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ABSTRACT
Background: Health-literate healthcare organizations (HLHOs) have been associated with improved clinical outcomes and
quality of care for both patients and healthcare services, through the implementation of the “Ten Attributes of HLHOs” which
support individuals in navigating, understanding, and using health information and services. Nurses, in both clinical and
managerial roles, are crucial in supporting HLHO initiatives. However, a high level of perceived workload may infuence their
engagement with health literacy–related initiatives.
Purpose: To assess nurses’ and nursing coordinators’ perceptions of the implementation of measures aimed at achieving HLHO
status and the relationship between HLHO, sociodemographic factors, and participants’ perceived workload.
Methods: A multicenter, cross-sectional study was conducted among nurses and nursing coordinators employed in four Italian
facilities. An online questionnaire was used to collect participants’ sociodemographic data, perceived workload, and perceptions of
the implementation of the ten HLHO attributes using the HLHO-10 instrument.
Results: A total of 386 participants were included. The HLHO-10 fnal scores revealed moderate perceptions of the imple-
mentation of health literacy measures across participating centers (mean = 4.73 out of 7; SD = 1.93). Higher HLHO levels were
signifcantly associated with lower perceptions of workload. Female nurses and nurses employed in critical care and emergency
departments were less likely to report lower workload (all p < 0.001).
Conclusions: Higher HLHO levels were associated with lower perceived workload, while diferences were observed according to
gender and working area. These fndings suggest that organizational and contextual factors may be related to workload perceptions
and highlight areas for further investigation and potential organizational improvement.
Implications for Nursing Management: Healthcare organizations should consider integrating HLHO principles into orga-
nizational policies and practices while supporting staf education and organizational development. Stronger implementation of
HLHO principles may be associated with more favorable workload perceptions and staf well-being. Nurse managers and nursing
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coordinators can play an important role in promoting OHL initiatives and fostering organizational environments that support both
healthcare professionals and high-quality patient care.

1 | Introduction

Safety and quality of care are widely recognized as priority ob-
jectives for healthcare systems worldwide, as they represent
fundamental pillars of the right to health for both individuals and
communities [1]. Eforts to improve organizational conditions
and address system-level factors may support patients and
healthcare consumers in making informed health decisions,
potentially reducing the risk of medical errors, inappropriate
healthcare utilization, and adverse health outcomes [2].

In this scenario, a work environment characterized by supportive
organizational conditions has been associated with more fa-
vorable employee outcomes, which may in turn contribute to
positive organizational and patient-related outcomes [3].

Promoting such environments requires attention to the in-
formational dimension of structural empowerment. This di-
mension refers to the organizational structure that enables
healthcare professionals (HCPs) to access relevant information,
critical data, technical knowledge, and skills necessary to per-
form their roles efectively and achieve professional goals. Access
to these resources may support informed decision-making,
professional autonomy, and efective clinical practice [4].

In this context, organizational health literacy (OHL), which
refers to the extent to which healthcare services, organizations,
and systems enable individuals to access, understand, appraise,
and use health-related information and services, while also
supporting HCPs through clear communication and accessible
information resources [5], may provide a useful framework for
refecting on the promotion of workplace empowerment.

OHL seeks to enhance the accessibility, usability, and clarity of
information within healthcare organizations, factors that have
been associated with improvements in the quality of care [6]. By
facilitating access to relevant information and promoting efec-
tive communication processes, OHL may contribute to organi-
zational environments in which HCPs feel better supported in
managing job demands. In turn, such environments may foster
professional autonomy, informed decision-making, and greater
engagement in clinical and organizational activities, all of which
are key components of workplace empowerment.

OHL plays a pivotal role in addressing challenges related to
individual health literacy (IHL) through adequate commu-
nication and educational activities tailored to the needs of
patients and communities [7]. Evidence suggests that health-
literate healthcare organizations (HLHOs) are associated
with higher patient satisfaction, greater patient empower-
ment, enhanced decision-making capabilities, and a more
active role in treatment processes [8]. Furthermore, HLHOs
have been linked to improvements in overall quality of
healthcare [9, 10] and to favorable economic and health-
related outcomes, including disease prevention, lower hos-
pitalization rates and associated costs [11], increased par-
ticipation in recommended health screenings [12], more
appropriate use of healthcare services [13], and eforts to
reduce sociohealth inequalities [14].

The implementation of OHL within healthcare organizations is
a complex and dynamic process, rather than a simple adoption of
predefned standards [15]. Evidence from implementation sci-
ence suggests that this process is infuenced by factors such as
organizational readiness, leadership commitment, resource
availability, and other contextual characteristics that afect the
integration of OHL into routine care [16]. Consequently, the
extent and nature of OHL implementation may vary across
healthcare settings according to organizational maturity and the
degree to which HL principles are embedded within governance
structures, organizational policies, and clinical processes [15].

For healthcare organizations, the key characteristics of becoming
an HLHO, namely, facilitating individuals’ ability to navigate,
understand, and use information and services to take care of their
health, are summarized in the “Ten Attributes of Health Literate
Health Care Organizations” [2]. This framework outlines orga-
nizational components intended to address the challenges as-
sociated with limited health literacy and support the accessibility,
quality, safety, and value of healthcare services. Nurses, who
constitute the largest professional group within the healthcare
workforce, play a central role in promoting health literacy and
supporting the implementation of HLHO principles in both
clinical and managerial roles [7]. Through patient communi-
cation, education, advocacy, and caring relationships, nurses
contribute substantially to health literacy-related initiatives and
to the delivery of patient-centered care [7, 17].

The implementation of OHL is increasingly supported by in-
stitutional eforts aimed at strengthening health communication
and information systems. However, healthcare organizations
show substantial variability in the maturity and integration of
OHL-related strategies and practices [6]. Such variability may
infuence how HCPs perceive and experience OHL attributes
within their organizations. Evidence suggests that these per-
ceptions are infuenced by the organizational context, particu-
larly by the extent to which OHL initiatives are implemented,
integrated, and sustained in routine practice [6, 7, 15].

However, previous studies have reported that nurses working
under high workload conditions, particularly in resource-
constrained environments, may perceive their organization’s
commitment to HL as less efective [18] or insufcient [19].
Under these circumstances, nurses may prioritize clinical and
task-oriented activities over communication and relational as-
pects of care, such as patient–provider interactions, which are
central components of HL initiatives [7, 20].

Several recent studies, conducted in both non-European
[18, 21–23] and European contexts [24–27], have explored
HCPs’ perceptions of OHL. However, to our knowledge, most of
these studies have not specifcally focused on nurses as a distinct
professional group [21, 22, 24–26, 28, 29] and have frequently
been conducted in inpatient settings only [21, 22, 24–26]. Fur-
thermore, although OHL perceptions have been investigated
among HCPs across a variety of healthcare contexts, including
primary healthcare settings [19, 23, 27–29], nurses’ perceptions
of the attributes of OHL have received limited attention. In
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addition, the perspectives of nursing coordinators, who play a key
role in organizational leadership and in the implementation of
health literacy-related practices, remain largely unexplored.

To date, although OHL has been associated with healthcare
quality and patient-related outcomes [9, 10, 26], evidence re-
garding its relationship with perceived workload among nurses
and nursing coordinators remains limited.

