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Abstract
Background  In an efficient and effective healthcare delivery, good communication plays an essential role. The 
communicative health literacy (COMM-HL) of the patients is an important attribute, but the number of validated 
COMM-HL assessment tools is low, and they do not cover all aspects of COMM-HL. That’s why a new scale has been 
developed within an international collaboration. Our aims are to check the measurement properties of the Hungarian 
version of this COMM-HL questionnaire, to describe the COMM-HL of the Hungarian adult population and to 
investigate its determinants.

Methods  A total of 1205 adults completed the telephone interview in 2020 as part of the European Health Literacy 
Population Survey 2019–2021. The questionnaire included items on sociodemographic data, self-perceived health, 
social support and COMM-HL. The questionnaire’s measurement properties were assessed using Cronbach’s alpha, 
Spearman-Brown, and item-total correlation coefficients, while the construct validity was investigated with principal 
component (PCA) and confirmatory factor analysis. The determinants of the COMM-HL were investigated by linear 
regression.

Results  Both the value of Cronbach’s alpha and the Spearman-Brown correlation were 0.87. The items belonged to 
one factor and 62.2% of the total variation was explained by this factor based on the PCA. The fit indices indicated 
that the one-factor structure of the six-item questionnaire exhibited a good fit for the data. The mean score on 
the COMM-HL scale was 86.8. The easiest task was explaining health concerns while getting enough time in the 
consultation was rated as the most difficult one. COMM-HL was lower among females, while it was higher among 
people aged 66–75 years (compared with 18–25 years), those with greater social support and those without financial 
deprivation.

Conclusions  The questionnaire can be characterized with good internal consistency and the structure of the 
COMM-HL questionnaire was best explained as a one factor model. In consultations with patients, the effectiveness 
of communication should be improved, so that patients do not feel that there is not enough time for consultation. 
At-risk groups with low COMM-HL need special attention during the interactions and the role of social support has to 
be clarified, too.
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Background
The term health literacy arose in the literature almost five 
decades ago and has been defined in many ways. In our 
study, we rely on the definition of Sørensen and her col-
leagues, the so called integrated model of health literacy 
(HL) [1]. According to this model, HL implies knowledge, 
motivation and competences needed to obtain, under-
stand, process and use information relevant to health in 
order to make judgments and take decisions regarding 
healthcare, disease prevention and health promotion 
to reach a good quality of life. HL has different dimen-
sions, of which communicative HL (COMM-HL) is one. 
It was first described by Nutbeam as the combination of 
cognitive, literacy and social skills required to actively 
participate in everyday activities, to extract information, 
to derive meaning from different forms of communica-
tion and to apply information to changing circumstances 
[2]. This definition has been further expanded based on 
the integrated model of HL as a part of an international 
collaboration [3]. As a result of this process, COMM-
HL in healthcare means “patients’ communicative and 
social skills that enable them to actively engage in face-
to-face encounters with healthcare professionals, to give 
and seek information, derive meaning from it, and apply 
this information in decision making and in co-producing 
their health care” [4].

From a public health point of view, it is of utmost 
importance to be able to measure concepts adequately. 
That’s why under the umbrella of the Health Literacy 
Population Survey Project 2019–2021 (HLS19) [5] a new 
tool (HLS19-COM-P questionnaire) has been developed 
to assess all aspects of COMM-HL according to the pre-
viously mentioned definition [4]. HLS19 was the first proj-
ect of the World Health Organization (WHO) Action 
Network on Measuring Population and Organizational 
Health Literacy (M-POHL) with 17 participating coun-
tries in the WHO European Region, including Hungary.

Several studies on communication have found evidence 
that the quality of the communication between patients 
and the healthcare providers plays an essential role in 
health care, can influence the satisfaction with care [6, 7], 
and can lead to better outcomes [7, 8, 9]. The HL of the 
patient is also important, because those with lower lev-
els of HL appear to participate less actively in the medi-
cal encounter which could lead to lower health-related 
knowledge [10, 11, 12] and they trust physicians less [13] 
and health information from specialist doctors and den-
tists less [14].

