacy

techniques in practice [14, 18]. A study in the UK, where
pharmacists received a one-off training session on Teach-
back, Chunk and Check, and Simple Language, high-
lighted practical challenges with some techniques being
harder to apply and a tendency to revert to jargon [19].
Observational studies have also been recommended to
validate healthcare providers self-reported improve-
ments after receiving communication training [20]. The
organisational health literacy literature emphasises the
limited understanding of how well health literacy tech-
niques are implemented in practice [5]. This highlights
the need for additional implementation support such as
health literacy champions or facilitators [20, 21].

When we designed this study in October 2023, the
evidence base for how to train service providers to
consistently apply verbal health literacy techniques in
order to improve service users’ health and wellbeing
outcomes was limited. Therefore, there was a need to
evaluate initiatives to improve health service providers’
communication skills, particularly measuring whether
such initiatives improve service users’ health and wellbe-
ing outcomes in the short and longer term. The aim of
this study was to evaluate a verbal health literacy initia-
tive offered to different types of service providers aiming
to improve service users’ health and wellbeing.

Methods

Setting

Derbyshire is a region of the UK with a population of a
million people. Six out of ten people are estimated to be
below the UK average for health literacy and numeracy
[22]. ‘Joined Up Care Derbyshire’ brings together services
provided by the NHS, regional government authorities
(known as local authorities), and the voluntary sector to
deliver better care to whole communities in Derbyshire
[23]. In 2022 the regional agency ‘Joined Up Care Der-
byshire’ appointed a health literacy officer. This is a role
that is not commonly provided in the UK. The health lit-
eracy officer offers support and training to service pro-
viders to improve health literacy within their services.

The programmes delivering services

Two programmes were selected to participate in the eval-
uation. First, the Pulmonary Rehabilitation Programme
provided within the NHS, which aims to improve
patients’ exercise tolerance and respiratory health. This
programme provides a six week rolling face-to-face pro-
gramme for adults aged 18 and over. Fifteen members of
staff are involved in the delivery of the programme. The
staff include a mixture of physiotherapists, healthcare
assistants and specialist nurses. They offer supervised



Grindell et al. BMC Health Services Research (2026) 26:905

exercise, education and advice to groups of people who
are limited by their respiratory condition. Five physio-
therapists lead the group sessions. Up to 12 service users
attend each session twice a week over the six week period.
Second, Live Life Better Derbyshire’s Tier 2 Weight Man-
agement Programme. This programme aims to help
adults aged 18 or over lose weight. The service provides
online and face-to-face group education and advice pro-
grammes that run over a 12 week rolling period. Twelve
Health Improvement Advisors lead the group education
and advice sessions. Up to 25 people, who wish to lose
weight, attend each session once a week over the 12 week
period.

The verbal health literacy initiative

The verbal health literacy initiative is part of a wider ini-
tiative called ‘Quality Conversations. This is an evidence-
based communications skills programme for health
service providers. It has been developed by the Der-
byshire Psychological Insights team and Public Health
Derbyshire, to support the implementation of ‘Making
Every Contact Count’ in Derbyshire [24]. Quality Con-
versations is informed by the COM-B behaviour change
model [25]. COM-B is an evidence-based framework
stating that behaviour occurs through the interaction of
three components: Capability (physical/psychological
skills); Opportunity (physical/social environment); and
Motivation (conscious/unconscious, cognitive processes)
[25]. Quality Conversations ensures that staff have the
skills to facilitate health literacy (capability), are made
aware of where they can facilitate health literacy (oppor-
tunity) and understand the potential benefits of facilitat-
ing health literacy (motivation). Quality Conversations
focuses on addressing health inequalities through the
promotion of ‘compassionate and curious conversations’
[24]. A health literacy officer works with teams to sup-
port them to take evidence-based steps to provide more
health literacy friendly services.

The initiative consists of a generic verbal health literacy
training package for health service providers to enable
clearer health conversations. The training is a two-hour
interactive and experiential session delivered by the
health literacy officer. It focuses on how service providers
can learn, practice and implement four key verbal health
literacy techniques described earlier: Teach-back, Chunk
and Check, the use of Simple Language, and Open Ques-
tions. The health literacy officer then offers service pro-
viders tailored implementation support to help them use
the techniques within their practice. This might consist
of a meeting with teams to discuss any issues they may
be having implementing the techniques and providing
advice on how to overcome them. Please see supplemen-
tary file 1 for a breakdown of the training schedule.
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All five physiotherapists from the Pulmonary Reha-
bilitation Programme received the training because they
are the team members that spend most time with service
users. Half of the health improvement advisors from the
Weight Management Programme (6/12) received the
training to allow for a controlled before and after com-
parison of outcomes for this service. These physiothera-
pists and health improvement advisors are referred to
as service providers. The 11 service providers who par-
ticipated in this study received the Verbal Health Literacy
training initiative in July 2024.

Study design

A concurrent mixed methods evaluation was undertaken
consisting of a process evaluation to assess acceptability,
feasibility and implementation of the initiative [26], and a
concurrent pre-test post-test measurement of outcomes
[27, 28].