This study aimed to assess nurses’ and nursing coordinators’
perceptions of the implementation of measures intended to
support HLHOs and to examine the association between these
measures and perceived workload.

2 | Materials and Methods

2.1 | Study Design, Participants, and Setting

A multicenter, cross-sectional study was conducted between May
2023 and January 2024 among Italian nurses and nursing co-
ordinators across four public healthcare institutions in the Marche
Region: IRCCS INRCA (National Institute of Health and Science on
Aging) and the Aziende Sanitarie Territoriali (AST; Local Health
Authorities) of Ancona, Ascoli Piceno, and Pesaro-Urbino.

IRCCS INRCA (structure A) is a national research and healthcare
institute specializing in geriatric care and aging-related research.
Its main hospital has approximately 170–180 inpatient beds and
serves adults aged ≥ 65 years across the region (population
served: 388.839) [30].

AST of Ascoli Piceno (structure B) delivers integrated hospital
and territorial care through two acute-care hospitals with ap-
proximately 500 accredited beds, covering a population of
200.897 inhabitants; AST of Pesaro-Urbino (Structure C) man-
ages a network of hospital and community services with ap-
proximately 880–890 inpatient beds, serving 349.882 residents;
and AST of Ancona (Structure D) provides hospital and com-
munity services through multiple facilities, including acute-care
hospitals with approximately 750–760 inpatient beds, serving
about 461.629 residents [30].

The ASTs provide comprehensive, multispecialty services, in-
cluding emergency care, intensive care, oncology, and re-
habilitation. In contrast, IRCCS INRCA ofers specialized
services focused on geriatric and chronic care, alongside selected
medical specialties and rehabilitation.

This combination of organizations with diferent sizes, service
profles, and population catchment areas provided a heteroge-
neous context for evaluating OHL attributes.

Participants were recruited through convenience sampling based
on the following inclusion criteria: (1) nurses with clinical or
coordination roles and (2) provision of consent to participate in
the study by completing and signing the informed consent form.
The reporting of this observational study adheres to the STROBE
Statement [31], which provides guidance for transparent
reporting of observational research (Supporting File 1).

2.2 | Sample Size

The reference population for the sample size calculation com-
prised 6.327 nurses, and nursing coordinators employed across
the participating healthcare institutions. The sample size was

calculated for the descriptive objective of the study, that is, to
estimate the mean HLHO score with adequate precision. Based
on a mean HLHO-10 score of 5.37 (SD = 1.51), as reported by
Rathmann et al. [26], and assuming a 99% confdence level with
fnite population correction, the minimum required sample size
was estimated at 168 participants. The multivariable logistic
regression examining the association between HLHO-related
measures and perceived workload was conducted as a second-
ary exploratory analysis. Since no previous studies provided
reliable estimates of the expected association between HLHO
scores and perceived workload, no a priori, regression-based
power calculation was performed.

2.3 | Study Procedure, Sampling, and Data
Collection

Data were collected through the electronic Webropol survey and
Reporting [32]. A trained researcher supervised the data col-
lection process. A nonprobability convenience sampling ap-
proach was adopted, inviting participants on a voluntary basis.

The survey link, along with an information sheet detailing the
study aims, methods, and data protection procedures, was dis-
tributed to the directors of the participating healthcare in-
stitutions. Directors were asked to disseminate the invitation to
all eligible nurses and nursing coordinators within their orga-
nizations. As the dissemination process was managed locally by
each institution and the number of professionals who actually
received and opened the invitation was not centrally monitored,
the exact denominator of invited participants was unknown.
Consequently, a response rate could not be reliably calculated.

To enhance participation, two reminder emails were sent at 2-
week intervals. The online questionnaire was protected by
CAPTCHA verifcation and cookie-based controls to minimize
duplicate responses. Participation was voluntary, and informed
consent was obtained electronically prior to survey completion.

2.4 | Instruments

The questionnaire comprised two sections. The frst collected
sociodemographic and professional information and included
a single-item question on perceived workload assessed on a 3-
point Likert scale (1 = low, 2 =medium, 3 = high). The second
section consisted of the validated Italian version [26] of the
HLHO-10 questionnaire [33], which assesses HCPs’ perceptions
of the extent to which the ten attributes of an HLHO are
implemented within their own workplace. Each item refers to
a specifc organizational attribute and asks respondents to rate
the extent to which that attribute is realized in their facility, thus
refecting the perceived level of implementation. Responses are
provided on a 7-point Likert scale ranging from 1 (completely
disagree) to 7 (completely agree), with an additional “not appli-
cable” (NA) option. Higher scores refect a more positive per-
ception of the degree of implementation of HLHO attributes [34].
In this study, the Cronbach’s alpha of the HLHO-10 was 0.91.

2.5 | Ethical Considerations

The study received ethical approval from the Institutional Re-
view Board of the Marche Region (protocol no. 249/2023) and
permission from the participating healthcare institutions.
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2.6 | Statistical Analysis

Data were presented as percentages, means with standard de-
viations (SD), or medians with interquartile ranges (IQR).

Associations between workload levels and other variables col-
lected were assessed using the chi-square test or ANOVA, as
appropriate.

Multivariable logistic regression analysis was performed to
evaluate the extent to which HLHO-10 scores and other variables
collected infuenced workload. This analysis was intended as
a secondary and exploratory analysis. Workload levels (the de-
pendent variable) were dichotomized, and the likelihood of low
versus medium/high workload was calculated as an odds ratio
(OR). Variables that showed a signifcant association with
workload in the bivariate analysis were included as covariates
(independent variables).

Two multivariable logistic regression models were tested. In
Model 1, each individual HLHO-10 item was included; in Model
2, the overall HLHO-10 score was used instead of the
individual items.

For all analyses, a signifcance level (alpha) of 0.05 was applied.
Analyses were conducted using IBM SPSS Statistics Version 29.0.
Collinearity diagnostics were examined for the predictors in-
cluded in the item-level model. Variance infation factors (VIFs)
and tolerance values were estimated using an auxiliary linear
regression model including the same independent variables as
the logistic regression model. This approach was used because
the VIF refects the degree of linear association among pre-
dictors, independently of the distribution of the outcome
variable.

3 | Results

3.1 | Sample Characteristics

A total of 386 participants completed the questionnaire. Nurses
constituted the largest professional group among respondents
(86.1%), and nearly half of the sample (47.9%) reportedmore than
20 years of professional experience. Overall, 26.7% of participants
reported a low workload, 48.7% reported a medium workload,
and 24.6% reported a high workload; 13.9% were coordinators
(Supporting File 2).

3.2 | Descriptive Analysis

The mean HLHO-10 score was 4.73 (SD= 1.93), and the mean
scores of the HLHO-10 items ranged from 3.90 to 5.19 on a 7-
point scale (Table 1). Coordinators reported signifcantly higher
scores than noncoordinators for the HLHO3 item (“Is health
information at your hospital developed by involving patients?”),
the HLHO4 item (“Is individualized health information used at
your hospital, e.g., diferent languages, print sizes, Braille?”), and
the overall HLHO-10 score. Specifcally, the mean HLHO3 score
was 5.30 (SD= 2.05) among coordinators and 4.56 (SD= 2.23)
among noncoordinators (p = 0.027). The mean HLHO4 score
was 5.74 (SD= 1.67) among coordinators and 5.04 (SD= 2.08)
among noncoordinators (p = 0.019). Finally, the mean HLHO-10
score was 5.30 (SD = 1.61) among coordinators and 4.64
(SD = 1.97) among noncoordinators (p = 0.020).

