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ABSTRACT

Objective To explore the relationships between leader
support, staff influence over decisions, work pressure and
patient satisfaction.

Design A cross-sectional study of large National Health
Service (NHS) datasets in England in 2010.

Setting and participants 158 NHS acute hospital trusts
in England (n=63156) from all staff groups.

Primary and secondary outcome measures Survey
data measuring leader support, staff influence over
decision making, staff work pressure and objective
outcome data measuring patient satisfaction.

Results Multilevel serial mediation analysis showed a
significantly positive association between leader support
and staff influence over decisions (B=0.74, SE=0.07,
p<0.01). Furthermore, staff influence over decisions
showed a negative association with staff work pressure
(B=—0.84, SE=0.41, p<0.05) which in turn was negatively
linked to patient satisfaction (B=—17.50, SE=4.34,
p<0.01). Serial mediation showed a positive indirect effect
of leader support on patient satisfaction via staff influence
over decisions and work pressure (B=10.96, SE=5.55,
p<0.05).

Conclusions and implications Our results provide
evidence that leader support influences patient satisfaction
through shaping staff experience, particularly staff
influence over decisions and work pressure. Patients’ care
is dependent on the health, well-being, and effectiveness
of the NHS workforce. That, in turn, is determined by the
extent to which leaders are supportive in ensuring that
work environments are managed in a way which protects
the well-being of staff.

INTRODUCTION

Patient satisfaction is a key healthcare
outcome.'™ In their summary of 55 studies
of patient satisfaction, Doyle et al' found a
consistent relationship between patient satis-
faction, clinical safety and clinical effective-
ness across a range of healthcare settings.
Healthcare organisations that focus on
improving patient satisfaction have better
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Strengths and limitations of this study

» A large-scale, cross-sectional analysis demonstrat-
ing how leader support at the organisational level
relates to trust-wide patient satisfaction in English
National Health Service acute hospitals.

» The design of the study compares survey data with
contemporary objective data, mitigating the effects
of common source bias.

» A multilevel structural equation modelling approach
was taken to identify a serial pathway through which
leader support was associated with patient satisfac-
tion; this is a powerful approach which reduces bias
from conflation of indirect effects by partitioning
lower level variables into latent within and between
components.

» The cross-sectional nature of the study does not al-
low for causal inferences over time.

care quality.”® Evidence points to a strong link
between staff experience and patient satis-
faction.” For example, staff job satisfaction
and work engagement are positively related
to patient satisfaction, and negatively related
to hospital mortality rates, infection rates and
avoidable errors.’ However, while research
points to a link between staff experience and
patient satisfaction, there is less evidence on
whether healthcare leaders influence patient
satisfaction,10 and if so, to what extent is this
due to their shaping the work environment
for the workforce.”!!

These questions are particularly salient, as
prior to the pandemic at the start of 2020, the
National Health Service (NHS) in England
was facing the biggest workforce crisis since
its creation in 1948. There were over 100000
staff vacancies, representing one in eleven of
all posts,12 while sickness absence was at 3.4%,
twice the rate of the private sector (1.7%)."3
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The 2019 NHS English National Staff Survey (NSS)
showed that 44% of nurses and midwives indicated that
they had been unwell because of work-related stress in
the previous year. Over a quarter of midwives and nurses
in secondary care organisations in England reported
considering leaving their organisations.'* Just under half
of doctors in England were considering leaving their
organisations (47%), while nearly one in five (17%) were
considering leaving the NHS altogether."” Several factors
in the work environment are implicated but two stand
out: work pressure'® and lack of staff influence over
decisions.*’*!

Healthcare professionals report high levels of work pres-
sure as a key factor relating to sickness absence, presen-
teeism and turnover intentions.'* * The Nursing and
Midwifery Council report that the most common reason,
after retirement, for people leaving the nursing register
is unmanageable levels of work pressure (26.4%) . Work
pressure also affects the quality of care staff feel they are
able to deliver.**

While staffing levels both contribute to and are a
result of work pressure, other working conditions are
also important. Specifically, staff refer to lack of voice
and influence, and fear and blame cultures.'® 1© % 2 For
example, doctors highlight unacceptable working and
training conditions which damage their well-being and
effectiveness, and feeling undervalued in the workplace;
isolated from seniors, teams and colleagues; unsupported
in their roles; fearful of making a mistake and being
blamed or prosecuted; overwhelmed by their workloads
and, in summary, feeling that they have little control over
their work lives.'® This is likely to affect the quality of care
staff are able to deliver and in turn, patient satisfaction.