The research team

The research team consisted of the head of the Der-
byshire Psychological Insights team who designed the
initiative, the health literacy officer who designed and
provides the initiative, a public health practitioner from
Derbyshire County Council who was involved in the
development and delivery of the initiative, and two uni-
versity researchers (one of whom is an academic physio-
therapist (CG)).

Ethics

Ethics approval was given by Camden and Kings Cross
NHS Research Ethics committee (REC reference: 24/
LOC/0324).

Patient and public involvement and engagement

Seven service users were recruited from the services
and existing patient and public panels to form a proj-
ect partnership advisory group. The group met online
three times to help develop plain English versions of ser-
vice user research documents and provide advice about
recruitment, analysis and interpretation of results. Pay-
ment was offered based on national guidance for public
contributors’ payment recommendations [29].

Proposed theory of change

COM-B was not used in the evaluation. The research
team developed a theory of change for the initiative
(see Fig. 1). The hypothesis was that: service providers
would learn new techniques; leading to clearer conver-
sations with service users; who would then understand
what actions they needed to take to improve their health;
which would then lead to improved service user health
outcomes.
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Initiative

Learn new techniques

Service provider outcomes
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Service user short
term outcomes

Service user health literacy
and health outcomes

Understand

2 hour training for Better what they need Imprc.oved Health
staff Know how to apply communication to do to improve theracy.
Teach-back techniques of actions health HLQ Domains
Chunk and service users Sufficient
Check Implement learning need to take ; information to
Simple language More likely to
P g. 9 tak ti manage health
Open questions akKe action
Actively manage
More likely to health
Implementation adhere to
support programme

Fig. 1 Theory of change for the verbal health literacy initiative

Components of the evaluation

There were five components of the evaluation. Please see
supplementary file 2 for a timeline of the evaluation and
its components.

Survey of service providers’ views of the initiative

As part of routine practice the health literacy officer
undertook an online survey of attendees at the train-
ing session at three time points: at baseline where cur-
rent knowledge of verbal health literacy techniques was
assessed; immediately after training where the utility of
the training and knowledge and confidence to use the
techniques was assessed; and at 12-20 weeks post-train-
ing where confidence, opportunity and frequency of use
of the techniques, along with support for implementa-
tion, was assessed. These pre-existing surveys that were
developed and already being used by the health literacy
officer were used for the study. See supplementary files 3,
4 and 5. Anonymised data on all service providers under-
going training in a 26 week period (July 2024 - January
2025) were provided to the research team. This data
included the 11 service providers in this evaluation. Data

Pulmonary Rehab

Improvement in:
CRDQ
Shuttle walk test
LINQ
GAD-7
PHQ-9
Crip strength

Weight management

Improvement in:
Weight
WEMWEBS
Attendance rates
(both services)

was only included in this research if individual consent
was given.

Observation of service delivery before and after training

The lead researcher (CG) observed two consultations
with service users for each of the 11 service providers in
the evaluation. This was to assess if there was a change
in the frequency with which service providers used the
techniques they learnt. One consultation was observed
before training, and one four to six months after train-
ing. The lead researcher recorded the extent to which the
techniques (Teach-back, Chunk and Check, Simple Lan-
guage and Open Questions) occurred in each consulta-
tion on a seven-item checklist using the response set of
‘never, sometimes, most of the time, all of the time’

Focus groups of service providers’ views of the initiative

Two focus groups were undertaken with the 11 service
providers in the evaluation who received training [30].
A focus group was undertaken for each programme
to allow discussion of issues important to their area of
practice. The focus group took place online for the five
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physiotherapists from the Pulmonary Rehabilitation
Programme. The focus group took place face to face for
the six health improvement advisors from the Weight
Management Programme. The focus groups were facili-
tated by CG. They lasted 90 min and were recorded and
transcribed.

Survey of change in service users’ health literacy levels
Service users, who attended the two programmes in the
period after the service providers were trained, were con-
sented to participate in the evaluation. This meant that
data were available in the post-test period only. Changes
could not be assessed between service users receiving
programmes before the verbal health literacy training
and after the training. For the Pulmonary Rehabilitation
Programme, physiotherapists approached service users
to request sharing their contact details with the lead
researcher. The lead researcher then contacted ser-
vice users for written informed consent. For the Weight
Management Programme, written consent was taken
via an electronic link when service users enrolled on the
programme.

If service users gave consent, they completed a ques-
tionnaire which included two domains, out of the nine
domains of the validated Health Literacy Question-
naire [3]. Several of the domains were relevant but only
two domains of the Health Literacy questionnaire were
included due to concerns about research burden on
service users. The team selected the two most relevant
domains: whether they felt they had sufficient informa-
tion to manage their health, and whether they felt they
were actively managing their health. Service users were
asked to consider the questions in relation to the pro-
gramme they were about to, or had, attended. They com-
pleted the questionnaire electronically or by telephone
with the lead researcher. The domains were completed
at two time points: baseline (before they attended the
programme) and at the end of their six weeks (Pulmo-
nary Rehabilitation) or 12 weeks (Weight Management)
programme.