3.3 | Characteristics of the Study Population,
HLHO-10 Scores, and Perceived Workload

The HLHO-10 fnal score varied signifcantly across workload
categories (p < 0.001), with higher scores correlating with lower
perceived workload (Table 1).

Bivariate analyses revealed signifcant associations between
perceived workload levels and both gender and working area.
The distribution of workload difered signifcantly by gender
(χ2(2) = 14.129, p < 0.001). In addition, workload levels varied
signifcantly across diferent working areas (χ2(14) = 45.238,
p < 0.001) (Supporting File 3). Notably, no signifcant asso-
ciation was found between perceived workload and the
“coordinator” variable.

3.4 | Impact of OHL on Workload

Table 2 shows two multivariable logistic regression models ex-
amining the impact of HLHO-10 items and the overall fnal score
on perceived workload (low vs. medium/high), adjusting for
gender and working area.

In Model 1 (each HLHO-10 item included), female partici-
pants were more likely to report higher workload compared
to males (OR = 0.41, 95% CI [0.25, 0.68], p < 0.001), sug-
gesting potential diferences in perceived work demands
across sex.

Concerning the working area, compared to the reference
category (critical/emergency area), participants in the ma-
ternal and child (OR = 10.21, 95% CI [2.69, 38.79], p < 0.001),
outpatient (OR = 4.40, 95% CI [1.71, 11.38], p = 0.002), com-
munity (OR = 3.89, 95% CI [1.39, 10.91], p = 0.010), and ge-
riatric settings (OR = 3.56, 95% CI [1.39, 9.14], p = 0.008)
reported lower workload levels, which may refect diferences
in care complexity or organizational structure compared to
critical/emergency units. However, this estimate should be
interpreted with caution because the maternal and child
health subgroup included only 14 participants, resulting in
a wide confdence interval and a potentially unstable odds
ratio. No signifcant diferences were observed for medical,
surgical, and mental health settings.

Among the HLHO-10 items, only item 3 “Is health in-
formation at your hospital developed by involving patients?”
was signifcantly linked to workload. However, given the high
internal consistency of the HLHO-10 scale and the conceptual
overlap among items, this item-level fnding should be
interpreted cautiously. Collinearity diagnostics did not in-
dicate severe multicollinearity among the HLHO-10 items
included in Model 1. VIF values ranged from 1.43 for item 9 to
3.23 for item 2 of the HLHO-10, and tolerance values ranged
from 0.310 for item 9 to 0.70 for item 2 of the HLHO-10.
Although these values suggest some shared variance among
HLHO-10 items, they remained below commonly used
thresholds for severe multicollinearity. Nonetheless, Model 1
should be considered an exploratory item-level model.

Model 2 (HLHO-10 fnal score included) showed that a higher
HLHO-10 fnal score was signifcantly associated with increased
likelihood of reporting low workload (OR = 1.35, 95% CI [1.17,
1.57], p < 0.001). Overall, the results for gender and working area
were similar to those in Model 1.

4 of 11 Journal of Nursing Management, 2026
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4 | Discussion

OHL constitutes a critical foundation for health-promoting
hospitals and has been proposed as an organizational ap-
proach to improving communication and reducing barriers to
care. It involves restructuring care and services to support in-
dividuals in navigating and understanding health information
more easily [7]. By addressing the needs of patients with diverse
literacy skills, OHL may contribute to more efective navigation
within complex healthcare systems. This aligns with hospitals’
goals of promoting patient education, empowerment, and ac-
cessible care environments, factors that have been associated
with improved health outcomes [24].

This study advances the understanding of HLHO development,
which is crucial for improving patient experience and satisfaction
[23]. It ofers insights into both OHL eforts and their association
with professionals’ perceived workload.

Overall, the HLHO-10 fnal scores revealedmoderate perceptions
of the implementation of health literacy measures across par-
ticipating centers, in agreement with previous studies involving
HCPs, including nurses [21, 25–27]. Items related to personalized
patient information (e.g., use of multilanguage materials,
HLHO4), communication standards for understanding
(HLHO5), and implementation of eforts for patients to navigate

and orient themselves within the hospital environment (HLHO6)
scored relatively high, with the itemHLHO4 showing the highest
score. Additionally, item HLHO9, which assesses the ability to
communicate openly and comprehensibly with patients about
their out-of-pocket treatment costs, received one of the highest
mean scores.

Interestingly, the results of this study are consistent with those of
two studies from Germany [25, 27], but they difer from those of
a recent study conducted outside Europe [21]. This probably
mirrors the Italian Public Healthcare System, where inpatient
and primary care are usually free, but copayments are required
for certain specialist visits and medications [35]. This arrange-
ment promotes transparent conversations between patients and
providers regarding costs, a pattern also observed in Germany,
which has a mixed public-private healthcare system with stat-
utory health insurance covering the majority of the population
[35]. The interpretation of the fndings should consider the or-
ganizational context of the participating hospitals [6, 7, 15],
which represented a heterogeneous sample of healthcare settings
with varying levels of organizational maturity and imple-
mentation of OHL initiatives. Consequently, perceptions of
HLHO attributes may be infuenced by both existing organiza-
tional structures and ongoing eforts to strengthen OHL. This
(unmeasured) contextual variability may have afected

TABLE 2 | Multivariate logistic regression analysis.

Variables
Model 1 Model 2

OR (95% CI) p value OR (95% CI) p value
Gender
Male Ref. — — Ref. — —
Female 0.41 (0.25; 0.68) < 0.001 0.44 (0.27; 0.72) 0.001

Working area
Critical/emergency Ref. — — Ref. — —
Medical 1.80 (0.73; 4.45) 0.199 1.75 (0.72; 4.24) 0.215
Surgical 2.33 (0.85; 6.36) 0.100 2.27 (0.85; 6.07) 0.103
Geriatric 3.56 (1.39; 9.14) 0.008 3.42 (1.38; 8.47) 0.008
Community 3.89 (1.39; 10.91) 0.010 3.67 (1.35; 9.96) 0.011
Maternal and child 10.21 (2.69; 38.79) < 0.001 9.65 (2.60; 35.77) < 0.001
Mental health 1.26 (0.36; 4.44) 0.722 1.24 (0.36; 4.22) 0.730
Outpatient 4.40 (1.71; 11.38) 0.002 4.27 (1.69; 10.76) 0.002

HLHO-10 items
HLHO1 0.99 (0.82; 1.20) 0.919 — —
HLHO2 1.05 (0.86; 1.28) 0.628 — —
HLHO3 1.21 (1.00; 1.45) 0.048 — —
HLHO4 1.00 (0.82; 1.21) 0.972 — —
HLHO5 0.97 (0.81; 1.17) 0.758 — —
HLHO6 1.08 (0.88; 1.31) 0.463 — —
HLHO7 1.09 (0.90; 1.33) 0.367 — —
HLHO8 0.95 (0.80; 1.13) 0.574 — — —
HLHO9 1.13 (0.98; 1.31) 0.092 — — —
HLHO10 0.95 (0.82; 1.09) 0.450 — — —
HLHO-10 fnal score — — — 1.35 (1.17; 1.57) < 0.001

Note: Dependent variable: workload (low vs. medium/high). Bold values indicate statistically signifcant values.
Abbreviations: CI = confdence interval, OR = odds ratio.

