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Abstract
Background Until now a comprehensive, consensus-based tool that can be used by a variety of health care 
organizations for assessing their organizational health literacy (OHL) is not available. Therefore, we aimed to develop 
and test a literature- and consensus-based self-assessment tool.

Methods The study is based on a scoping review that was previously published by the authors. For the development 
of the self-assessment tool, the criteria identified in the literature were synthesized with criteria gained through 
group discussions with representatives of different types of health care organizations (N = 27) all based in Hamburg 
(Germany). Consensus on the criteria was reached by conducting a Delphi process (N = 22). A review by the project’s 
patient advisory council was included in the process. The self-assessment tool was converted into an online tool and 
refined by a pretest. Finally, the online survey was piloted (N = 53) and the reliability and item loadings for each scale 
were analyzed.

Results In total, 77 criteria (items) characterizing a health literate health care organization were developed and 
grouped into five main categories (scales): (1) “easy access and navigation”, (2) “integration, prioritization, and 
dissemination of OHL”, (3) “qualification, quality management, evaluation, and needs assessment”, (4) “communication 
with target groups”, and (5) “involvement and support of target groups”. The results of the online survey showed that 
the tool is suitable for assessing an organization’s status quo on OHL. The psychometric analysis showed good to 
excellent internal consistency. Item analyses of the developed self-assessment tool was satisfactory.

Conclusions We were able to define a set of 77 items to characterize OHL, which were integrated into a new, 
comprehensive, and consensus-based self-assessment tool to identify areas for improvement. We found evidence that 
the self-assessment tool, based on the identified criteria, consists of the assumed five scales. Further research should 
analyze the validity of the self-assessment tool on a higher detail level.
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tool, Tool development, Health literacy, Organizational development, Patient-centered communication
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Background
Organizational health literacy (OHL) refers to the ability 
of a health care organization to “make it easier for people 
to navigate, understand, and use information and services 
to take care of their health” [1]. In comparison to the 
concept of individual health literacy, which “entails peo-
ple’s knowledge, motivation and competences to access, 
understand, appraise, and apply health information” [2]. 
OHL focuses on the responsibilities and scope of action 
on the side of the organizations in providing health care 
to people. It describes organizations’ competences to 
support patients’ orientation and navigation in the health 
care system and to empower patients to understand and 
deal with health-related information. This also includes 
staff-related competences, as the staff themselves must 
also be able to understand the health-related information 
provided by the organizations and communicate it in an 
intelligible way [3, 4].

In order to make the concept of OHL understandable 
and implementable, a scientifically based and easy-to-use 
self-assessment tool which is based on a clear framework 
of OHL and applies to different types of health care orga-
nizations is not yet available. So far, there are only a few 
tools available. However, these tools primarily focus on 
specific health care organizations such as hospitals [4–7], 
pharmacies [8], primary care practices [9–12], or organi-
zations belonging to the community sector [13]. Other 
tools compose of widely formulated criteria [6] that offer 
a general overview of OHL but do not define OHL on a 
more detailed level easy to translate into precise steps 
of action. The advantages of a generic assessment tool 
include that different types of organizations can be com-
pared and that organizations can also be examined for 
which there is no specific tool available.

To address this research gap, our project “OHL-HAM 
- Organizational Health Literacy in the Hamburg Met-
ropolitan Area”, funded by the German Federal Ministry 
of Education and Research, aimed to develop and test a 
literature- and consensus-based self-assessment tool for 
OHL. This study builds on the current state of the art 

of OHL criteria that were identified through a scoping 
review published by the authors prior to this study [14]. 
The scoping review identified six main categories of OHL 
criteria: (1) “communication with service users”, (2) “easy 
access and navigation”, (3) “integration and prioritization 
of OHL”, (4) “assessments and organizational develop-
ment”, (5) “involvement and support of target groups”, 
and (6) “information and qualification of staff” [14]. The 
presented study expands and refines the gathered OHL 
criteria and poses the following research questions: First, 
which criteria are required for a tool to measure OHL? 
And second, how suitable and applicable is the developed 
tool to measure OHL?