Routine data to assess health and wellbeing outcomes

Individual service user data The two programmes col-
lect data about service user outcomes as part of their rou-
tine service. Data for individual service users was shared
with the researchers for service users who gave written
informed consent (see section above). For the Pulmonary
Rehabilitation Programme, assessments were carried out
at baseline and on completion of the programme at six
weeks, after attendance at eight to 12 sessions. The pri-
mary outcome was change in quality of life measured
by the four domains of the Chronic Respiratory Disease
Questionnaire (CRDQ) [31]. Secondary outcomes were
measured using the incremental shuttle walking test in
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metres [32], Lung Information Needs Questionnaire
(LINQ) [33], Generalised Anxiety Disorder Assessment
(GAD-7) [34], Patient Health Questionnaire 9 (PHQ-
9) [35] and strength tests at 0 and 6 weeks [36]. For the
Weight Management Programme, service users com-
pleted routine service assessments at baseline, 12 and
26 weeks. The primary outcome was change in weight in
kilograms. Weight was self-reported for those attending
the programme online. Those attending the programme
face-to-face were weighed by the service providers weekly.
Due to time constraints for the research, the primary out-
come was weight change between 0 and 12 weeks only.
The secondary outcome of well-being was measured by
the short form Warwick and Edinburgh Mental Health
and Wellbeing Scale [37] at 0 and 12 weeks.

Programme level data Assessment of aggregated pro-
gramme level data from each of the two programmes
was important. This was because the individual level
data required informed consent from service users, and
this was likely to achieve only partial sign up. The Pul-
monary Rehabilitation Programme provided data for the
six month period after the training (July 2024-Decem-
ber 2024), and for the same six month period in the year
before the training (July 2023-December 2023). This was
to help reduce seasonal effects. The Weight Management
Programme leaders had recently made changes to the pro-
gramme. They felt these changes would adversely affect a
similar analysis. They therefore agreed to provide data for
a three-month period post-training (September -Novem-
ber 2024), and the three month period immediately before
training (May-July 2024). The data was attendance num-
bers, programme completion numbers, and outcomes
described in the individual level outcomes section earlier.
This data was presented in terms of means and standard
deviations for the periods pre- and post-training. For the
Weight Management Programme, the data was divided
into courses led by the six verbal health literacy trained
service providers and a control group of courses led by six
service providers who had not attended the training. Ser-
vice providers were not randomised to attend training but
were selected by their manager to do this. A before and
after comparison was made of the data from the interven-
tion and control groups.

Expected sample size for outcomes For the Pulmonary
Rehabilitation Programme, the research team estimated
that 96—144 service users might enrol in the post-train-
ing period. With an expected response rate of 50% for
giving consent, individual outcomes were expected for
around 70 service users in the post-test period. Data was
not available to the research team to undertake a formal
sample size calculation. For the Weight Management Pro-
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gramme, the research team estimated that 495-825 ser-
vice users might enrol in the post-training period. With
a response rate of 50% for giving consent, individual
outcomes were expected for 330 service users. Approxi-
mately 165 service users would have attended courses
led by trained service providers and 165 service users
would have attended courses led by providers who had
not attended the training. A sample size calculation was
undertaken using data from 2023 where the mean start-
ing weight was 103.68 kg. The mean weight on completion
of the course was 99.60 kg. So, the mean weight loss was
4.08 kg for this cohort. If the initiative resulted in an extra
10% increase in mean weight loss at 12 weeks, with an
estimated pooled standard deviation of 1.6, a sample size
of 252 would be required in each group to detect this size
of difference with 80% power at a 5% level of significance.

Data analysis

The lead researcher entered data from the service pro-
vider surveys into SPSS [38]. They calculated descriptive
statistics at each of the three time points e.g. how staff
rated their knowledge of the techniques (baseline, post-
training and at follow up), percentage of staff who found
the training helpful (post-training), and percentage of
staff who used the techniques in practice (two to four
months post-training).

The lead researcher allocated scores to the observa-
tions of the 11 service providers’ use of the verbal health
literacy techniques in practice. The scores related to
the categories in the response set (‘all of the time’= 3 to
‘never’= 0). The lead researcher calculated a total score
for each service provider before and after training and
entered data into SPSS [38]. They undertook a paired
t-test to measure change within individual service pro-
viders between pre- and post-training.

For the two focus groups, the lead researcher tran-
scribed the recordings and analysed the two transcripts
based on the ‘framework approach’ They followed the
four stages of familiarisation, identification of a the-
matic framework, charting (coding the data to the the-
matic framework), and mapping (making connections
between themes) [39]. They worked closely with another
team member who read the transcripts and discussed the
themes. The evolving findings were discussed with the
wider team during the analysis process.