Many factors influence staff experience; however,
leaders are influential in shaping the work environment
by virtue of their hierarchical Eosition, and via their day
to day interactions with staff.”’” To understand the role
that leaders play in shaping staff experience, and asso-
ciated patient experience, we refer to the Job Demands
and Resources Model (JD-R),** which proposes that the
experience of work is a result of the combination of work
demands placed on staff and the resources available to
them to meet those demands. We point to leader support,
defined as leadership behaviours that express concern
for followers and seek follower input in decision-making
and their individual needs,” *' as a pivotal resource that
buffers the negative impact that job demands (ie, work
pressure) have on employees and facilitates the achieve-
ment of desired outcomes, and specifically patient satis-
faction.” * In what follows, we outline the hypothesised
relationships between leader support, staff influence over
decision making, work pressure and patient satisfaction.

Key characteristics of supportive leaders include giving
clear feedback, seeking team member input about deci-
sions that affect their work, caring for the health and well-
being of followers, and showing appreciation for people’s
work. These supportive leader behaviours are likely to
positively influence the work environment of those they

lead,” ** particularly in terms of affording staff greater
levels of autonomy,” and consequently increasing their
perceptions of influence over decision making. Through
empowering staff with increased influence over deci-
sion making, supportive leaders are directly enhancing
their followers resources, thus increasing their perceived
control over their work®* (H1).

In turn, staff who have influence over decisions about
the work environment are able to reduce job demands
by eliminating unnecessary activities, and identifying and
implementing efficiencies in operations.”” Such influ-
ence over decisions enables staff to shape processes that
directly affect work pressure or workload. Staff influence
over decisions is associated with improved outcomes such
as climate for innovation,” and better organisational
performance, including shorter outpatient waiting times,
better care quality and overall hospital/trust perfor-
mance.” Staff influence over decisions is also likely to
act as a psychological buffer against the negative effects
of work pressure. Staff who feel able to shape decisions
which affect their work are likely to feel a greater sense of
control, which is associated with lower stress and higher
intrinsic motivation."” Where staff have influence over
workloads via their influence over decisions, they are
more likely to achieve their work goals, ensuring higher
levels of self-efficacy and thereby well-being and job satis-
faction.” *! Hence, staff influence over decisions is likely
to be negatively related to staff work pressure (H2).

Work pressure or overload is a key work demand
affecting both staff stress* and intention to quit,* **
and it is linked with levels of patient satisfaction.” This
is understandable, as staff under pressure are less likely
to have the resources to offer compassionate care, which
will in turn reduce patient satisfaction.'®'” However, staff
who enjoy influence over decisions are likely to be better
equipped to cope with work pressure because they have
more control over their work environment.”” It follows
that staff who experience less work pressure are likely to
deliver better quality care, captured in higher scores of
patient satisfaction (H3).

The above line of reasoning implies that staff influence
over decisions and work pressure are likely to have a serial
mediating role in the relationship between leader support
and patient satisfaction (Hb), whereby we expect that in
organisations with higher levels of leader support, patients
will also report higher levels of satisfaction with their care.
In sum, previous studies in healthcare highlight associ-
ations between leader support and staff experience,
and outcomes such as patient safety.*® However, there are
few, if any, studies examining relationships between lead-
ership behaviours, staff experience and patient satisfac-
tion,"” with the majority of the existing literature focusing
on transformational leadership as a theoretical lens to
understand leadership in healthcare.'” While this is a
powerful perspective, questions remain about the specific
ways in which leaders can shape the work environment, in
order to support staff to deliver high quality care for their
patients. In the current study, we aim to contribute to the
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understanding of the relationship between specific leader
behaviours and patient satisfaction by examining the role
of leader support, staff influence over decisions, work
pressure and patient satisfaction. We do this by using a
relevant theoretical lens (JD-R) through which we can
better understand the mechanisms via which leaders can
influence patient satisfaction.