Among the factors associated with COMM-HL, the 
education level is significantly associated with almost all 

domains of COMM-HL measured by the Health Literacy 
Questionnaire, so higher educational level was associated 
with active engagement with healthcare providers and 
the ability to find good health information [15]. In addi-
tion, the same study found that participants with bet-
ter financial status were more likely to find good health 
information; while living in urban areas was significantly 
associated with active engagement with healthcare pro-
viders [15].

Despite the fact that COMM-HL is a prerequisite for 
better health outcomes and healthcare utilization, to our 
knowledge there was no complex questionnaire to mea-
sure it before the HLS19 study and we did not find any 
Hungarian COMM-HL tool. In our study, we aimed to 
assess the measurement properties of the Hungarian ver-
sion of the COMM-HL questionnaire, to describe the 
COMM-HL of the Hungarian adult population and to 
determine the factors influencing the COMM-HL.

Methods
Study design and sampling
The survey was part of the international Health Liter-
acy Population Survey 2019–2021 [5]. The data collec-
tion was carried out on a probability sample (n = 1205), 
selected in a multistage proportional stratification 
(described in detail elsewhere: [16]) of the Hungarian 
adult population in 2020. The sample was representa-
tive of the Hungarian adult population living in private 
households in terms of age, sex, educational level and 
settlement type. Due to the COVID-19 pandemic, com-
puter-assisted telephone interviewing (CATI) was used 
for data collection. The study was approved by the Medi-
cal Research Council Scientific and Research Commit-
tee, Hungary (IV/10181-3/2020/EKU). In accordance 
with the Declaration of Helsinki, informed consent was 
obtained from all participants.

Data collection domains and tools
Sociodemographic data
We collected information on respondents’ age (cat-
egorised as 18–25, 26–35, 36–45, 46–55, 56–65, 66–75, 
76+), number of children, sex (male/female), whether 
they were trained in a health profession (yes/no), and the 
level of education (highest primary education– maxi-
mum primary school–, lower secondary education– 
vocational school–, secondary education– high school–, 
tertiary education– college or university degree). We 
measured self-perceived level of social status on a 1–10 
scale, where 1 corresponds the lowest and 10 the high-
est level in the society. The respondent had to choose 
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the number that represented the step he or she would 
place himself or herself. A score below 5 can be consid-
ered as low social status [5]. Following the international 
HLS19 methodology, the questions on the difficulty of (1) 
affording needed medication, (2) medical examinations 
or treatments and (3) paying all bills, were used to assess 
the respondents’ financial deprivation. The answers were 
recorded on a four point Likert-scale from very difficult 
to very easy. The composite measure was calculated as 
the percentage (measured on a scale of 0-100) of items 
with valid responses that were answered as “very diffi-
cult” or “difficult”, with scores above 50 being considered 
deprived [5].

Self-perceived health and social support
Self-perceived health was measured using a 5 point 
Likert-scale (1-„very bad”, 5-„very good”), based on the 
question of the European Health Interview Survey 2019 
[17, 18]. The 3-item Oslo Social Support scale was used 
to measure perceived social support, with responses cat-
egorised as poor (total score less than 8 points), moder-
ate (9–11 points) and strong social support (more than 
12 points) [17, 18].

Communicative health literacy
In order to assess the level of COMM-HL, the Hungarian 
version of the HLS19-COM-P questionnaire was used. 
The English version was developed by a working group 
of the HLS19 Consortium. We used the short version 
(HLS19-COM-P-Q6), where the following six items were 
measured: “how easy to explain your health concerns to 
your doctor?”, “how easy to get enough time in the con-
sultation with your doctor?”, “how easy to express your 
personal views and preferences to your doctor?”, “how 
easy to ask your doctor questions in the consultation?”, 
“how easy to be involved in decisions about your health in 
dialogue with your doctor?”, “how easy to recall the infor-
mation you get from your doctor?”. The questions could 
be answered on a four-point Likert scale from “very easy” 
to “very difficult”. Based on the international recommen-
dation [19], the final COMM-HL score is calculated as 
the percentage (0-100) of valid items answered with “very 
easy” or “easy”. If more than 20% of the items contained 
invalid responses, the score was set to “missing”. A higher 
score indicates a higher level of COMM-HL.