For the Health Literacy Questionnaire [3] for service
users, the lead researcher entered the data into SPSS
[38]. They calculated scores for the two domains of the
Health Literacy Questionnaire at baseline and the end of
the course. The maximum scores for each domain was
five. The data were not normally distributed. The lead
researcher and another team member worked together
to calculate the mean change over time and under-
took a paired t-test. T-tests are robust to non-normal
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distributions for large samples, but the team also under-
took Wilcoxen tests which gave the same results. For the
Weight Management Programme, there was an inter-
vention group and a control group, so the research team
compared changes in health literacy scores for these two
groups using a t-test.

For the individual level outcomes, the lead researcher
entered the data into SPSS [38] and calculated descrip-
tive statistics for each outcome measure. The team com-
pared mean change over time using a paired t-test for the
Pulmonary Rehabilitation Programme. They assessed the
difference in mean change over time between interven-
tion and controls using a t-test for the Weight Manage-
ment Programme.

For the aggregated data, the team calculated the mean
change in an outcome in the pre-test and in the post-
test periods and compared these using a t-test. For the
Weight Management Programme, the team assessed the
difference in mean change over time between interven-
tion and controls using a t-test.

Results

Participants

All five physiotherapists from the Pulmonary Rehabilita-
tion Programme received the training and participated
in the evaluation. Six of the 12 Weight Management Pro-
gramme advisors received the training, with six acting as
controls. The six receiving the training participated in the
evaluation. All 11 service providers (five physiotherapists
and six health improvement advisors) participated in the
observation and the focus groups.

In total 110 service providers completed the pre-
training survey, including the 11 who were part of the
evaluation. Participation decreased to 69 service users
in the post-training survey. This included the 11 ser-
vice providers who were part of the evaluation. Only 23
completed the final survey, including seven of the 11 in
the evaluation (three from the Pulmonary Rehabilita-
tion Programme, four from the Weight Management
Programme).

For the Pulmonary Rehabilitation Programme, 49 ser-
vice users who attended the programme consented to
take part: 45% (22/49) male, 96% white (47/49), mean
age 69 (range 46 to 85), 6% (3/49) in the quintile with
the worst social deprivation using the Index of Multiple
Deprivation [40]. This was lower than the expected 70
participants. For the Weight Management Programme
34 service users consented to take part: 18% (6/34) male,
94% (32/34) white, mean age 52, and 21% (7/34) in the
quintile with the worst social deprivation. This was lower
than the expected 160 participants. Therefore, the analy-
sis of the service user health and wellbeing outcomes
lacked statistical power.
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Service providers’ views of the initiative

Two thirds of the service providers (68%, 47/69) found
the verbal health literacy training to be very useful and
26% (18/69) useful. For the 11 in the evaluation, 100%
(5/5) of the Pulmonary Rehabilitation Programme team
found the training to be very useful compared to 33%
(2/6) of the Weight Management Programme team. See
supplementary file 6 for details.

Most service providers rated their knowledge of the
verbal health literacy techniques to be poor to ade-
quate pre-training, especially for the use of Teach-back
and Chunk and Check. That is, 82% (90/110) and 74%
(82/110) indicated their knowledge was poor, less than
adequate or adequate for Teach-back and Chunk and
Check respectively. Their knowledge improved post-
training and was sustained at four- six months post-
training, although numbers were much smaller at this
time point. This pattern was evident for the two sets of
service providers in the evaluation (see Table 1).

A similar pattern was seen for how service providers
rated their confidence to use and how often they used the
verbal health literacy techniques in practice. See supple-
mentary files 7 and 8.

Observed use of the techniques before and after training
The observation of sessions delivered to service users
demonstrated more frequent use of verbal health lit-
eracy techniques post-training than pre-training. The
maximum score on the observation checklist was 21. The
mean score for the 11 service providers in the evaluation
increased from 4.5 at pre-training to 9.4 at post-training
(p<0.001). The improvements were similar for each pro-
gramme: 4.4 to 9.0 (p=0.019) for the Pulmonary Reha-
bilitation Programme and 4.5 to 9.7 (p<0.001) for the
Weight Management Programme. Some verbal health lit-
eracy techniques were not used at all in the pre-training
period (Chunk and Check) but were used sometimes in
the post-training period.

Service providers’ views of the initiative

Four themes were developed from the focus group data
relating to: the training (relevant and worthwhile), the
ability to make changes to materials they used (varied
ability), implementing the techniques in routine practice
(limitations of the group setting), and the post-training
implementation support (more needed).

The training was relevant and worthwhile

Overall, the training was received favourably by both
teams. All the physiotherapists and the majority of the
health improvement advisors described how they found
the training enjoyable, relevant, and worthwhile. They
liked the varied and interactive content which they found
engaging. They felt that it should be offered to all staff
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and used in undergraduate level education. They sug-
gested minor changes to the training such as more time
to practice the techniques and tailoring the techniques
for use in group settings and specific scenarios.