Methods
The study is divided into two phases. During the tool 
development phase, criteria characterizing health liter-
ate health care organizations were gathered, categorized, 
revised, and converted into an online self-assessment 
tool. In the second phase, the self-assessment tool was 
piloted as an online survey and tested using psychomet-
ric analysis.

Tool development
The development of the tool builds on the scoping review 
that captured the current state of the art of OHL crite-
ria [14] and is based on a combination of qualitative and 
quantitative methods: qualitative group discussions, a 
Delphi process, and a pretest of an online survey.

Group discussions
To include the perspective of professionals operating in 
health care organizations, we conducted group discus-
sions [15, 16]. In total, 27 representatives of 24 health 
care organizations that differed in type and services were 
recruited from Hamburg (Germany) to participate. The 
organizations were clustered into four group discussions 
that were as homogeneous as possible regarding the type 
of their organization (see Table 1).

The group discussions were conducted as online work-
shops from 09/21/2020 to 10/21/2020. The participants 
were provided with a brief introduction to the concept 
of OHL which was mainly based on Brach et al. [1] and 
Trezona et al. [17]. The participants were asked to dis-
cuss the following question: “What does a health care 
organization need to have or do to help people find, 
understand, and use health information and services?”. 
The group discussions were recorded and transcribed. 
In order to extract OHL criteria, qualitative content 
analysis was used to examine the transcripts. In par-
ticular, the technique of summarizing content analysis 
using inductive category formation following Mayring 
[18] was adopted. Coding and categorizing were carried 
out by one researcher (LJ). Consultation and revision of 

Table 1 (Number of ) Organizations and participants in group 
discussions
Type of organizations N organizations N partic-

ipants
Group 1: Professional organizations, 
chambers, associations, corporations, 
and authorities

5 7

Group 2: Cost bearers and health insur-
ance companies

6 7

Group 3: Patient-centered organiza-
tions, patient representatives, and 
self-help organizations

5 5

Group 4: Providers and clinics 8 8
Total 24 27
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the categories took place in collaboration with a second 
researcher (IK). These phases were conducted in multiple 
loops. All participants provided informed consent prior 
to participating in this study.

Synthesis
The extracted criteria from the group discussions were 
merged with those gained through the scoping review 
into newly formulated criteria. Redundancies among the 
criteria were reduced by synthesizing those with similar 
content. Three researchers (DL, IK, LJ) sorted and cat-
egorized the criteria into main and sub-categories result-
ing in the first version of the self-assessment tool.

Delphi study
The first draft of the self-assessment tool was converted 
into an online survey as part of a Delphi study to select 
the most important criteria and get feedback regarding 
their phrasing and scope of the content. The participants 
of the group discussions as well as additionally recruited 
representatives from other health care organizations 
were asked to rate each criterion based on its importance 
concerning their organization. The final sample of the 
Delphi study consisted of 22 respondents all representing 
different organizations. Respondents could choose one 
of the following answers: “important”, “rather important”, 
“somewhat important/partly important”, “rather unim-
portant”, “unimportant”, “don’t know”, and “no answer”. 
Participants were able to comment on the items and 
make suggestions for changes. In addition, a patient advi-
sory council consisting of three women commented on 
the draft of the self-assessment tool as part of the Del-
phi study. Based on Fitch et al. [19] a Delphi process was 
used to decide on the (lack of ) consensus or on inconclu-
sive decisions on criteria. Consensus was reached when 
no more than two ratings deviated from the median score 
by ≥ 1.5 points. Lack of consensus was defined as three or 
more ratings that occurred in each tail of the rating scale 
(rating of one or two for the lower tail, four or five for 
the higher tail). When ratings did not meet the criteria 
for consensus or lack of consensus they were considered 
inconclusive [19]. Results and feedback were incorpo-
rated and a new draft of the self-assessment tool under-
went a second, internal feedback loop. The field time of 
the Delphi study lasted from 04/15/2021 to 06/27/2021. 
Based on the results of the Delphi process, a final draft of 
the self-assessment tool with five scales was developed. 
The five-scale structure of the self-assessment tool was 
coherent with the results from the scoping review and 
the qualitative analysis of the group discussions.