6 of 11 Journal of Nursing Management, 2026

 jonm
, 2026, 1, D

ow
nloaded from

 https://onlinelibrary.w
iley.com

/doi/10.1155/jonm
/3119702 by U

niversita D
i Firenze Sistem

a, W
iley O

nline L
ibrary on [26/08/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



respondents’ perceptions and partly explained diferences in
perceived implementation across organizations. These consid-
erations are consistent with implementation science perspec-
tives, highlighting the role of contextual factors in shaping the
adoption and integration of organizational practices [15, 16].

The lowest scores, for employee HL training (HLHO10), reveal
a notable gap, consistent with prior studies [22, 25, 26], indicating
inadequate nurse training on HL despite organizational eforts.
Häberle et al. [24] found that the academic hospital scored higher
on Standard 8, assessing staf HL training, local hospitals in their
Italian OHL study, which used the International Self-Assessment
Tool for OHL of Hospitals.

The higher HLHO-10 fnal score, HLHO3, and HLHO4 scores
reported by coordinators may indicate a greater perceived
presence of OHL practices among professionals with managerial
responsibilities. As coordinators are often involved in quality
improvement activities and organizational decision-making
processes, they may be more familiar with initiatives aimed at
engaging patients in the development of health information and
tailoring information to diverse patient needs [2]. The higher
scores reported by coordinators may refect role-related difer-
ences in organizational perspective. Previous research has shown
that nurse managers and staf nurses often difer in their per-
ceptions of leadership and implementation climate, with man-
agers generally reporting more positive assessments of
organizational processes [36].

Nevertheless, these fndings should be interpreted with caution,
as they may refect diferences in role-specifc knowledge and
organizational perspective rather than objective diferences in
health literacy responsiveness.

Regarding sample characteristics and workloads, gender and
working area were associated with perceived workload among
nurses and coordinators: higher workload levels were more
frequently reported by women and by staf working in acute care
areas, suggesting that both sex and clinical setting may infuence
the perception of workload demands. Notably, no signifcant
association was found between perceived workload and pro-
fessional role, indicating that perceived workload was similar
between nurses and coordinators.

Logistic regression confrms the results from the bivariate
analysis: females are approximately half as likely as males to
perceive a low workload, highlighting potential disadvantages in
the workplace, particularly in terms of work–home balance, as
reported in previous evidence [37]. Such challenges may infu-
ence their perception of workload and overall occupational well-
being, highlighting the need for workplace policies that address
these gender-specifc issues.

Additionally, compared with the critical/emergency de-
partments, nurses working in geriatric, community, outpatient,
and maternal and child settings were more likely to report a low
workload. This pattern suggests that the perception of workload
varies across clinical contexts rather than being tied to a single
setting. These diferences may refect variation in patient com-
plexity, care intensity, and organizational structures across
services. Overall, these fndings suggest that structural and or-
ganizational characteristics of healthcare environments may be
associated with nurses’ perceptions of workload. To date, the
literature has not concurrently explored the association between

specifc healthcare settings and perceived workload, although
studies have examined its relationship with OHL [22, 23].
Nonetheless, as healthcare settings difer in terms of patient
volume and complexity of care, these factors are likely to in-
fuence nurses’ workload perceptions.

The item-level analysis (Model 1) suggested a possible associa-
tion between HLHO item 3, concerning the involvement of
patients in the development of hospital health information, and
perceived workload. However, this fnding was marginally sig-
nifcant, was not corrected for multiple comparisons, and
emerged from an exploratory model including highly related
HLHO-10 items. Therefore, it should be interpreted as
hypothesis-generating rather than confrmatory.

Additionally, Model 2 showed that when considering the total
HLHO-10 score as a comprehensive measure of OHL, higher
HLHO-10 scores were associated with a greater likelihood of
reporting lower perceived workload. However, this association
should be interpreted with caution. Due to the cross-sectional
design, the temporal relationship between variables cannot be
established, which precludes conclusions regarding di-
rectionality or causality [38, 39]. It is possible that HCPs working
in less strained and better-resourced environments may have
greater capacity to implement, recognize, and positively evaluate
OHL-related practices. In this scenario, lower perceived work-
load may facilitate the development and perception of OHL
attributes rather than OHL implementation being associated
with lower workload perceptions. Furthermore, both perceptions
may be infuenced by broader organizational factors, such as
leadership, stafng adequacy, and workplace culture, which are
known to shape nurses’ work experiences and workload per-
ceptions [40, 41]. Therefore, the observed association may refect
shared underlying organizational characteristics rather than
a direct relationship between OHL and perceived workload.

These fndings are particularly important, considering recent
evidence suggesting that increasing workload negatively impacts
the quality of care, job satisfaction, and symptoms of burnout
[42]. Moreover, stronger implementation of OHL principles in
clinical environments may be associated with organizational
conditions linked to lower fatigue, which is widely recognized in
the literature as a negative outcome associated with high
workload. A recent study [43] found a strong correlation between
perceived nursing workload and occupational fatigue, impacting
physical and mental health, job satisfaction, and patient care
quality.

The implementation of OHL principles is strongly infuenced by
organizational leadership and management capacity [7]. Efec-
tive leadership can facilitate the integration of HL-oriented
practices into routine care and may support communication,
coordination, and workfow clarity [6]. Such organizational
characteristics may also be associated with more efcient
workforce organization and lower perceived workload among
nurses. Therefore, leadership and management should be con-
sidered key contextual factors shaping both OHL implementa-
tion and workload perceptions.

These dynamics can also be interpreted through the lens of
workplace empowerment. According to Kanter’s theory of
structural empowerment, access to information, resources, and
support within an organization enhances employees’ autonomy
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and efectiveness [44]. In this perspective, OHL can be con-
ceptualized as part of the informational infrastructure that
supports structural empowerment by ensuring access to clear
and usable information within healthcare organizations [45].
Accordingly, higher levels of HLHO implementation may refect
more supportive organizational environments associated with
greater autonomy and efectiveness among nurses, whereas
lower levelsmay indicate less supportive contexts associated with
higher levels of work strain.

Although not directly measured in this study, workplace em-
powerment may represent a potential mechanism linking OHL
implementation to perceived workload. Future research should
further explore these relationships by including key organiza-
tional mediators such as psychological and structural empow-
erment and job satisfaction, in order to better understand the
complex factors infuencing nurses’ workload perceptions.