Other health professionals teaching the [courses],
they could all do with this training, couldn’t they? Id
advise anyone to go on it that hasn’t done the train-
ing that's in health care, definitely. We could have
done with it at university couldn’t we? (Physiothera-
pist4)

I'd ask for more group-based examples. 1 think it
felt like the training was set up for one-to-one situa-
tions perhaps more than groups a little bit more. Or
maybe just if there’s time to get to know some of the
nuances of the service and the practice of the profes-
sionals to be able to get really useful specific exam-
ples that are hyper-appropriate, that would be what
I would add to it. (Health Improvement Advisor 10)

Ability to make changes to materials used with service
users

Both teams reported they were actively trying to use
the techniques in their practice. The physiotherapists
described being unfamiliar with the techniques and
did not use them at all prior to the training. They had
changed the PowerPoint slides they used with service
users as a result of the training to help them incorpo-
rate the verbal health literacy techniques into routine
practice. In contrast, the health improvement advisors
reported being more familiar with the techniques and
had used them in small ways before the training e.g. use
of online quizzes and ‘take home” messages. They there-
fore felt more confident to use the techniques in their
practice but had little control over making changes to
their session slides which were developed by the manage-
ment team.

I think the Chunk and Check is just something I've
never even heard of or done before. So, it’s quite a big
change to include that in your education sessions.
And the slides (that physiotherapist 1 has incor-
porated into the PowerPoints) have really helped
me. So, after wed done the training, I can honestly
admit that I then did another education session, and
1 didn’t do it. But the new slides do help. They just
remind us. (Physiotherapist 4)

1 feel like we were using a lot of them anyway, I don’t
know if anybody else thinks that? And I think maybe
that’s why it made it easier. (Health improvement
advisor 8)



Table 1 Service providers'reported knowledge of the verbal health literacy techniques

Question All service providers Service providers in our study Pulmonary Rehab Programme service Weight Management Pro-

% % providers gramme service providers

% %

n=110 n=68 n=23 n=11 n=11 n=7 n=5 n=5 n=3 n=6 n=6 n=4
On a scale of 1-5 (1 Poor - 5 Pre Post FollowUp  Pre Post FollowUp Pre Post FollowUp Pre Post Fol-
Excellent) how would you rate low
your knowledge of: Up
The use of Teach-back 14.5 0 0 273 0 0 20 0 0 333 0 0
1 Poor 30.0 14 0 273 0 0 20 0 0 333 0 0
2 Less than adequate 373 11.6 21.7 455 0 14.3 60 0 333 333 0 0
3 Adequate 17.3 52.2 60.9 0 90.9 85.7 0 100 66.7 0 833 100
4 Good 0.9 34.8 174 0 9.1 0 0 0 0 0 16.7 0
5 Excellent
Chunk and Check 109 0 0 364 0 0 40 0 0 333 0 0
1 Poor 24.5 14 0 273 0 0 20 0 0 333 0 0
2 Less than adequate 38.7 174 13.0 364 9.1 14.3 40 0 0 333 16.7 25
3 Adequate 243 47.8 65.2 0 81.8 85.7 0 100 100 0 66.7 75
4 Good 0.9 333 217 0 9.1 0 0 0 0 0 16.7 0
5 Excellent
Simple language 6.4 0 0 9.1 0 0 0 0 0 16.7 0 0
1 Poor 12.7 0 0 9.1 0 0 0 0 0 16.7 0 0
2 Less than adequate 364 10.3 13.0 455 0 0 20 0 0 66.7 0 0
3 Adequate 40.9 559 60.9 364 72.7 100 80 80 100 0 66.7 100
4 Good 3.6 338 26.1 0 273 0 0 20 0 0 333 0
5 Excellent

*Use of Open Questions was not included in the staff questionnaire designed and distributed by the health literacy officer
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Implementing the techniques is challenging in a group
setting

For both teams the use of the techniques was limited by
delivering their courses to groups of service users rather
than one-to-one. They described how difficult it was
to use Teach-back in particular in a group setting. The
physiotherapists reported how they used the techniques
in one-to-one interactions with service users outside
the programme in the evaluation e.g. wider respiratory
clinics.

I feel like using Simple Language can work for any-
one in any position whether it's one-to-one or a
group. But I struggle sometimes when it’s a group
setting to use ‘Chunk and Check. (Health improve-
ment advisor 10)

Teach-back’ is more useful on a one-to-one basis
really and when you teach inhaler techniques and
things like that it’s like ‘right you show me now’ And
like [colleague in the focus group] said you do think
oh my [goodness] what are they doing!. So that is
really useful. (Physiotherapist 1)

More post-training implementation support needed
Implementation support from the health literacy offi-
cer included email correspondence and group feedback
and advice sessions. Unfortunately, not all the service
providers in the evaluation received the support offered
due to time constraints. Those that did receive it found it
valuable. Suggestions for other kinds of implementation
support were made, such as prompt sheets, the health
literacy officer observing their practice and telling them
where to improve use of the techniques, or time to reflect
on their practice as a team.
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Or even after we've had the training like shadow
us and then give us feedback in terms of like “oh I
notice you said this’; “you could have turned it into
an open question by saying this” would have been
really specific and pinpointed where we can get stuff
in and what exactly we can do differently. Because it
does take practice with these things for it to become
normal. (Health improvement adviser 10)