Pretest
The pretest aimed to improve the comprehensibil-
ity, usability, and scope of the self-assessment tool. The 

project’s patient advisory council, scientific colleagues, 
and the members of the project team were invited to 
test the online tool. Participants were asked to note dif-
ficulties in understanding the questionnaire items and 
instructions as well as issues with technical aspects. The 
feedback was incorporated and resulted in the final ver-
sion of the OHL self-assessment tool. The pretest was 
carried out between 08/20/2021 and 09/17/2021.

Pilot tool testing
Online survey
The online survey aimed to test the developed self-assess-
ment tool with a convenience sample of health care orga-
nizations and get a better understanding of the structure 
and reliability of the tool. Based on a typology of health 
care organizations by the German Federal Ministry of 
Health [20], an online search was conducted to identify 
organizations eligible for the sampling process. In total, 
48 of 134 contacted organizations agreed to either par-
ticipate in the survey themselves and/or forward the invi-
tation. In addition, 37 organizations already involved in 
the study were invited to participate and/or forward the 
invitation. The organizations acting as multipliers for-
warded the survey link, for example, to their member 
organizations or individual colleagues or published the 
link and description of the survey on their website or in 
their newsletter.

The first part of the online survey consisted of items 
regarding organizational characteristics, i.e. region, and 
target groups. The second part contained the items (cri-
teria) of the developed OHL self-assessment tool. In this 
section, participants were asked the following question 
for each item: “To what extent are the following aspects 
regarding the access to the organization and its services 
currently being implemented?” The scale was labeled 
with: “not at all”, “a little”, “somewhat/partly”, “mostly”, 
“completely”, “not applicable”, “don’t know”, and “no 
answer”. The field time of the online survey lasted from 
09/22/2021 to 11/30/2021. One additional case was 
added later on (08/09/2022). The final sample size con-
sisted of N = 53 organizations.

Statistical analyses
For descriptive analyses, data distribution (mean, stan-
dard deviation, median, etc.) was calculated with Stata 
(Stata/SE 15.1 for Windows).

Psychometric analysis was conducted as an exploratory 
analysis due to the small sample size. We investigated 
the structure of the self-assessment tool that was derived 
from the development phase. Since the structure was 
based on the previous results from the scoping review 
and the qualitative analysis of the group discussions, and 
due to the small sample size, we decided not to derive the 
factor structure empirically using quantitative methods 
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(e.g., principal component analysis or confirmatory fac-
tor analysis). Additionally, for the same reason, the psy-
chometric analysis was only applied to the main scales 
of the self-assessment tool and not to its subscales. The 
structure and reliability of the self-assessment tool were 
analyzed by calculating various measures. Floor and ceil-
ing effects for each scale were determined by calculating 
the proportions of participants in the lower or upper 10% 
of each score [21]. Floor or ceiling effects larger than 15% 
were considered statistically significant and indicated 
poor discrimination of a scale [22]. Moreover, the diffi-
culty for each item was calculated to indicate floor (item 
difficulty < 0.2) or ceiling (item difficulty > 0.8) effects per 
item, which means items had poor discrimination if these 
thresholds were exceeded [23]. We also reported the 
item discrimination (corrected item-total correlations 
for each item of a subscale with the subscale’s remain-
ing items), where acceptable values range from 0.4 to 0.7 
[23]. Cronbach’s alpha was calculated for each scale as 
well as for the total score. We followed common conven-
tions to interpret Cronbach’s alpha values (α < 0.5 = unac-
ceptable, 0.5 < α < 0.6 = poor, 0.6 < α < 0.7 = questionable, 
0.7 < α < 0.8 = acceptable, α > 0.8 = good or excellent) [24]. 
The psychometric analyses were conducted with R, Soft-
ware version 4.2.1 (R Core Team, 2022) using the pack-
ages “performance” [25] and “parameters” [26].

Results
Tool development
Group discussions
24 organizations with a total of 27 representatives partic-
ipated in four group discussions implemented as online 
workshops. The representatives were mostly employees 
in management positions. Criteria characterizing health 
literate health care organizations were formulated and 
discussed. Summarizing content analysis of the tran-
scripts resulted in a three-leveled code system containing 
52 unique criteria clustered into seven main categories. 
Some criteria were subsumed directly under the main 
categories whereas other criteria were again grouped into 
subcategories.