A comprehensive approach that fosters a culture of OHL as
a broader organizational construct may be associated with
workplace conditions that support more favorable workload
perceptions among nurses. However, OHL initiatives may also
require additional time, training, and organizational resources
during implementation. Therefore, the relationship between
OHL and workload is likely to be complex and may vary
according to organizational context, available resources, and the
stage of implementation.

As a result, focusing solely on isolated improvements in indi-
vidual HLHO attributes may be insufcient to infuence work-
load perceptions, whereas a more integrated organizational
approach may be more relevant.

These fndings highlight the importance for healthcare managers
and leaders recognizing and supporting the implementation of
OHL principles through organizational, regional, and national
strategies [24]. Previous research has suggested that OHL is
associated with improved clinical outcomes, greater patient
satisfaction, and more positive experiences among HCPs [2, 6].

These considerations further emphasize the importance of the
institutionalization of OHL within healthcare organizations.
This process extends beyond the implementation of individual
interventions and refects the extent to which HL principles are
embedded in organizational culture, policies, and daily clinical
practice [6, 45]. From this perspective, OHL may be associated
not only with positive patient outcomes and care quality, but also
with favorable experiences among HCPs, particularly regarding
job satisfaction, work organization, and perceived well-being.

4.1 | Strengths and Limitations

The study provides a comprehensive overview of OHL within
healthcare settings and explores the relationship between HLHO
attributes and nurses’ and coordinators’ perceived workload.
However, several limitations need to be acknowledged when
interpreting the fndings: (1) the cross-sectional design of the
study precludes any conclusions regarding the direction or
causality of the observed associations. While higher HLHO
scores were associated with lower perceived workload, it cannot
be determined whether stronger OHL implementation contrib-
utes to lower workload perceptions or whether professionals
experiencing lower workloads are more likely to perceive OHL
initiatives positively. Furthermore, unmeasured organizational

and contextual factors may have infuenced both HLHO per-
ceptions and workload assessments; (2) since both the predictor
(perceived OHL) and the outcome (perception of workload) were
measured using a self-administered questionnaire, the results
may have been infuenced by social desirability bias, despite the
anonymity of the questionnaires. Furthermore, because both
variables were assessed simultaneously by the same respondents
using the same data collection method, the study is susceptible to
common-method bias. Respondents experiencing negative afect
or dissatisfaction may have been more likely to evaluate multiple
aspects of their work environment unfavorably, potentially
strengthening the observed associations between OHL and
perceived workload. Therefore, the reported relationships should
be interpreted with caution, as they may partly refect shared
method variance rather than solely the underlying construct of
interest; (3) perceived workload was assessed using a non-
validated, single-item self-report measure, which may not fully
capture the multidimensional nature of workload. Furthermore,
for the purpose of statistical analysis, the workload measure was
dichotomized, introducing an arbitrary threshold and potential
loss of information. This approach may have reduced the vari-
ability captured by the original responses and limited the sen-
sitivity of the analysis. In addition, the use of a single-item,
nonstandardized measure may also have reduced the reliability
and accuracy of workload assessment, increasing the risk of
measurement error. Consequently, the observed associations
should be interpreted with caution. Future studies should em-
ploy validated multidimensional workload instruments to pro-
vide a more comprehensive and robust assessment of nurses’
perceived workload; (4) only public healthcare institutions were
included; therefore, it remains unclear whether similar fndings
would be observed in other healthcare contexts, such as teach-
ing/university hospitals or private and accredited healthcare
facilities; (5) the study sample was recruited through a non-
probability convenience sampling approach. As the exact
number of HCPs who received the survey invitation was not
available, a response rate could not be calculated. These factors,
together with the voluntary nature of participation, may have
introduced selection bias, as individuals with the greatest interest
in OHL or more favorable perceptions of their work environment
may have been more likely to participate. Consequently, the
generalizability of the fndings to other healthcare settings and
professional populations should be considered with caution.
Future studies employing probabilistic sampling methods and
including a broader range of healthcare organizations would help
strengthen the external validity of the results.

An additional consideration is the potential infuence of
unmeasured organizational and workforce-related factors.
Diferences observed across clinical settings, particularly be-
tween critical/emergency departments and other care areas,
may refect variation in stafng adequacy, shift organization,
professional experience, organizational size, leadership
practices, and resource availability. Because these variables
were not collected in the present study, they could not be
included in the multivariable analyses. As a result, residual
confounding cannot be excluded, and the observed associa-
tions between HLHO measures and perceived workload may
partly refect broader organizational characteristics rather
than OHL-related factors alone. Future research should in-
corporate these variables to better understand the
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independent contribution of OHL to HCPs’ workload
perceptions.

Moreover, this study was primarily designed and powered to
estimate nurses’ and nursing coordinators’ perceptions of
HLHO-related measures with adequate precision. The regression
analysis examining the association between HLHO-related
measures and perceived workload was secondary and explor-
atory in nature. Consequently, the fndings of the multivariable
model, particularly those involving small subgroups, should be
interpreted with caution and considered hypothesis-generating
rather than confrmatory.

Finally, some estimates related to working areas should be
interpreted cautiously because of sparse data in certain cate-
gories. In particular, the maternal and child health subgroup
included a limited number of participants, which may have
resulted in sparse data bias and unstable odds ratio estimates. As
a result, fndings specifc to this subgroup should be regarded as
exploratory and require confrmation in larger studies with more
balanced distributions across clinical settings.

Despite these limitations, the use of a validated instrument to
measure HLHO is helpful for comparing results across diferent
countries and settings, and for identifying areas for intervention
to enhance OHL.

4.2 | Linking Evidence to Action

- Nurses and nursing coordinators reported a moderate per-
ception of the implementation level of the ten HLHO at-
tributes within their healthcare organizations.

- Gaps in staf training on HL indicate a need for ongoing
educational initiatives to support the development and
maintenance of OHL.

- Female nurses and professionals working in critical and
emergency care settings were less likely to report lower
perceived workload, suggesting that gender and clinical
context may infuence workload perception.

- Healthcare organizations and policymakers should consider
integrating HLHO principles into organizational strategies,
as stronger OHL implementation may be associated with
more favorable workload perceptions and nurse well-being.

- Developing comprehensive OHL strategies that address
multiple HLHO attributes, strengthen leadership and
nursing management capacities, and promote supportive
organizational environments may contribute to workplace
conditions associated with perceived workload and sus-
tainable nursing practice.

4.3 | Implications for Nursing Management

Nurse managers and nursing coordinators play a pivotal role in
fostering OHL through staf training, clear communication
systems, and the provision of accessible patient information.
They should also monitor workload distribution and evaluate
potential diferences across gender and clinical areas. Greater
integration of OHL principles may be associated with lower
perceived workload among nurses and may support organiza-
tional conditions that promote nurse well-being, quality of care,
and positive patient outcomes.

5 | Conclusions

This study found that Italian nurses and nursing coordinators in
the Marche Region generally perceived their healthcare orga-
nizations’ implementation of the 10 HLHO attributes positively.

Overall, higher OHL levels were associated with lower percep-
tions of workload. Moreover, female nurses and nurses employed
in critical and emergency departments were less likely to report
lower workload. The observed association between HLHO
implementation and lower perceived workload suggests that
organizations with stronger OHL characteristics provide orga-
nizational conditions associated with more favorable workload
perceptions.