I think you need prompting because everything’s so
busy and, like we said, it’s not just this project we're
doing, is it? How many other things are going on
at the same time? We feel like we're split in many
pieces. So, I think that’s helpful, the prompting and
the time to chat and reflect. (Physiotherapist 3)

Change in service users’ health literacy levels

In the post-test period there was an improvement in
subjective health literacy for service users in both pro-
grammes (Table 2). At the end of each programme, ser-
vice users were more likely to feel they had sufficient
information to manage their health, and more likely to
feel able to manage their health (p <0.001 for all compari-
sons). This could indicate the utility of the programmes
at improving health literacy, rather than the effect of the
verbal health literacy initiative (see Discussion for inter-
pretation of this finding). For the Weight Management
Programme, some service users attended programmes
led by health-literacy-trained staff, and some service
users attended programmes led by staff who had not
attended the training (a control group). This allowed for
comparison of the initiative with a control. However,
numbers of service users in the control group were small
(n=6) and the statistical power for this comparison was
low. There was no statistically significant difference in
change in health literacy levels between initiative and
control service users: mean difference=-0.1 (-0.78 to 0.90,

Table 2 Changes in service users'health literacy levels (two domains of the Health Literacy Questionnaire)

Service +Sufficient  Sufficient Change +Actively managing Actively managing Change N*
information information health BASELINE health END
BASELINE END
Mean Mean Mean Mean Mean Mean
(95% Cl) (95% Cl)
Pulmonary Rehabilitation Programme 2.8 36 0.8 2.8 33 0.5 40
(0.6-1.1) (031t00.7)
Weight Management Programme (all) 26 34 0.8 26 3.1 0.5 20
(05-1.2) (03t00.8)
Weight Management Programme (attended 2.6 34 08 26 33 0.6 14
sessions with health literacy trained staff) (0.3-1.3) (0.3t00.9)
Weight Management Programme (attended 2.4 33 0.9 2.5 2.9 04 6
sessions with control staff) 0.2-1.6) (-0.2t0 1.0)

+ higher scores indicate higher levels of subjective health literacy

*There was loss to follow-up. 40/49 people completed the Health Literacy Questionnaire at the end of the course for the Pulmonary Rehabilitation Programme, and

20/34 for the Weight Management Programme



Grindell et al. BMC Health Services Research (2026) 26:905

Page 10 of 14

Table 3 Change in primary outcomes for individual service users giving consent

Service Baseline End Change N p-value
Mean score Mean score Mean change (95% Cl)
Pulmonary Rehabilitation Programme (CRDQ score)
Dyspnoea 2.79 337 0.58 (0.11 to 1.10) 41 0.016
Fatigue 3.65 415 0.50(0.17 t0 0.83) 41 0.004
Emotional function 437 488 0.51(0.20t0 0.81) 41 0.002
Mastery 448 5.10 0.63(0.27to 0. 99) 41 0.001
Weight Management Programme (Weight in kg) 105.5 102.9 -26(-35t0-1.7) 27 <0.001
Weight Management Programme (attended sessions with health literacy trained staff) 108.8 106.2 -2.6(-3.6t0- 7.5) 20 <0.001
Weight Management Programme (attended sessions with control staff) 95.6 9.9 -2.8(-5.1to-0.5) 7 0024

Table 4 Change in primary outcomes before and after service providers attended the training (based on aggregated routine data for

service users completing the programmes)

Service Primary outcome Mean change (SD) Mean change Difference in mean p-
Before (SD) changes (95%Cl) value
After
Pulmonary Rehabilitation Programme CRDQ score (147) 0.71(1.23) -0.22 (-0.71t0 0.27) 037
Dyspnoea (1.11) 0.56 (1.15) -0.18 (-0.59t0 0.23) 038
Fatigue (0.98) 044 (1.11) -0.02 (-0.39t0 0.36) 0.92
Emotional function (1.32) 0.54(1.15) -0.10 (-0.55 t0 0.35) 0.66
Mastery
N 63 58
Weight Management Programme (attended ~ Weight in kg -3.16 (0.54) -3.30(0.51) -0.14 (-0.23 t0 -0.04) 0.006
sessions with health literacy trained staff)
219 215
Weight Management Programme (attended ~ Weight in kg -1.58(3.06) -3.38(0.03) -1.80(-24to-1.1) 0.0001
sessions with control staff)
N 79

p=0.88) for sufficient information and mean difference
0.2 (-0.76 to 0.35, p=0.44) for actively managing health
(Table 2).

Changes in health outcomes

Primary health outcomes for individual service users
who gave consent for their data to be used are shown in
Table 3. Secondary outcomes are in supplementary files
9-12. There were improvements in the scores for the
Pulmonary Rehabilitation Programme and the Weight
Management Programme, showing the impact of the
programmes rather than the verbal health literacy train-
ing. There was no statistically significant difference
between the primary outcome for service users attending
the health-literacy-trained group compared with the con-
trol group for the Weight Management Programme - 0.2
(-2.3t0 1.9) p=0.84.