Synthesis
The 490 criteria extracted in the scoping review that 
overlapped in content were merged with the 52 unique 
criteria gathered in the group discussions, to form a 
pool of 542 criteria. These criteria were paraphrased and 
reduced to unique criteria. The synthesis of both sets of 
criteria resulted in 75 criteria clustered into 17 subcat-
egories and five main categories. Of those 75 criteria, 44 
came from both the scoping review and the workshops, 
three criteria originated from the workshops only and 
were not found by the scoping review, while the remain-
ing 28 criteria were identified exclusively via the scoping 
review.

Delphi study
Analyses in the course of the Delphi study did not iden-
tify a pattern regarding the importance of different cri-
teria by type of organization. Overall, there was great 
consensus on the criteria. Several respondents gave feed-
back via open text fields that they would consider all of 
the criteria as being important and that the real challenge 
would be to realize or fund them with resources. Due 
to content-related feedback on the criteria, seven crite-
ria were rephrased, three criteria were split up into two 
criteria each, and one criterion was moved to a different 
main category. Three criteria were dropped and one cri-
terion was added. Further adaptations to the tool were 
made following the internal revision by project members. 
These adaptations consisted of the exclusion of one cri-
terion, rephrasing of 12 criteria, division of two into four 
criteria, and merging four criteria into two. Following 
these adjustments, a set of 75 criteria (5 main categories, 
17 subcategories) was converted into the preliminary 
self-assessment tool with 5 scales, 17 subscales, and a 
total of 75 items.

Pretest
Two members of the project’s patient advisory council, 
two colleagues, and two student research assistants par-
ticipated in the pretest. After running the survey pretest, 
three items were rephrased and two further items were 
split into two items each. 77 items remained in the final 
version of the self-assessment tool.

Final self-assessment tool
The consecutive steps of the tool development resulted 
in the final self-assessment tool comprising 77 items 
grouped into five scales and 17 subscales (see Table 2 and 
Additional file 1).

The development of the OHL self-assessment tool is 
summarized in the flowchart below (Fig. 1).

Table 2 Number of subscales and items per scale in the final 
OHL self-assessment tool
Scale N subscale N 

items
1) Easy access and navigation 3 16
2) Integration, prioritization, and dissemination of 
organizational health literacy

4 11

3) Qualification, quality management, evaluation, 
and needs assessment

2 17

4) Communication with target groups 6 25
5) Involvement and support of target groups 2 8
Total 17 77
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Pilot tool testing
Sample description
The final sample of 53 organizations consisted of 13 
organizations that had already been involved earlier in 
the study, 39 organizations included through sampling, 
and one organization that was recruited later on in the 
study. The organizations were either exclusively based 
in the city of Hamburg (n = 46), in the city of Hamburg 

and other regions (n = 4), in the metropolitan region of 
Hamburg (n = 1), or outside of this region (n = 2). Target 
groups differed among the organizations. While most 
organizations address people who are affected themselves 
(e.g., patients), organizations that (exclusively) address 
their relatives are also part of the sample (see Table 3).

Descriptive analyses
The mean per scale and the distribution of the means 
per organization are presented in Table 4. The first scale 
(“easy access and navigation”) shows the highest mean 
(M = 3.1). On average, items belonging to this scale were 
at that point being implemented more than “mostly”. The 
lowest mean can be found for the fifth scale (“involve-
ment and support of target groups”) (M = 2.3). Missing 
values per item varied a lot, ranging from no missing 
value up to 43.4% missing values in one item of the fifth 
subscale (Additional file 2). Most missing values can 

Table 3 Target groups of organizations in the sample
Target groups N orga-

nizations
People who are affected themselves (e.g., patients, clients, 
members, customers)

34

People who are affected themselves as well as relatives 8
Relatives (e.g., relatives association) 1
Other (e.g., member organizations, employers, health 
professionals)

10

Total 53

Fig. 1 Flowchart of the development process of the OHL self-assessment tool
* Scoping review by the authors [12]
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be attributed to not being applicable to the respective 
organization.

