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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 influence 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 final 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
significantly 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 differences were observed according to
gender and working area. These findings 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 staff education and organizational development. Stronger implementation of
HLHO principles may be associated with more favorable workload perceptions and staff 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]. Efforts 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 effectively and achieve professional goals. Access
to these resources may support informed decision-making,
professional autonomy, and effective 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
reflecting 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 effec-
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 efforts to
reduce sociohealth inequalities [14].

The implementation of OHL within healthcare organizations is
a complex and dynamic process, rather than a simple adoption of
predefined standards [15]. Evidence from implementation sci-
ence suggests that this process is influenced by factors such as
organizational readiness, leadership commitment, resource
availability, and other contextual characteristics that affect 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 efforts 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
influence how HCPs perceive and experience OHL attributes
within their organizations. Evidence suggests that these per-
ceptions are influenced 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 effective [18] or insufficient [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 specifically 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 > 65years 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 offers specialized
services focused on geriatric and chronic care, alongside selected
medical specialties and rehabilitation.

This combination of organizations with different sizes, service
profiles, 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% confidence level with
finite 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 verification 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 first 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 specific organizational attribute and asks respondents to rate
the extent to which that attribute is realized in their facility, thus
reflecting 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 reflect 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 influenced 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 significant 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 significance 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 inflation 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 reflects 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%) reported more 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 significantly 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., different languages, print sizes, Braille?”), and
the overall HLHO-10 score. Specifically, 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 final score varied significantly across workload
categories (p < 0.001), with higher scores correlating with lower
perceived workload (Table 1).

Bivariate analyses revealed significant associations between
perceived workload levels and both gender and working area.
The distribution of workload differed significantly by gender
(¥*(2) = 14.129, p < 0.001). In addition, workload levels varied
significantly across different working areas (y?(14) = 45.238,
p < 0.001) (Supporting File 3). Notably, no significant 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 final 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 differences 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 reflect differences
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 confidence interval and a potentially unstable odds
ratio. No significant differences 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 significantly linked to workload. However, given the high
internal consistency of the HLHO-10 scale and the conceptual
overlap among items, this item-level finding 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 final score included) showed that a higher
HLHO-10 final score was significantly 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.
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TABLE 2 | Multivariate logistic regression analysis.
Model 1 Model 2

Variables

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 — —
HLHOS5 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 — —
HLHOS 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 final score — — — 1.35 (1.17; 1.57) < 0.001

Note: Dependent variable: workload (low vs. medium/high). Bold values indicate statistically significant values.

Abbreviations: CI = confidence interval, OR = odds ratio.

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 effective 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 offers insights into both OHL efforts and their association
with professionals’ perceived workload.

Overall, the HLHO-10 final scores revealed moderate 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 wunderstanding
(HLHO5), and implementation of efforts for patients to navigate

and orient themselves within the hospital environment (HLHO®6)
scored relatively high, with the item HLHO4 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 differ 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 findings 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 influenced by both existing organiza-
tional structures and ongoing efforts to strengthen OHL. This
(unmeasured) contextual variability may have affected
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respondents’ perceptions and partly explained differences 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
anotable gap, consistent with prior studies [22, 25, 26], indicating
inadequate nurse training on HL despite organizational efforts.
Hiberle et al. [24] found that the academic hospital scored higher
on Standard 8, assessing staff HL training, local hospitals in their
Italian OHL study, which used the International Self-Assessment
Tool for OHL of Hospitals.

The higher HLHO-10 final 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 reflect role-related differ-
ences in organizational perspective. Previous research has shown
that nurse managers and staff nurses often differ in their per-
ceptions of leadership and implementation climate, with man-
agers generally reporting more positive assessments of
organizational processes [36].

Nevertheless, these findings should be interpreted with caution,
as they may reflect differences in role-specific knowledge and
organizational perspective rather than objective differences 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 staff working in acute care
areas, suggesting that both sex and clinical setting may influence
the perception of workload demands. Notably, no significant
association was found between perceived workload and pro-
fessional role, indicating that perceived workload was similar
between nurses and coordinators.

Logistic regression confirms 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 influ-
ence their perception of workload and overall occupational well-
being, highlighting the need for workplace policies that address
these gender-specific 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 differences may reflect variation in patient com-
plexity, care intensity, and organizational structures across
services. Overall, these findings 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

specific healthcare settings and perceived workload, although
studies have examined its relationship with OHL [22, 23].
Nonetheless, as healthcare settings differ in terms of patient
volume and complexity of care, these factors are likely to in-
fluence 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 finding was marginally sig-
nificant, 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 confirmatory.

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 influenced by broader organizational factors, such as
leadership, staffing adequacy, and workplace culture, which are
known to shape nurses’ work experiences and workload per-
ceptions [40, 41]. Therefore, the observed association may reflect
shared underlying organizational characteristics rather than
a direct relationship between OHL and perceived workload.

These findings 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 influenced by
organizational leadership and management capacity [7]. Effec-
tive leadership can facilitate the integration of HL-oriented
practices into routine care and may support communication,
coordination, and workflow clarity [6]. Such organizational
characteristics may also be associated with more efficient
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 effectiveness [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 reflect
more supportive organizational environments associated with
greater autonomy and effectiveness among nurses, whereas
lower levels may 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 influencing 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 insufficient to influence work-
load perceptions, whereas a more integrated organizational
approach may be more relevant.

These findings 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 reflects 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 findings: (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 influenced 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 influenced 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 affect
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 reflect 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 findings
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 findings 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 influence of
unmeasured organizational and workforce-related factors.
Differences observed across clinical settings, particularly be-
tween critical/emergency departments and other care areas,
may reflect variation in staffing 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 reflect 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 findings of the multivariable
model, particularly those involving small subgroups, should be
interpreted with caution and considered hypothesis-generating
rather than confirmatory.

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, findings specific to this subgroup should be regarded as
exploratory and require confirmation 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 different
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 staff 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 influence 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 staff training, clear communication
systems, and the provision of accessible patient information.
They should also monitor workload distribution and evaluate
potential differences 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 findings 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.
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