Aggregated routine data allowed comparison of out-
comes for service users attending programmes in time
periods before and after the service providers had
attended the verbal health literacy training. For the Pul-
monary Rehabilitation Programme, the completion
rate of the programme (completed eight or more ses-
sions) pre-training was 57% (97/169) and post-training
was 62% (69/111). There was no indication that the ver-
bal health literacy training had improved completion

rates (chi-square, p=0.43). There was no indication that
the verbal health literacy training had improved service
user outcomes (see Table 4 for primary outcome and
supplementary file 9 for secondary outcomes). For the
Weight Management Programme, the completion rate
for the programmes run by health-literacy-trained advi-
sors (completed 9 weeks or more) pre-training was 50%
(219/438) and post-training was 56% (215/383) com-
pared with controls pre-training 62% (76/123) and post-
training 67% (79/118). There was no indication that the
verbal health literacy training had improved service user
outcomes. Standard deviations differed largely between
time periods and groups (see supplementary files 9-10
for primary and secondary change in outcomes and sup-
plementary files 11-12 for secondary outcomes for those
completing the programme only for both services).

Discussion

Summary of findings

This was a small mixed methods evaluation of a verbal
health literacy initiative. In relation to the proposed the-
ory of change, service providers found the verbal health
literacy training useful because they learned new com-
munication techniques. They changed their communica-
tion practice, making increased use of techniques when
communicating with service users. Both programmes
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worked with groups of service users rather than on a
one-to-one basis. Service providers reported that Teach-
back was difficult to use in group settings but was use-
ful in one-to-one sessions in their wider practice. They
also found the implementation support from the health
literacy officer helpful but wanted more opportunities to
meet as teams to reflect on how to improve their use of
the new techniques. The health literacy levels of service
users improved by the end of their programme. However,
this improvement was likely to be due to the programme
rather than the verbal health literacy initiative. There
was no evidence that the verbal health literacy initiative
improved health outcomes for service users in this statis-
tically underpowered analysis.

Context of other research

A key finding in this study was that it was difficult to
apply some of the verbal health literacy techniques in the
context of delivering care to groups rather than individ-
ual service users. There appears to be a dearth of research
that focuses on this aspect of implementing verbal health
literacy techniques. However, there is some research that
does not support this finding, concluding that incorpo-
rating health literacy techniques into information-based
group sessions can improve service users’ knowledge
[41, 42]. However, in Gharachourlo et al’s (2018) study
they did not describe their health literacy intervention
approach [42] and neither Garachourlo et al. (2018) or
Hosseinifar et al. (2024) explored service providers’ abil-
ity or perceptions of using health literacy strategies when
delivering information sessions to groups of service users
[41, 42]. This suggests that further research exploring the
use of verbal health literacy techniques in a group setting
is warranted.

The service providers in this study felt they learnt new
communication techniques and changes in practice were
observed. Despite this, both teams found Teach-back in
particular difficult to implement in the group setting.
Cork and White’s (2022) study exploring community
pharmacists’ views of a health literacy training initiative
found Chunk and Check rather than Teach-back more
difficult to implement [19]. It is possible that this was
because community pharmacists interacted with ser-
vice users in a more instructive way and on a one-to-
one basis, for example teaching medication use, rather
than the information-based group sessions offered in
our evaluation. Difficulty implementing Teach-back into
practice has been highlighted in two more recent Ameri-
can studies [9, 43]. They found that to overcome issues
such as communication habits, time, role constraints and
uncertainty on how to use health literacy techniques in
practice, changes to the way Teach-back is taught, con-
ceptualised and implemented is needed [9, 43].
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In our evaluation, the verbal health literacy initiative for
service providers was delivered by a health literacy officer
working within the same organisation. The implementa-
tion support they offered after the initiative was limited
in terms of both resource and capacity related to the role
and additional service pressures across the programmes
involved. Despite this the support received was valued by
the teams. Several studies have explored the use of exter-
nal health literacy facilitators as well as the use of health
literacy champions (clinicians or team members) trained
in health literacy techniques, to provide strong leadership
and coordinate, support and sustain implementation [9,
20, 21, 44]. It has been proposed that utilising champions
from multiple levels within an organisation who work
together in a coordinated way, such as a ‘community of
practice; as well as training existing staff to deliver and
sustain initiatives may be more effective than solo cham-
pions [9, 21, 44]. This bottom-up, rather than top-down
approach, may give staff the autonomy and confidence
to make and sustain changes at a practice level [9, 21,
44]. However, in an ideal world a combination of top-
down, such as a health literacy officer, and bottom-up
approaches should be considered to optimise an organ-
isation’s ability to embed health literacy into healthcare
practice [20].