Analyses also revealed large differences between the 
organizations’ individual means. While the first scale 
showed the smallest range of mean values (lowest mean 
value 1.3, highest mean value 3.9), the fifth scale had 
the largest range with mean values from 0.0 to 4.0 (see 
Table 4).

Psychometric analyses
Table  5 shows the psychometric properties of the five 
scales of the self-assessment tool. Results on item levels 
are summarized by showing the range of the parameters 
for each item per scale. Details about the distribution of 
answers per item are shown in the appendix (Additional 
file 2). Furthermore, the full description of missing values, 
mean, standard deviation, item difficulty, item discrimi-
nation, and Cronbach’s alpha can be found in Additional 
file 3. There were significant flooring effects in one scale 
only (“involvement and support of target groups”). None 
of the scales showed significant ceiling effects. We found 
good to excellent values for internal consistency for each 
subscale, indicated by Cronbach’s alpha (“easy access 
and navigation” = 0.87, “integration, prioritization, and 
dissemination of OHL” = 0.93, “qualification, quality 

management, evaluation, and needs assessment” = 0.95, 
“communication with target groups” = 0.95, and “involve-
ment and support of target groups” = 0.81).

No item of the five scales showed flooring effects. In 
four scales we found items with ceiling effects (five items 
in scale “easy access and navigation”, two items in scale 
“qualification, quality management, evaluation, and 
needs assessment”, five items in scale “communication 
with target groups”, and one item in scale “involvement 
and support of target groups”). All scales showed items 
with either too low or too high item discrimination. “Easy 
access and navigation” had 11 items with satisfactory and 
five items with lower or higher item discrimination. The 
second scale “integration, prioritization, and dissemina-
tion of OHL” contained five satisfactory items, while six 
items showed higher discrimination. Item discrimina-
tion for “qualification, quality management, evaluation, 
and needs assessment” was satisfactory in nine out of 17 
items. Eight items had higher discrimination values. For 
the fourth scale “communication with target groups”, we 
found 10 items with satisfactory discrimination, while 15 
items either showed lower or higher discrimination. The 
fifth scale “involvement and support of target groups” 
contains four satisfactory items and four items with lower 
or higher discrimination.

Table 4 Descriptive results by scale
Scale (n cases) Mean Missings (in %)* Distribution of mean values per 

organization
Range SD** Median (25%; 75%)

1) Easy access and navigation (53) 3.1 0.0-20.8 1.3–3.9 0.6 3.2
(2.8; 3.4)

2) Integration, prioritization, and dissemination of OHL (50) 2.7 3.8–24.5 0.5-4.0 0.9 3.0
(2.3; 3.3)

3) Qualification, quality management, evaluation, and needs assessment (52) 2.5 3.8–34.0 0.7-4.0 1.0 2.7
(1.6; 3.3)

4) Communication with target groups (52) 2.8 7.6–22.6 0.0-3.9 0.8 2.9
(2.5; 3.4)

5) Involvement and support of target groups (47) 2.3 22.6–43.4 0.0–4.0 1.0 2.4
(1.6; 3.0)

Response scale: 0 “not at all”, 1 “a little”, 2 “somewhat/partly”, 3 “mostly”, 4 “completely”

* Including “not applicable”; ** SD = standard deviation

Table 5 Psychometric properties of the self-assessment tool on scale and item levels
Scale (N items) Scale level measures Summary of item-level 

measures
Flooring (in %) Ceiling (in 

%)
Cron-bach’s α Item

Difficulty
Item
Discrim-
ination

1) Easy access and navigation (16) 0.0 9.4 0.87 0.54–0.91 0.22–0.75
2) Integration, prioritization, and dissemination of OHL (11) 7.5 7.5 0.93 0.51–0.78 0.50–0.91
3) Qualification, quality management, evaluation, and needs assess-
ment (17)