Statistical analyses
Firstly we described the sociodemographic characteris-
tics and COMM-HL of the respondents using statistically 
weighted frequencies with the corresponding 95% confi-
dence intervals (95%CI). This ensured that the estimates 
reflected the general adult Hungarian population in terms 
of sex, age, educational level and type of settlement. 
We used the terminology from the COnsensus-based 

Standards for the selection of health status Measurement 
INstruments (COSMIN) taxonomy when described the 
measurement properties of the questionnaire [20]. Reli-
ability was assessed based on the internal consistency and 
alternative test-retest analysis. The internal consistency 
of the COMM-HL scale was measured using Cronbach’s 
alpha and “alpha if item deleted” (change in coefficient 
alpha after single component removal), where the value 
between 0.70 and 0.95 was considered as acceptable reli-
ability [21]. As it was not possible to carry out a “test-
retest” analysis with repeated data collection due to the 
COVID-19 pandemic, an alternative reliability indicator 
was quantified using the Spearman-Brown split-half reli-
ability method. During the process, the items were ran-
domly assigned into two groups, then the total score on 
each half of the instrument was computed. These two sets 
of scores were correlated and then the corrected Spear-
man-Brown correlation coefficients were quantified. The 
consistency considered as medium if the correlation was 
0.50–0.69, strong with correlations 0.70–0.89, and very 
strong if the Spearman-Brown coefficient was > 0.90. The 
Item-Total correlations were also analysed, where a value 
greater than 0.3 was considered acceptable. As a sensitiv-
ity analysis, we also tested the internal consistency of the 
COMM-HL in the socioeconomic subsamples.

The construct validity was investigated with principal 
component and confirmatory factor analysis. The fac-
tor structure of the questionnaire was established by 
conducting a principal component analysis (PCA) of 
valid responses. Kaiser-Meyer-Olkin (KMO) measure 
of sampling adequacy and Bartlett-test were used to 
assess the factorability of the data. Spearman’s correla-
tions between items of the questionnaire were calculated, 
where higher coefficient, suggested stronger correlation 
between items. Confirmatory factor analysis (CFA) was 
used to determine whether the items in our instrument 
support the one-factor structure. The standard guidelines 
for reporting goodness-of-fit indices were followed: Bol-
len-Stine bootstrap p-value, Tucker-Lewis index (TLI), 
comparative fit index (CFI), goodness-of-fit index (GFI), 
root-mean-square error of approximation (RMSEA), and 
the p-value of close fit (PCLOSE) were used to assess the 
model fit. The Bollen-Stine bootstrap p-value (p > 0.05) 
tests the null hypothesis that the model is correct. For 
TLI, CFI, and GFI, values closer to 1 are better, with val-
ues above 0.95 indicating a good fit. Regarding RMSEA, 
a value below 0.05 indicates a “close fit”. PCLOSE is used 
to test the close fit of the model, where a p-value greater 
than 0.05 indicates a close-fitting model [22, 23, 24]. Con-
sidering the multivariate non-normality, a bias-corrected 
(percentile method) bootstrapping procedure (1,000 
bootstraps) was used to estimate model parameters.

The relationship between COMM-HL (used in the anal-
yses as a continuous variable) and the sociodemographic, 
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social support and health status variables was investi-
gated by multiple linear regression analyses adjusted for 
social status, number of children, and presence of health 
professional training. Associations were quantified using 
regression coefficients (β) and corresponding 95% con-
fidence intervals (95%CI). The data analysis was carried 
out by the Stata/IC 16 statistical software’s survey data 
analysis module and by the SPSS 26.0 software (IBM 
Corporation, Armonk, New York, USA). The confirma-
tory factor analysis was conducted using the Amos soft-
ware, version 29.0.