These fndings highlight the potential value of integrating OHL
principles into healthcare organizations, as such principles may
support work environments associated with lower perceived
workload among nurses. Healthcare providers may, therefore,
consider organizational strategies that promote OHL principles
as a means of fostering workplace conditions associated with
nurse well-being and high-quality patient care. However, given
the cross-sectional nature of this study, no causal inferences can
be drawn, and further longitudinal and interventional studies are
needed to better understand the direction and nature of the
relationship between OHL implementation and perceived
workload.

Author Contributions

Conceptualization: Giulia Franceschini, Valentina Simonetti, and Dania
Comparcini; methodology: Giulia Franceschini, Valentina Simonetti,
and Dania Comparcini; formal analysis: Chiara Lorini; investigation:
Giulia Franceschini, Gloria D’Angelo, Sonia Stante, Claudia Mezzadri,
and Martina Tesei; data curation: Chiara Lorini, Giulia Franceschini,
Valentina Simonetti, and Dania Comparcini; writing–original draft:
Valentina Simonetti, Dania Comparcini, and Giulia Franceschini; wri-
ting–review and editing: all authors; supervision: Guglielmo Bonaccorsi
and Giancarlo Cicolini.

Acknowledgments

The authors would like to thank Massimo Massetti, Cristina Brunetti,
Rosanna De Serio, Lucia Mielli, Giovanna Michela Pace, Donatella
Giovannini, Paolo Marinelli, Stefania Rasori, and Valentina Pignani for
their assistance in data collection and manuscript editing.

Declaration of Generative AI and AI-Assisted Technologies in the Writing
Process. Generative AI was used solely to support language editing and
improve readability. All scientifc content, interpretation of results, and
fnal manuscript revisions were reviewed and verifed by the authors,
who take full responsibility for the content of the manuscript.

Funding

This research received no specifc grant from any funding agency in the
public, commercial, or not-for-proft sectors. Open access publishing was
facilitated by the Università degli Studi Gabriele d’Annunzio Chieti
Pescara, as part of the Wiley-CRUI-CARE agreement.

Disclosure

All authors have read and approved the fnal manuscript.

Conficts of Interest

The authors declare no conficts of interest.

Journal of Nursing Management, 2026 9 of 11

 jonm
, 2026, 1, D

ow
nloaded from

 https://onlinelibrary.w
iley.com

/doi/10.1155/jonm
/3119702 by U

niversita D
i Firenze Sistem

a, W
iley O

nline L
ibrary on [26/08/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Data Availability Statement

The data that support the fndings of this study are available from the
corresponding author upon reasonable request. The data are not publicly
available because they contain information that could compromise the
privacy of research participants.

References

1. World Health Organization Regional Ofce for the Eastern Medi-
terranean, “Quality and Patient Safety Access to Health Services,”
https://www.emro.who.int/uhc-health-systems/access-health-services/
patient-safety.html.

2. C. Brach, D. Keller, L. M. Hernandez, et al., “Ten Attributes of Health
Literate Health Care Organizations,” National Academy of Medicine 02,
no. 6 (2012): https://doi.org/10.31478/201206a.

3. G. Cicolini, D. Comparcini, and V. Simonetti, “Workplace Empow-
erment and Nurses’ Job Satisfaction: A Systematic Literature Review,”
Journal of Nursing Management 22, no. 7 (2014): 855–871, https://
doi.org/10.1111/jonm.12028.

4. R. M. Kanter, Men and Women of the Corporation (New York: Basic
Books, 1977).

5. C. Brach and L. M. Harris, “Healthy People 2030 Health Literacy
Defnition Tells Organizations: Make Information and Services Easy to
Find, Understand, and Use,” Journal of General Internal Medicine 36,
no. 4 (2021): 1084–1085, https://doi.org/10.1007/s11606-020-06384-y.

6. N. Pelizzari, L. Covolo, E. Ceretti, C. Fiammenghi, and U. Gelatti,
“Defning, Assessing, and Implementing Organizational Health Literacy:
Barriers, Facilitators, and Tools: A Systematic Review,” BMC Health
Services Research 25, no. 1 (2025): 599, https://doi.org/10.1186/s12913-
025-12775-w.

7. E. Farmanova, L. Bonneville, and L. Bouchard, “Organizational
Health Literacy: Review of Theories, Frameworks, Guides, and Imple-
mentation Issues,” Inquiry 55 (2018): 46958018757848, https://doi.org/
10.1177/0046958018757848.

8. B. B. Visscher, B. Steunenberg, M. Heijmans, et al., “Evidence on the
Efectiveness of Health Literacy Interventions in the EU: A Systematic
Review,” BMC Public Health 18, no. 1 (2018): 1414, https://doi.org/
10.1186/s12889-018-6301-6.

9. M. D. Boonstra, S. A. Reijneveld, G. Navis, R. Westerhuis, and
A. F. de Winter, “Co-Creation of a Multi-Component Health Literacy
Intervention Targeting Both Patients With Mild to Severe Chronic
Kidney Disease and Health Care Professionals,” International Journal of
Environmental Research and Public Health 18, no. 24 (2021): 13354,
https://doi.org/10.3390/ijerph182413354.

10. J. S. Lubasch, M. Voigt-Barbarowicz, N. Ernstmann, C. Kowalski,
A. L. Brütt, and L. Ansmann, “Organisational Health Literacy in
a Hospital: Insights on the Patients’ Perspective,” International Journal of
Environmental Research and Public Health 18, no. 23 (2021): 12646,
https://doi.org/10.3390/ijerph182312646.

11. L. A. Lindquist, V. Ramirez-Zohfeld, P. D. Sunkara, et al., “Helping
Seniors Plan for Posthospital Discharge Needs Before a Hospitalization
Occurs: Results From the Randomized Control Trial of Planyourlifes-
pan.Org,” Journal of Hospital Medicine 12, no. 11 (2017): 911–917, https://
doi.org/10.12788/jhm.2798.

12. R. S. Rasu, W. A. Bawa, R. Suminski, K. Snella, and B. Warady,
“Health Literacy Impact on National Healthcare Utilization and Ex-
penditure,” International Journal of Health Policy and Management 4,
no. 11 (2015): 747–755, https://doi.org/10.15171/ijhpm.2015.151.

13. L. Naccarella, C. Biuso, A. Jennings, and H. Patsamanis, “Improving
Access to Important Recovery Information for Heart Patients With Low
Health Literacy: Refections on Practice-Based Initiatives,” Australian
Health Review 43, no. 3 (2019): 323–327, https://doi.org/10.1071/
AH17270.

14. R. W. Batterham, M. Hawkins, P. A. Collins, R. Buchbinder, and
R. H. Osborne, “Health Literacy: Applying Current Concepts to Improve
Health Services and Reduce Health Inequalities,” Public Health 132
(2016): 3–12, https://doi.org/10.1016/j.puhe.2016.01.001.

15. S. H. Sharkiya, “Quality Communication Can Improve Patient-
Centred Health Outcomes Among Older Patients: A Rapid Review,”
BMC Health Services Research 23, no. 1 (2023): 886, https://doi.org/
10.1186/s12913-023-09869-8.