7.5 3.8 0.95 0.31–0.88 0.42–0.90

4) Communication with target groups (25) 3.8 3.8 0.95 0.40–0.93 0.31–0.81
5) Involvement and support of target groups (8) 15.1* 0.0 0.81 0.31–0.81 -0.04-0.82
* Effects were considered significant if the proportion of floor or ceiling effects exceeded 15%
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Discussion
Summary of findings
The study described the development and testing of a 
self-assessment tool for measuring OHL. The develop-
ment process was based on multiple methods and started 
with a scoping review extracting criteria that character-
ize health literate health care organizations formerly pub-
lished by the authors [14]. Group discussions with health 
care organizations were held to supplement the criteria 
identified by the scoping review. The synthesized pool of 
criteria was reduced to a selection of unique criteria by 
paraphrasing and summarizing criteria. This first draft 
of the self-assessment tool underwent further adaptions 
using a Delphi study. The Delphi study did not reveal a 
pattern of differing importance by type of organization. 
Instead, the feedback underlined the perceived impor-
tance of all the criteria applicable to the respective orga-
nization. In addition, a review by the project’s patient 
advisory council was included in the process. Further 
changes to the tool were applied following a pretest and a 
final internal revision.

The detailed development process finally identified 
77 OHL items that were grouped into 17 subscales and 
the following five scales: (1) “easy access and naviga-
tion”, (2) “integration, prioritization, and dissemination 
of organizational health literacy”, (3) “qualification, qual-
ity management, evaluation, and needs assessment”, (4) 
“communication with target groups”, and (5) “involve-
ment and support of target groups”.

The online survey showed the highest mean OHL score 
for “easy access and navigation” whereas “involvement 
and support of target groups” had the lowest mean value. 
Regarding psychometric properties on a scale level, 
results showed good to excellent internal consistency of 
the five scales, indicated by high Cronbach’s alpha val-
ues. Furthermore, only one scale had significant floor-
ing effects, while no ceiling effects were found on a scale 
level. On the item level, the analysis of item difficulty 
showed no flooring effects, while 13 out of 77 items had 
ceiling effects. 39 Items had satisfactory item discrimina-
tion, while discrimination for the remaining 38 items was 
either below or above the desirable range.

Interpretation of findings
As the development of the tool was based on criteria 
extracted from already existing tools as well as other 
types of publications [14] and was supplemented with 
further criteria identified in group discussions, the tool 
includes more aspects of OHL than individual tools 
taken into account (e.g., [6, 12, 27]). In total, our new 
self-assessment tool for measuring OHL consists of five 
scales, the diverse aspects of which are specified in 77 
items. Therefore, we offer a more detailed tool for mea-
suring OHL compared to, for example, tools [6] primarily 

based on the field shaping 10 attributes by Brach et al. 
[1]. This allows the self-assessment tool to be used by a 
wide range of types of health care organizations as dem-
onstrated with the pilot test. Therefore, this study adds 
further possibilities to analyze OHL beyond the exist-
ing tools that primarily address or have been tested in 
the context of specific types of organizations such as, for 
example, hospitals [5–7], pharmacies [8], primary care 
practices [9–12], or organizations belonging to the com-
munity sector [13]. Our tool is based on a broad combi-
nation of multiple methods as opposed to other tools that 
were derived from development processes with fewer 
stages (e.g., [5, 28]). In addition, the multi-staged devel-
opment process of the OHL-HAM tool involved service 
users – a group that, according to our knowledge, has not 
yet been extensively involved with the development or 
testing processes of other tools [10, 11, 17, 29, 30].

We found good to excellent results regarding internal 
consistency, indicating that the items are well assigned to 
our five scales, which were based on the scoping review 
and the qualitative analysis of the goup discussions. 
This is in contrast to studies from Kowalski et al. [6] or 
Altin et al. [9] that validated one-dimensional question-
naire structures to measure OHL. However, this is not 
surprising as our self-assessment tool consists of more 
items compared to the more general, limited set of crite-
ria selected in the before-mentioned studies, which only 
used 10 or four items, respectively. Most likely the rea-
son for the opposing results is that our self-assessment 
tool captures a more differentiated picture of OHL. This 
approach is in line with other research that developed 
and validated questionnaires covering different domains 
of OHL [31]. Nonetheless, it is important to further vali-
date our tool in larger studies. In this context, we would 
recommend refining the scales to reduce the number 
of items and to improve the content consistency of the 
scales. This is also supported by the results of the item 
analysis that some items need to be removed from the 
scale to improve internal consistency. For example, the 
item “Target groups of the organization are represented 
in a board that actively advises and helps shape the orga-
nization.” of the fifth scale has a negative item discrimina-
tion. A reason might be that this item does not represent 
how organizations involve target groups. A larger sample 
is required to enable such a detailed investigation of psy-
chometric properties. Exclusion of inappropriate items 
would further improve discrimination and thus the qual-
ity of each scale concerning OHL.