Results
Characteristics of the sample
The representative sampling procedure resulted in 1205 
respondents in the study. The weighted distribution of 
the studied parameters can be seen in Table  1. Around 
30% of respondents were aged 35 and under, and the 
majority of respondents (72.4%) reported that their per-
ceived social status was normal. Predominance of females 
was seen in the sample, while the lower secondary and 

secondary educated respondent frequency was almost 
67%. Approximately 78% of the respondents was not 
trained in a health profession, and 70% of the sample had 
children. Almost 65% of the respondents were in the non-
deprived category. The self-perceived health status was 
assessed as good or very good by 55% (95%CI 52.3–57.9) 
of the population and 30% (95%CI 27.2–32.5) reported 
having strong social support.

Measurement properties of the questionnaire
Reliability testing
The internal consistency measured by the Cronbach’s 
alpha was 0.87, while the split-half reliability calculated 
with the Spearman-Brown correlation coefficient was 
0.87 for the total sample. The calculated values for the 
different subsamples can be seen in Table  2. The Cron-
bach’s alpha for the subsample showed a very narrow 
range from 0.84 (perceived social status score below 5) 
to 0.89 (age 76 + years and trained in a health profession). 
The values of the Spearman-Brown correlation coef-
ficient varied between 0.83 (age 26–35 years) and 0.90 
(trained in a health profession).

We tested the Cronbach’s coefficient by removing 
individual items and found that, with the exception of 
the last item, removing any item results in a decrease 
in the coefficient. If the last item is removed, the coeffi-
cient increases slightly from 0.87 to 0.88. (Table  3) The 

Table 1  Descriptive sample characteristics, weighted by age, 
sex, education and settlement type

Weighted propor-
tion (%) 
(95% CI)

Sex Male 46.8% (43.9-49.6%)
Female 53.2% (50.4-56.1%)

Age groups 18–25 years 10.9% (9.3-12.9%)
26–35 years 19.0% (16.9-21.4%)
36–45 years 16.3% (14.3-18.5%)
46–55 years 18.6% (16.5-20.9%)
56–65 years 15.4% (13.4-17.5%)
66–75 years 12.9% (11.1-14.9%)
76 + years 6.8% (5.5-8.4%)

Educational level Highest primary education 17.6% (15.5-19.8%)
Lower secondary education 33.3% (30.7-36.1%)
Secondary education 33.3% (30.7-36.1%)
Tertiary education 15.8% (13.8-17.9%)

Financial 
deprivation

Deprived 34.9% (32.1-37.7%)
Non-deprived 65.1% (62.3-67.9%)

Childrearing Yes 69.8% (67.2-72.4%)
No 30.2% (27.6-32.8%)

Training in a health 
profession

Yes 22.2% (19.9-24.7%)
No 77.8% (75.3-80.1%)

Self-perceived 
health

Bad or very bad 8.2% (6.8-9.9%)
Fair 36.8% (34.0-39.5%)
Good or very good 55.1% (52.3-57.9%)

Social support Poor 17.4% (15.3-19.7%)
Moderate 52.9% (49.9-55.7%)
Strong 29.8% (27.2-32.5%)

Perceived social 
status

Low (score below 5) 27.6% (25.1-30.2%)
Normal (score above 4) 72.4% (69.8-74.9%)

95% CI: 95% confidence interval

Table 2  Cronbach’s alpha values and Spearman-Brown 
correlation coefficients for the subsamples