The implementation support provided by the health
literacy officer in our evaluation was developed specifi-
cally for the context of this study. It may be that further
emphasis on developing this part of the intervention
could facilitate effectiveness. In fact, the service providers
in this evaluation suggested alternative implementation
support strategies. These included prompt sheets and
having regular protected time to review and reflect on
how they were using the verbal health literacy techniques
in their practice. In the wider literature, implementation
support methods include the use of flyers [44], ‘lunch and
learn’ sessions to discuss what is and is not working [9,
44], five minute booster sessions during breaks [9, 44],
weekly emails [9], staff induction [44] and standardised
document templates to record the use of techniques such
as Teach-back in clinical notes [44]. A range of support
methods that can be easily incorporated into busy clinical
practice could be considered in future initiatives, includ-
ing the development of health literacy champions within
service user facing teams to support and embed imple-
mentation, in any future delivery of a verbal health liter-
acy initiative.

Despite increasing research into verbal health liter-
acy initiatives, few studies have evaluated initiatives by
assessing service providers’ health literacy knowledge
and the ability to apply that knowledge in practice. There
are validated measures to do this [45] and future research
could apply these measures in organisations attempting
to improve organisational health literacy.
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Strengths and limitations

This was a mixed methods evaluation. It used a range
of qualitative and quantitative methods to address the
acceptability and effectiveness of a new initiative in a
real-world setting. This study had three strengths. First,
the comparison of two different health programmes with
different protocols, using different outcome measures,
serving service users with different health issues. Sec-
ond, the measurement of service user health outcomes
using a controlled before and after design for one of the
programmes implementing the new initiative. Third, the
inclusion of results for both service providers and service
users. There were eight limitations. First, it was a small
evaluation in terms of the small numbers of staff trained
and the small numbers of service users in some of the
analyses. Second, the controlled before and after design
was not possible for one of the programmes. Instead, this
programme relied on a before and after design which
is lower in the hierarchy of evidence of effectiveness.
Third, the consent process to include data from indi-
vidual service users was challenging. Physiotherapists
worked hard to gain consent and did well in recruiting
service users. The electronic approach to recruitment
for the Weight Management Programme yielded a very
low consent rate. Small numbers limited the statistical
power to detect changes in individual service user data.
The included individual data may not be representative
of service users. More educated or affluent service users
may have completed the consent process. There was no
data to explore this concern. Fourth, there was drop out
of service users over time, with some service users not
completing their end of course outcome measures. Fifth,
the health outcomes analysis was under powered. Sixth,
the views of service users were not collected so it is not
known if the initiative enabled clear conversations from
their perspective. Seventh, the evaluation paid no atten-
tion to contamination whereby service providers who
were not trained had the potential to informally learn
techniques from their trained colleagues. Eighth, stan-
dard deviations differed largely between time periods and
groups when comparing outcomes in the aggregate data.
This could indicate some inaccuracies in the routine data.

Implications

This verbal health literacy initiative did not improve ser-
vice user outcomes. While this was one of the main goals
of this study it is likely that this type of communication
intervention will need other supportive factors, both
organisational and professional peer support, to dem-
onstrate a direct effect on health outcome. The service
providers however valued the training and could see the
potential of the learnt techniques to improve commu-
nication with patients. Implications for a future verbal
health literacy initiative include having a more intense
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approach to supporting implementation of the verbal
health literacy techniques. It may also be necessary to
include a managerial component because some of the
service providers in our study had to use materials devel-
oped by their managers. To fully apply their learning,
they would need to have sufficient control over making
changes to those materials. Also, any similar initiative
might fare better in the context of one-to-one consul-
tations, although further adaptation of the training to
group delivery would also be useful.

There are also some implications for evaluating these
kinds of initiatives. Future mixed methods evaluations
should include controlled before and after measurement
of patient reported outcomes measures with larger sam-
ple sizes. This would allow a better understanding of the
impact these kinds of verbal health literacy initiatives can
have on health outcomes. However, if this type of com-
parison relies on service user consent, it will likely lead
to small, biased samples. The use of aggregated routine
data could offer a better option. Even in the context of
a robust design, attributing outcomes to verbal health
literacy initiatives faces the challenge of differentiat-
ing between improvements in health literacy due to the
pulmonary rehabilitation and weight management pro-
grammes and the verbal health literacy initiative, along
with other sources of bias such as selection.

An interesting aspect of our evaluation was that both
services offered group-based rather than on-to-one care.
Experts developing future health literacy initiatives could
consider what adaptations are needed for these group-
based contexts.

Conclusions

In this small evaluation, the verbal health literacy initia-
tive had potential. It was appreciated by service providers
and, from the perspective of service providers, enabled
clearer conversations with service users. The commu-
nication techniques within the initiative may be easier
to apply in one-to-one consultations with service users
than in the group settings evaluated here. More focus
on supporting implementation of techniques in practice,
and opportunity for team reflection, might improve the
potential effectiveness of the initiative. Future research
should focus on a more intense initiative and use con-
trolled before and after designs on larger samples to mea-
sure the effect on service users’ health literacy levels and
health and wellbeing outcomes.
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