METHODOLOGY
The annual NSS provides NHS organisations, regulators
and the Department of Health with a picture of staff expe-
rience. This study used data from the 2010 staff survey,
focussing on acute hospitals within England. The response
rate was 51%—a rate considered above the threshold for
large-scale studies (43% for studies with >2500 partici-
pamts)47 ¥ _with responses across all hospital staff, and
included data from 158 trusts (out of 167), with 63156
total responses (an average of 400 responses from each
organisation). Respondents comprised 35.8% from
nursing, 8.2% from medical, 31% from general admin/
management, with the remainder distributed among a
range of professions including allied health professionals,
scientific/technical and physiotherapy. We selected
three specific NSS scales, which we hypothesise play an
important role in patient satisfaction: leader support,
staff influence over decision making and work pressure.
All three underwent rigorous cognitive testing proce-
dure® in their development to ensure content validity,
and evidence of their discriminant and predictive validity
can be found in previous publications'® *** using these
scales. Specifically, the leader support and work pressure
scales have been part of the staff survey since it first ran
in 2003, and were based on some items selected from
existing scales, chosen to represent dimensions most
relevant to the NHS context. These were then adapted
with an extensive cognitive testing procedure,* to ensure
relevance, quality and validity. Validity testing for these
two scales, including exploratory and confirmatory factor
analysis (CFA) to demonstrate discriminant validity, was
conducted and published as part of the first NHS staff
survey,”' as well as further CFA appearing in this manu-
script. The staff influence over decision-making scale was
not introduced until 2009, but it had similar origins, and
was also subject to extensive cognitive testing. Validity
data for this scale were published as part of the ‘NHS
Staff Management and Health Service Quality’ report
published by the Department of Health.'®

Items comprising the scales were measured using
5-point Likert ratings ranging from 1 (strongly disagree)
to 5 (strongly agree) and a mean score was calculated. All
scales demonstrated good reliability. The leader support
scale (0:=0.92) assesses staff ratings of their immediate
managers in terms of the level of support, guidance and
feedback he or she provides and the extent to which the
leader seeks their opinion before making decisions which
affect their work. The scale items are ‘(My immediate
manager...) encourages those who work for her/him to

work as a team; can be counted on to help me with a diffi-
cult task at work; gives me clear feedback on my work;
asks for my opinion before making decisions that affect
my work; and, is supportive in a personal crisis’. The
staff influence over decisions scale (0=0.86) assesses the
extent to which staff reported being able to contribute to
decisions which influence their work. The scale items are
‘I am able to make suggestions to improve the work of my
team/department; there are frequent opportunities for
me to show initiative in my role; and, I am able to make
improvements happen in my area of work’. The work
pressure scale (0=0.72) assesses the extent to which staff
have a workload that is more than they can cope with and
includes the extent to which staff feel there is a lack of
time or resources to do their job well. The scale items are
‘I cannot meet all the conflicting demands on my time
at work; there are enough staff at this trust for me to do
my job properly; I have adequate materials, supplies and
equipment to do my work; I do not have time to carry out
all my work’. Two items, ‘there are enough staff at this
trust for me to do my job properly; I have adequate mate-
rials, supplies and equipment to do my work’ were reverse
coded, whereby higher scores indicated higher levels of
work pressure.

Patient satisfaction was assessed using data from the
NHS acute inpatient survey, 2010. The methodology for
determining this score replicated the approach used by
Dawson.'" The survey contained the item ‘overall, how
would you rate the care you received’ and asked adult
inpatients to rate this on a scale of 1-5 (poor to excellent).
This was converted to a scale of 0-100 (eg, 1=0, 5=100),
after which a mean score was calculated and averaged to
the organisational (trust) level. In 2010 the average score
for inpatient experience was 77.7 with scores ranging
from 66.7 to 92. 6.

Patient and public involvement statement

Our research used data from the NHS NSS and Adult
Inpatient Survey in 2010. Secondary data analysis was
included in the ethical approval, which was awarded by
the North West MREC, approval number 03/8/047.

As our research used secondary data, there was no
direct patient involvement. However, patient satisfaction
data was used, thus the research is centrally informed by
patient priorities, experiences and preferences.