Cronbach’s 
alpha

Spearman-
Brown 
coefficient

Total sample 0.87 0.87
Males 0.88 0.88
Females 0.87 0.86
Age 18–25 years 0.86 0.90
Age 26–35 years 0.87 0.83
Age 36–45 years 0.88 0.87
Age 46–55 years 0.87 0.86
Age 56–65 years 0.86 0.88
Age 66–75 years 0.87 0.88
Age 76 + years 0.89 0.88
Highest primary education 0.85 0.86
Lower secondary education 0.87 0.88
Secondary education 0.88 0.84
Tertiary education 0.87 0.87
Perceived social status score below 5 0.84 0.84
Perceived social status score above 4 0.88 0.87
Financial deprivation 0.85 0.86
No financial deprivation 0.87 0.86
Having children 0.87 0.86
No children 0.88 0.89
Trained in a health profession 0.89 0.90
Not trained in a health profession 0.86 0.85
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item-total correlation coefficients were higher than the 
minimum acceptable level (0.3) in all cases (Table 3). The 
lowest was for the last item (0.65), while the highest was 
for the third item (0.85).

Explanatory factor analyses
Based on the results of the principal components analysis 
the items belong to one factor (Bartlett-test < 0.001; Kai-
ser-Meyer-Olkin value: 0.891), 62.2% of the total varia-
tion is explained by this one factor (Table 4).

Confirmatory factor analysis
Results of the confirmatory analysis for the model shown 
in Fig.  1. The fit indices indicated that the one-factor 
structure of the six-item questionnaire exhibited a good 
fit for the data. The RMSEA was 0.047 (PCLOSE = 0.504), 
GFI, TLI, CFI were all above 0.98. As shown in Fig.  1, 
the standardized regression coefficients for this model 
ranged from 0.56 to 0.83. All of these coefficients were 
statistically significant (p < 0.01). Figure 1 also shows the 
squared standardized factor loading, which ranged from 
0.313 (Item 6: to recall the information you get from your 
doctor?) to 0.693 (Item 3: to express your personal views 
and preferences to your doctor?). COMM-HL accounted 
for 56% of the variance in question “explain your health 
concerns to your doctor”, and for 50%, 69%, 62% and 65% 
of the variance for items “get enough time in the consulta-
tion with your doctor”, “express your personal views and 
preferences to your doctor”, “ask your doctor questions in 
the consultation” and “involved in decisions about your 
health in dialogue with your doctor”, respectively. The 
lowest true score variance was measured in the item of 

“recall the information you get from your doctor”, where 
only 31% of the variance was reliable variance. The cor-
relation coefficients ranged from 0.35 to 0.68 among the 
item scores. The Spearman’s bivariate correlation coeffi-
cients were the lowest for the item “to recall the informa-
tion you get from your doctor?” (Table 5).

The communicative health literacy of the Hungarian adults
The weighted mean score of the COMM-HL scale was 
86.8 (95%CI 84.8–88.8). The weighted mean score of the 
COMM-HL scale was the lowest among those suffering 
from financial deprivation, poor social support and low 
social status, while the highest scores were among those 
who receiving strong social support and living with-
out financial deprivation (Table  6). The most difficult 
item was „to get enough time in the consultation with 
your doctor” ((very) difficult: 21.6%), followed by “to be 
involved in decisions about your health in dialogue with 
your doctor” ((very) difficult: 15.4%). While „to explain 
your health concerns to your doctor” ((very) difficult: 
7.9%) was the easiest item. Figure  2 shows the detailed 
results.

The determinants of communicative health literacy
In comparison to the respondents within the 18–25 age, 
the level of COMM-HL was increased amongst those 
within the 66–75 age group (β: 8.39, p: 0.013), in the case 
of the lack of financial deprivation (β: 6.90, p < 0.001) 
and strong social support (β: 8.00, p < 0.001), while it 
was lower among females (β: -2.89, p: 0.036). There was 
no association between COMM-HL and education, 

Table 3  Analysis of the correlation between the items and the whole scale
Items of the scale Cronbach’s alpha after deleting this 

item
Item-
total cor-
relation 
coefficient

Item 1: explain your health concerns to your doctor 0.85 0.78
Item 2: get enough time in the consultation with your doctor 0.86 0.78
Item 3: express your personal views and preferences to your doctor 0.83 0.85
Item 4: ask your doctor questions in the consultation 0.84 0.83
Item 5: be involved in decisions about your health in dialogue with your doctor 0.84 0.81
Item 6: recall the information you get from your doctor 0.88 0.65