16. M. S. Kaper, J. Sixsmith, S. A. Reijneveld, and A. F. de Winter,
“Outcomes and Critical Factors for Successful Implementation of Or-
ganizational Health Literacy Interventions: A Scoping Review,” In-
ternational Journal of Environmental Research and Public Health 18,
no. 22 (November 2021): 11906, https://doi.org/10.3390/
ijerph182211906.

17. M. L. Greaney, S. F. Wallington, S. Rampa, V. S. Vigliotti, and
C. A. Cummings, “Assessing Health Professionals’ Perception of Health
Literacy in Rhode Island Community Health Centers: A Qualitative
Study,” BMC Public Health 20, no. 1 (2020): 1289, https://doi.org/
10.1186/s12889-020-09382-1.

18. C. Annarumma and R. Palumbo, “Contextualizing Health Literacy to
Health Care Organizations: Exploratory Insights,” Journal of Health
Management 18, no. 4 (2016): 611–624, https://doi.org/10.1177/
0972063416666348.

19. R. Palumbo, “Leveraging Organizational Health Literacy to Enhance
Health Promotion and Risk Prevention: A Narrative and Interpretive
Literature Review,” Yale Journal of Biology and Medicine 94, no. 1 (2021):
115–128, https://doi.org/10.1002/nur.22465.

20. C. J. Howe, T. Adame, B. Lewis, and T. Wagner, “Original Research:
Assessing Organizational Focus on Health Literacy in North Texas
Hospitals,” American Journal of Nursing 120, no. 12 (2020): 24–33,
https://doi.org/10.1097/01.NAJ.0000723424.47838.4d.

21. G. Park, D. H. Kim, C. Shao, et al., “Organizational Assessment of
Health Literacy Within an Academic Medical Center,” Americas Journal
of Surgery 225, no. 1 (2023): 129–130, https://doi.org/10.1016/
j.amjsurg.2022.08.004.

22. T. Qin, J. Guo, Y. Yang, M. Gu, Y. Wang, and X. Li, “Analysis of
Infuencing Factors of Organizational Health Literacy in Healthcare
Institutions in Beijing, China: A Cross-Sectional Study,” Risk Manage-
ment and Healthcare Policy 17 (2024): 2281–2290, https://doi.org/
10.2147/RMHP.S472993.

23. C. Lorini, L. Palmieri, B. Unim, et al., “Insights Into Organizational
Health Literacy in Italian Hospitals: Findings From the M-POHL Net-
work Project,” Health Promotion International 40, no. 4 (2025): daaf137,
https://doi.org/10.1093/heapro/daaf137.

24. N. Häberle, J. Lander, M. L. Dierks, and E. M. Bitzer, “Organizational
Health Literacy in German Hospitals: A Cross-Sectional Survey Among
Hospital Managers,” BMCHealth Services Research 24, no. 1 (2024): 1227,
https://doi.org/10.1186/s12913-024-11649-x.

25. G. Bonaccorsi, A. Romiti, F. Ierardi, et al., “Health-Literate
Healthcare Organizations and Quality of Care in Hospitals: A Cross-
Sectional Study Conducted in Tuscany,” International Journal of Envi-
ronmental Research and Public Health 17, no. 7 (2020): 2508, https://
doi.org/10.3390/ijerph17072508.

26. K. Rathmann, T. Vockert, L. D. Wetzel, J. Lutz, and K. Dadaczynski,
“Organizational Health Literacy in Facilities for PeopleWith Disabilities:
First Results of an Explorative Qualitative and Quantitative Study,”
International Journal of Environmental Research and Public Health 17,
no. 8 (2020): 2886, https://doi.org/10.3390/ijerph17082886.

27. A. S. Beese, D. Nicca, R. Jaks, N. Stuermer, and S. M. De Gani, “How
Do Primary Care Organizations Rate Their Level of Organizational
Health Literacy? Results of a Swiss Pilot-Study,” International Journal of
Environmental Research and Public Health 19, no. 23 (2022): 16139,
https://doi.org/10.3390/ijerph192316139.

10 of 11 Journal of Nursing Management, 2026

 jonm
, 2026, 1, D

ow
nloaded from

 https://onlinelibrary.w
iley.com

/doi/10.1155/jonm
/3119702 by U

niversita D
i Firenze Sistem

a, W
iley O

nline L
ibrary on [26/08/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://www.emro.who.int/uhc-health-systems/access-health-services/patient-safety.html
https://www.emro.who.int/uhc-health-systems/access-health-services/patient-safety.html
http://doi.org/10.31478/201206a
http://doi.org/10.1111/jonm.12028
http://doi.org/10.1111/jonm.12028
http://doi.org/10.1007/s11606-020-06384-y
http://doi.org/10.1186/s12913-025-12775-w
http://doi.org/10.1186/s12913-025-12775-w
http://doi.org/10.1177/0046958018757848
http://doi.org/10.1177/0046958018757848
http://doi.org/10.1186/s12889-018-6301-6
http://doi.org/10.1186/s12889-018-6301-6
http://doi.org/10.3390/ijerph182413354
http://doi.org/10.3390/ijerph182312646
http://doi.org/10.12788/jhm.2798
http://doi.org/10.12788/jhm.2798
http://doi.org/10.15171/ijhpm.2015.151
http://doi.org/10.1071/AH17270
http://doi.org/10.1071/AH17270
http://doi.org/10.1016/j.puhe.2016.01.001
http://doi.org/10.1186/s12913-023-09869-8
http://doi.org/10.1186/s12913-023-09869-8
http://doi.org/10.3390/ijerph182211906
http://doi.org/10.3390/ijerph182211906
http://doi.org/10.1186/s12889-020-09382-1
http://doi.org/10.1186/s12889-020-09382-1
http://doi.org/10.1177/0972063416666348
http://doi.org/10.1177/0972063416666348
http://doi.org/10.1002/nur.22465
http://doi.org/10.1097/01.NAJ.0000723424.47838.4d
http://doi.org/10.1016/j.amjsurg.2022.08.004
http://doi.org/10.1016/j.amjsurg.2022.08.004
http://doi.org/10.2147/RMHP.S472993
http://doi.org/10.2147/RMHP.S472993
http://doi.org/10.1093/heapro/daaf137
http://doi.org/10.1186/s12913-024-11649-x
http://doi.org/10.3390/ijerph17072508
http://doi.org/10.3390/ijerph17072508
http://doi.org/10.3390/ijerph17082886
http://doi.org/10.3390/ijerph192316139


28. E. M. Bitzer, N. Häberle, K. Rathmann, and Z. Islertas, “Organ-
isationale Gesundheitskompetenz in Krankenhäusern und
Pfegeeinrichtungen-Stand und Perspektiven (Organizational Health
Literacy in German Hospitals and Nursing Homes: State and Perspec-
tives),” Bundesgesundheitsblatt-Gesundheitsforschung-Gesundheitsschutz
68, no. 3 (2025): 264–273, https://doi.org/10.1007/s00103-025-04017-5.

29. Istat (Italian National Institute of Statistics), “Resident Population by
Age, Sex and Marital Status,” Demo.Istat Database, https://demo.istat.it/
app/?i=POS%26l=it.