Statistical analysis

The data were analysed using multilevel structural equa-
tion modelling (MSEM)>®°* in Mplus V.8.° MSEM safe-
guards against conflation of effects by partitioning lower
level variables into latent within and between compo-
nents. Accordingly, MSEM decomposes the variance
of level 1 (individual/staff) variables into within and
between components, accounting for the fact that rela-
tionships may differ between the level 1 (individual/staff)
and level 2 (trust) levels.”” The data used here are observ-
able (raw) scores, so explicit centring of variables was not
required in the analysis.”
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A multilevel serial mediation model was employed in
which the level 1 (individual/staff level) variables (leader
support, staff influence over decision making and work
pressure) were modelled at level 1 and level 2 simulta-
neously; patient satisfaction was modelled at level 2. A
random intercept and fixed slope model was specified
and MSEM was applied to test the serial mediation effect
of'leader support on patient satisfaction via staff influence
over decision making and work pressure. Missing values
were handled using full information maximum likelihood
to ensure all data points were used in an unbiased way.”

In the analysis, we controlled for trust size (number
of staff), the ratio of doctors to beds as they have been
shown to influence patient satisfaction”” and whether
the trust was London based (dummy coded: O=not in
London, l=London-based) given established higher
levels of patient satisfaction in London trusts.”®

CFAs were conducted using Mplus V.8” to establish the
independence of the predictor and mediating variables
(leader support, staff influence over decisions, work pres-
sure). We subjected the items to (1) an 11-item one-factor
model which suggests a single undifferentiated factor,
(2) a two-factor model where we assigned the five leader
support items to load on one factor and the remaining
six items to load on another factor and (3) a three-factor
model where the 11 items were assigned to load on their
respective factors (leader support, staff influence over
decisions and work pressure). Model fit was estimated
using indices recommended by Hu and Bentler.”” We
also used y* difference tests to compare the different
models by examining differences in * per degree of
freedom. Results show that the hypothesised three-factor
model consisting of leader support, staff influence over
decisions and work pressure, demonstrated the best fit
to the data (X2(41):37280.33, p<0.001, comparative fit
index (CFI)=0.96, Tucker-Lewis index (TLI)=0.94, root
mean square error of approximation (RMSEA)=0.07,
standardised root mean squared residual (SRMR)=0.06;

two-factor model: X2(43):160123.92, p<0.001, CFI=0.82,
TLI=0.77, RMSFEA=0.15, SRMR=0.11; one-factor
model: X2(44)=214415.17, p<0.001, CFI=0.76, TLI=0.7,
RMSEA=0.17, SRMR=0.12). All items loaded highly on
their respective factors, with scores ranging from 0.37 to
0.89. In addition, the XQ difference test showed that the
three-factor model had a significantly better fit than the
two-factor model (Ay2/Adf=122843.58/2, p<0.001) and
the one-factor model (Ay2/Adf=177134.83/3, p<0.001).

RESULTS

Table 1 displays the means, SD and intercorrelations of
study variables. A moderate and positive correlation is
found between leader support and staff influence over
decisions (r=0.51, p<0.01) and a moderate and negative
correlation between leader support and work pressure
(r=-0.27, p<0.01). A negative correlation is observed
between staff influence over decisions and work pressure
(r=—=0.21, p<0.01).

MSEM results are presented in table 2 and show that
leader support is significantly and positively related to
staff influence over decisions (B=0.74, SE=0.07, p<0.01).
In turn, staff influence over decisions is significantly and
negatively related to work pressure (B=-0.84, SE=0.41,
p<0.05) and work pressure is significant and nega-
tively related to patient satisfaction (B=—17.50, SE=4.34,
p<0.01), supporting hypotheses 1-3. Results of the serial
mediation hypothesis show that leader support has a posi-
tive effect on patient satisfaction via staff influence over
decisions and work pressure (B=10.96, SE=5.55, p<0.05).
Figure 1 displays the SEM model with the estimated
results of the hypothesised relationships.