Table 4  Result of the principal components analysis
Items of the scale Factors Uniqueness
  Item 1: explain your health concerns to your doctor 0.79 0.38
  Item 2: get enough time in the consultation with your doctor 0.77 0.40
  Item 3: express your personal views and preferences to your doctor 0.85 0.27
  Item 4: ask your doctor questions in the consultation 0.84 0.29
  Item 5: be involved in decisions about your health in dialogue with your doctor 0.82 0.32
  Item 6: recall the information you get from your doctor 0.63 0.60
Variance 3.73
Variance proportion (%) 62.2
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Table 5  Spearman’s bivariate correlations between the items of the questionnaire on communicative health literacy
Item 1 Item 2 Item 3 Item 4 Item 5 Item 

6
Item 1: to explain your health concerns to your doctor? -
Item 2: to get enough time in the consultation with your doctor? 0.57 (p < 0.001) -
Item 3: to express your personal views and preferences to your doctor? 0.64 (p < 0.001) 0.63 

(p < 0.001)
-

Item 4: to ask your doctor questions in the consultation? 0.60 (p < 0.001) 0.58 
(p < 0.001)

0.67 
(p < 0.001)

-

Item 5: to be involved in decisions about your health in dialogue with 
your doctor?

0.53 (p < 0.001) 0.56 
(p < 0.001)

0.64 
(p < 0.001)

0.68 
(p < 0.001)

-

Item 6: to recall the information you get from your doctor? 0.41 (p < 0.001) 0.35 
(p < 0.001)

0.47 
(p < 0.001)

0.48 
(p < 0.001)

0.50 
(p < 0.001)

-

M 3.17 2.95 3.05 3.13 3.04 3.21
SD 0.58 0.69 0.61 0.58 0.61 0.59
M: mean, SD: standard deviation

Fig. 1  One factor confirmatory factor analysis model of the communicative health literacy questionnaire. Numbers are standardized path coefficients 
from bootstrapped samples. Overall fit statistics of the model: Bollen-Stine bootstrap p-value: 0.126; TLI - Tucker-Lewis index: 0.988; CFI -comparative fit 
index: 0.998; GFI - goodness of fit index: 0.997; RMSEA - root mean square error of approximation: 0.047; PCLOSE - p-value of close fit: 0.504
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self-perceived health, social status, childrearing, health 

professional training (Table 7).

Discussion
This work emphasises the efforts to measure the psycho-
metric properties of the Hungarian version of a tool for 
assessing COMM-HL with physicians in health services, 

Table 6  The weighted mean of the communicative health 
literacy scale by the key sample subgroups

Weighted mean*

(95% CI)
Sex Male 88.8 (85.1–92.4)

Female 85.1 (81.5–88.7)
Age groups 18–25 years 84.2 (77.7–90.7)

26–35 years 86.9 (75.1–98.7)
36–45 years 84.1 (80.5–87.8)
46–55 years 89.8 (87.5–92.2)
56–65 years 86.7 (82.7–90.6)
66–75 years 89.6 (82.1–97.2)
76 + years 84.1 (76.8–91.4)

Educational level Highest primary education 84.6 (83.4–85.9)
Lower secondary education 89.1 (86.3–91.9)
Secondary education 89.6 (79.8–99.4)
Tertiary education 88.6 (80.6–96.6)

Financial 
deprivation

Deprived 79.2 (74.8–83.6)
Non-deprived 90.7 (89.1–92.4)

Childrearing Yes 86.6 (76.7–96.6)
No 86.9 (84.8–89.1)

Training in a 
health profession

Yes 88.5 (79.7–97.3)
No 86.3 (86.1–86.5)

Self-perceived 
health

Bad or very bad 82.8 (69.0-96.7)
Fair 85.1 (78.8–91.4)
Good or very good 88.8 (86.4–90.8)