30. E. E. Von, D. G. Altman, M. Egger, et al., “The Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) State-
ment: Guidelines for Reporting Observational Studies,” Journal of
Clinical Epidemiology 61, no. 4 (2008): 344–349, https://doi.org/10.1016/
j.jclinepi.2007.11.008.

31. Webropol, “Webropol Survey & Reporting Tool,” https://webropol.
com/.

32. C. Kowalski, S. Y. D. Lee, A. Schmidt, et al., “The Health Literate
Health Care Organization 10 Item Questionnaire (HLHO-10): Devel-
opment and Validation,” BMC Health Services Research 15, no. 1 (2015):
47, https://doi.org/10.1186/s12913-015-0707-5.

33. E. Babakus and W. G. Mangold, “Adapting the SERVQUAL Scale to
Hospital Services: An Empirical Investigation,” Health Services Research
26, no. 6 (1992): 767–786.

34. The Commonwealth Fund, International Profles of Health Care
Systems (London School of Economics and Political Science, 2020).

35. E. Meggetto, F. Kent, B. Ward, and H. Keleher, “Factors Infuencing
Implementation of Organizational Health Literacy: A Realist Review,”
Journal of Health, Organisation and Management 34, no. 4 (March 2020):
385–407, https://doi.org/10.1108/JHOM-06-2019-0167.

36. C. J. Shuman, M. G. Ehrhart, P. T. Veliz, andM. G. Titler, “Perceptual
Diferences in Nursing Implementation Leadership and Climate: A
Cross-Sectional Study,” Implementation Science Communications 4, no. 1
(January 2023): 9, https://doi.org/10.1186/s43058-023-00392-9.

37. M. K. K. Rony, S. M. Numan, and H. M. Alamgir, “The Association
BetweenWork-Life Imbalance, Employees’ Unhappiness, Work’s Impact
on Family, and Family Impacts on Work Among Nurses: A Cross-
Sectional Study,” Informatics in Medicine Unlocked 38 (2023): 101226,
https://doi.org/10.1016/j.imu.2023.101226.

38. S. E. Baumeister, T. Kocher, P. N. Papapanou, B. Holtfreter, and
R. T. Demmer, “Cross-Sectional Studies: Strengths, Limitations, and
Methodological Considerations,” Journal of Periodontal Research 5
(January 2026): jre.70063, https://doi.org/10.1111/jre.70063.

39. M. S. Setia, “Cross-Sectional Studies,” in The Cambridge Handbook of
Research Methods and Statistics for the Social and Behavioral Sciences, ed.
A. L. Nichols and J. Edlund (Cambridge University Press, 2023), 269–291.

40. F. M. P. Ferramosca, M. De Maria, D. Ivziku, et al., “Nurses’ Or-
ganization of Work and Its Relation to Workload in Medical Surgical
Units: A Cross-Sectional Observational Multi-Center Study,”Health Care
11, no. 2 (January 2023): 156, https://doi.org/10.3390/healthcare1102015.

41. Raf’i Mr, S. A. M. Hanif, and D. F. Bin, “Exploring the Link Between
Healthcare Organizational Culture and Provider Work Satisfaction: A
Systematic Review,” BMC Health Services Research 25, no. 1 (July 2025):
904, https://doi.org/10.1186/s12913-025-12973-6.

42. N. Serra, S. Botti, A. Guillari, et al., “Workload, Job Satisfaction and
Quality of Nursing Care in Italy: A Systematic Review of Native Language
Articles,” Healthcare 11, no. 18 (2023): 2573, https://doi.org/10.3390/
healthcare11182573.

43. R. Nemati-Vakilabad, E. Ebadi, A. Homaei, S. Hoseini, and
A. Mirzaei, “The Relationship Between Perceived Nursing Workload and
Occupational Fatigue in Clinical Nurses: The Moderating Role of
Nursing Teamwork,” Journal of Clinical Nursing 34, no. 10 (2025):
4132–4141, https://doi.org/10.1111/jocn.17616.

44. R.M. Kanter,Men andWomen of the Corporation (Basic Books, 1977).

45. D. Bremer, I. Klockmann, L. Jaß, M. Härter, O. von dem Knesebeck,
and D. Lüdecke, “Which Criteria Characterize a Health Literate Health
Care Organization?: A Scoping Review on Organizational Health Lit-
eracy,” BMC Health Services Research 21, no. 1 (July 2021): 664, https://
doi.org/10.1186/s12913-021-06604-z.

Supporting Information

Additional supporting information can be found online in the Supporting
Information section. Supporting Information. The present Supporting
Information is intended to complement themainmanuscript and provide
extended data, analyses, and methodological clarifcations: Supporting
fle 1: STROBE Statement: checklist for reporting of observational re-
search. Supporting fle 2: Table of characteristics of the study population.
Supporting fle 3: Table of the study population characteristics signif-
cantly associated with workload level in the bivariate analysis (namely,
gender and working area).

Journal of Nursing Management, 2026 11 of 11

 jonm
, 2026, 1, D

ow
nloaded from

 https://onlinelibrary.w
iley.com

/doi/10.1155/jonm
/3119702 by U

niversita D
i Firenze Sistem

a, W
iley O

nline L
ibrary on [26/08/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

http://doi.org/10.1007/s00103-025-04017-5
https://demo.istat.it/app/?i=POS&l=it
https://demo.istat.it/app/?i=POS&l=it
http://doi.org/10.1016/j.jclinepi.2007.11.008
http://doi.org/10.1016/j.jclinepi.2007.11.008
https://webropol.com/
https://webropol.com/
http://doi.org/10.1186/s12913-015-0707-5
http://doi.org/10.1108/JHOM-06-2019-0167
http://doi.org/10.1186/s43058-023-00392-9
http://doi.org/10.1016/j.imu.2023.101226
http://doi.org/10.1111/jre.70063
http://doi.org/10.3390/healthcare1102015
http://doi.org/10.1186/s12913-025-12973-6
http://doi.org/10.3390/healthcare11182573
http://doi.org/10.3390/healthcare11182573
http://doi.org/10.1111/jocn.17616
http://doi.org/10.1186/s12913-021-06604-z
http://doi.org/10.1186/s12913-021-06604-z
https://doi.org/10.1155/jonm/3119702

	Health-Literate Healthcare Organization Attributes and Perceived Workload Among Nurses and Nursing Coordinators
	1. Introduction
	2. Materials and Methods
	2.1. Study Design, Participants, and Setting
	2.2. Sample Size
	2.3. Study Procedure, Sampling, and Data Collection
	2.4. Instruments
	2.5. Ethical Considerations
	2.6. Statistical Analysis

	3. Results
	3.1. Sample Characteristics
	3.2. Descriptive Analysis
	3.3. Characteristics of the Study Population, HLHO-10 Scores, and Perceived Workload
	3.4. Impact of OHL on Workload

	4. Discussion
	4.1. Strengths and Limitations
	4.2. Linking Evidence to Action
	4.3. Implications for Nursing Management

	5. Conclusions
	Author Contributions
	Acknowledgments
	Funding
	Disclosure
	Conflicts of Interest
	Data Availability Statement
	Supporting Information