Strengths and limitations
Profound literature research supplemented with group 
discussions among representatives of various health care 
contexts formed the base of the developed OHL self-
assessment tool. The accompanying Delphi study did not 
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identify any organization type-specific patterns and only 
lead to small adaptions of the gathered criteria. There-
fore, the resulting tool consists of a large number of items 
that could not be further reduced at this stage of the pro-
cess. The length of the tool may have resulted in a lower 
willingness to participate in the survey. Simultaneously, 
the scope of the tool underlines its potential to capture 
the various aspects of OHL. In comparison to OHL tools 
with broader criteria, the more detailed items of the pre-
sented tool might be easier for organizations to evalu-
ate and implement. A large number of items can also be 
attributed to the aim of making the tool usable for differ-
ent types of organizations which increases the diversity 
of topics and areas of application.

Testing the tool was an important first step in examin-
ing the structure of the questionnaire. The psychometric 
analysis supported the theoretical assumption of a five-
scale self-assessment tool with good item loadings and 
item difficulties, as well as convincing reliability of the 
five scales. Unlike the previously mentioned studies that 
represent OHL one-dimensionally, the self-assessment 
tool presented here can be an improvement to adequately 
measure OHL as a multidimensional concept. Never-
theless, this pilot study was just explorative with a small 
sample size of 53 cases. Furthermore, we cannot rule 
out that participants probably had a biased perception 
regarding the extent to which OHL is established in their 
organizations. Collecting data from employees working 
in different positions could have helped to get a more 
realistic idea. Therefore, the results are non-representa-
tive of the Hamburg region, and further validation of the 
self-assessment tool is required. Additionally, the partici-
pating organizations were recruited in the metropolitan 
area of Hamburg and thus are likely to differ from health 
care organizations located in rural areas. For example, 
specialized services or organizations embedded in more 
developed co-operation networks could be overpresented 
in our sample. While some of these factors certainly have 
an impact on the quality of and access to health care, they 
could also affect the degree to which organizations are 
engaged in OHL. The psychometric analysis would prob-
ably benefit from broader sampling strategy due to the 
larger variation in the data.

We conducted a multi-staged development process for 
the OHL self-assessment tool. The process was literature- 
and consensus-based providing the tool with a broad 
empirical background. Next to involving representatives 
of various types of organizations, the study incorporated 
feedback from the project’s patient advisory council. Tak-
ing both perspectives from the heterogeneous provider 
and user side into consideration is crucial for the field of 
OHL and strengthens the basis of the developed tool.

Conclusions
Increasing OHL helps to remove barriers and improves 
the provision of health care for everyone. Therefore, 
the evaluation and implementation of OHL in health 
care organizations can be an important contribution 
to improving the health care system. Overall, we were 
able to identify a set of 77 criteria, which characterize a 
health literate organization. With this, we can provide 
a newly developed and broadly empirically based OHL 
self-assessment tool. Health care organizations can use 
this self-assessment tool to identify aspects to work on to 
improve their health literacy. The psychometric analysis 
showed a high internal consistency for all scales as well 
as good item loadings for the different items on the five 
scales. A further study with a bigger sample size is needed 
to check the validity. Reducing the number of items could 
also be relevant in the further development of the self-
assessment tool. Based on the large set of items, a future 
self-assessment tool could be adjusted and validated for 
different types of health care organizations. In particu-
lar, a shorter version of the self-assessment tool would be 
desirable, as it would be easier to use for the health care 
organizations, as well as research purposes.
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