Social support Poor 79.5 (72.1–86.9)
Moderate 86.2 (8.20–89.3)
Strong 92.0 (86.4–97.6)

Perceived social 
status

Low (score below 5) 80.9 (76.5–85.2)
Normal (score above 4) 89.0 (85.3–92.7)

* Weighted by age, sex, education and settlement type. 95% CI: 95% confidence 
interval

Table 7  The determinants of communicative health literacy 
according to the multivariate linear regression analyses
Dependent variables β* (95% CI) p-value
Sex (ref: male) -2.89 (-5.58;-0.19) 0.036
Age groups (ref: 18–25 years)
  26–35 years 3.63 (-2.82;10.08) 0.270
  36–45 years 2.31 (-4.36;8.98) 0.498
  46–55 years 5.93 (-0.67;12.52) 0.078
  56–65 years 5.46 (-1.23;12.15) 0.109
  66–75 years 8.39 (1.77;15.01) 0.013
  76 + years 5.29 (-2.19;12.77) 0.165
Education (ref: highest primary 
education)
  Lower secondary education -0.13 (-4.54;4.27) 0.952
  Secondary education 3.00 (-1.27;7.28) 0.168
  Tertiary education -1.90 (-6.76;2.95) 0.442
Lack of financial deprivation (ref: 
deprivation)

6.90 (3.71;10.08) < 0.001

Self-perceived health (ref: bad/very bad)
  Fair 0.01 (-5.00;5.01) 0.998
  Good/very good 1.55 (-3.70;6.81) 0.563
Social support (ref: poor)
  Moderate 3.05 (-0.74;6.85) 0.115
  Strong 8.00 (3.83;12.17) < 0.001
β (95% CI): linear regression coefficient (95% confidence interval), ref: reference 
category

*Adjusted for social status, childrearing, and training in health profession

Significant results are highlighted in bold

Fig. 2  Percentage of answers on each item of the communicative health literacy scale (weighted data*). Note: Introductory question in the English ver-
sion: “On a scale from very easy to very difficult, how easy would you say it is for you to…” which was also used in the Hungarian version. * Weighted by 
age, sex, education and settlement type
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which can be used easily and not time consuming in 
healthcare settings. The instrument used in this research 
helps to understand the real communicative challenges 
faced by healthcare users, especially during the consulta-
tions with physicians. Our secondary objectives were to 
describe the COMM-HL of the Hungarian adults using 
the HLS19-COM-P-Q6 instrument and to assess its 
determinants.

The good reliability coefficient indicates that the two 
halves of the test are highly correlated and that the ques-
tionnaire has good internal consistency. These findings 
can be interpreted as each item in the test measuring 
the same property as the whole test. Based on our analy-
sis, no change in the item set is needed to improve the 
reliability and consistency of the scale. The results of 
the factor analyses suggest that a one factor structure is 
appropriate for the COMM-HL model, with the six ques-
tions measuring the same construct. Using CFA, it was 
found that the structure of the communicative health 
literacy questionnaire was best explained as a one factor 
model, and this configuration seems to be in line with our 
original theoretical framework. Except one item (“recall 
the information you get from your doctor”), the rela-
tively high standardized factor loadings suggested good 
reliability of the indicators which means the indicators 
highly correlated with the latent factor communicative 
health literacy. The tool showed favourable measurement 
properties on a large, representative sample and could be 
used to assess the COMM-HL level of Hungarian adults.

The mean score of the COMM-HL scale was 86.8, 
which is significantly higher than the international aver-
age score (83.2 points) of the HLS19 study [4]. More than 
one-fifth of respondents had difficulties with getting 
enough time in consultations with their doctor– similar 
to other six of nine countries where this scale was used 
in the HLS19 study–, and almost one in seven had diffi-
culties being involved in decisions about their health in 
dialogue with their doctor. Explaining health concerns 
to their doctor was the easiest task, both nationally and 
internationally [4].

Based on our results, the effectiveness of communi-
cation should be improved, so that patients do not feel 
that there is not enough time for consultation with the 
physician. The effectiveness of communication could 
be enhanced by improving the communication skills of 
health professionals (e.g. using images/pictures as illus-
tration where it is possible, using simple and clear lan-
guage), including the teaching of techniques like “teach 
back” [25] or “chunk-and-check” [26]. On the other hand, 
communication between the health care users should 
be facilitated. For example, the employment of patient 
educators or mediators who may help to improve com-
munication in consultations can be useful [27], or the 
introduction of “Ask Me 3” patient educational program 

which encourages patients to ask their doctor what their 
main problem is, what they need to do to get better, and 
why it is important for them to do so [28].

In our study, COMM-HL was increased with better 
financial status and strong social support, while it was 
lower among females. In the HLS19 study, a similar trend 
was found for sex and financial status, while the direction 
of the association between COMM-HL, age and educa-
tion was inconsistent across the countries [4].

In terms of sex, an Ethiopian COMM-HL study among 
patients [15] found that being female was not associated 
with most domains of the COMM-HL, except lower odds 
of actively managing health, while higher education level 
and income lead to a higher odds of finding health infor-
mation, but they used a different COMM-HL scale. In 
another study with a different COMM-HL tool, no age, 
sex or self-perceived health status difference was found 
relating to the COMM-HL score, but higher education 
level was associated with a higher score [29]. In a Dutch 
study of patients with chronic diseases, lower levels of 
COMM-HL were found for patients with higher age, 
lower education and lower income [30]. There were no 
significant age-, sex- and education-related differences 
in COMM-HL scores, but scores were higher for those 
with higher self-rated economic status among Japanese 
diabetic patients [31]. Our results are only consistent 
with previous studies regarding the positive association 
between financial status and COMM-HL and no associa-
tion between self-reported health status and COMM-HL, 
but comparability is limited given the methodological 
differences between published studies.

For better policy and decision making, tailoring the 
real determinants of communicative health literacy is 
vital for healthcare improvement, as a good implemen-
tation program depends on the rational decision taken 
prior to the implementation. During patient-physician 
interactions, at-risk groups with low COMM-HL need 
special attention [32], partly by focusing on the use of the 
above mentioned techniques. Another option could be 
the introduction of interventions (e.g. community pro-
grams or involving caregivers of low HL persons) where 
the positive effect of social support could be beneficial to 
improve COMM-HL [33].

Strengths and limitations
It should be acknowledged that there are limitations to 
the present study. Firstly, because the results and conclu-
sions were drawn from a cross-sectional study design, so 
we cannot make any judgments about causal relation-
ships. Secondly, the study used computer-assisted tele-
phone interviews to collect data. However, it should be 
noted that the use of different data collection techniques, 
such as computer-assisted personal interviewing or com-
puter-assisted web interviewing, could affect the results. 
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To investigate this, further studies are needed. Also, the 
focus of the instrument was limited to the COMM-HL 
in relation to physician-patient interaction and not to 
health professionals in general. Furthermore, it is hard 
to assess the source of the difficulties measured, as per-
ceived communication difficulties may be also related 
to characteristics of the physicians/health care system. 
Previous Hungarian studies have used patient-reported 
experiences [34] and shared decision-making [35–36] to 
obtain information about these aspects. However, only 
the patient side was investigated in the present study.

As a strength, the study consistently followed the inter-
national guideline during the planning, nationwide sam-
pling, and data collection, which is likely to have reduced 
the risk of any systematic errors that may have occurred.

Conclusion
In conclusion, the questionnaire can be characterized 
with good internal consistency, so it could be used to 
assess the COMM-HL in the Hungarian population. 
Regarding the potential solutions to the patients’ dif-
ficulties, the effectiveness of the communication should 
be improved involving the physicians and the health care 
system, which could help to avoid the feeling that there 
is not enough time for the consultation. Risk groups 
with low COMM-HL need special attention during the 
interactions and the potential role of social support in 
improving COMM-HL has to be clarified.
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