DISCUSSION ‘
Building on the JD-R model,” ® this study explored
the relationship between leader support and patient

Table 1 Means, SD and Pearson’s intercorrelation coefficients of study variables
Type Range M SD 1 2 3 4

Level 2 (trust level)

1. Trust sizet Count 1427.60 428.26 240.50 -

2. London basedt Binary 1 0.17 0.37 -0.05 -

3. Ratio of doctors/bed Ratio 1.58 0.75 0.23 19 .50

4. Patient satisfaction Scale 25.93 77.66 4.73 -0.07 -0.26** 0.18*
Level 1 (Individual/staff level) Type Range M SD 5 6

5. Leader support Scale 4 3.61 0.94 -

6. Staff influence over decisions Scale 4 3.55 0.80 0.51* -

7. Work pressure Scale 4 3.10 0.81 -0.27* -0.21*

N level 2=158; n level 1=63 156.

*P<0.01.

TTrust size is total number of employees divided by 10.
10 = not in London; 1=London based.
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Table 2 Results of multilevel serial mediation of leader support on patient satisfaction via staff influence over decisions and

work pressure

Staff influence over

decisions Work pressure Patient satisfaction
Variables B SE Pvalue B SE P value B SE P value
Level 1 (individual/staff level)
effects
Leader support 0.43 0.00 0.00 -0.18 0.00 0.00 - -
Staff influence over - - - -0.09 0.00 0.00 - -
decisions
Level 2 (trust level) effects
Trust size* 0.00 0.00 0.08 0.00 0.00 0.44 -0.02 0.01 0.14
London basedt 0.01 0.01 0.37 -0.01 0.02 0.53 -7.06 0.96 0.00
Ratio of doctors/bed 0.07  0.02 0.00 0.02 0.05 0.74 6.14 2.08 0.00
Leader support 0.74 0.07 0.00 -0.16 0.35 0.64 -23.00 14.52 0.11
Staff influence over -0.84 0.41 0.04 26.70 17.69 0.13
decisions
Work pressure -17.50 4.34 0.00
Effect SE P value
Patient satisfaction
Indirect effect via staff influence over decisions 19.89 13.46 0.14
Indirect effect of via work pressure 2.88 6.40 0.65
Serial indirect effect via staff influence over decisions and work pressure 10.96 5.55 0.04

n=63 156 at the Level 1 and 158 at level 2.
*Trust size is total number of employees divided by 10.
10 = not in London; 1=London based.

satisfaction via a serial mediation model of influence over
decisions and work pressure in the acute sector of the
English NHS. The research found a positive and signif-
icant relationship between ratings of leader support and
levels of patient satisfaction, and found that this relation-
ship operated via staff influence over decisions and work
pressure. The research suggests that where trusts have
more supportive leaders, patient satisfaction is higher.
These findings are in line with predictions derived from

Staff influence over
decisions

74%*(.07)
-.16 (.35)

-.84%(.41)

€’ =-23.00 (14.52)
C=10.75 (5.90)

the JD-R model,”® ® and suggest that supportive leader-
ship behaviours equip staff with the resources they need
to cope with work demands, as well as empowering them
to make informed decisions consistent with organisational
purposes,” ultimately enhancing staff satisfaction and
enabling them to deliver higher quality care to patients.”
Additionally, the research suggests that staff influence
over decisions is a key resource, in terms of autonomy
and subsequent shaping of the work environment. As a

Work Pressure

-17.5%*(4.34)
26.7 (17.69)

Leader support

Figure 1
2n=158. *P<0.05; **p<0.001.

¥ Patient satisfaction

Serial mediation model. Non-standardised coefficients are shown with SEs in parentheses. Level 1n=63156; level
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result, they are able to respond to the demands of their
work (pressures) by taking actions to objectively manage
their work tasks or environment more effectively, as well
as feeling a greater level of psychological control and
autonomy to do so. Finally, the research indicates that
the level of work pressure staff experience is linked with
patient satisfaction. The findings have important prac-
tical implications, given that high work pressure is likely
to damage staff well-being and care quality, and thus have
a detrimental effect on patient satisfaction.

Our research addresses several important issues. First,
our research provides quantitative evidence that lead-
ership behaviour can be explicitly linked with organ-
isational outcomes. While this relationship appears
intuitive, there is scant evidence establishing empirical
associations between specific leadership behaviours
and objective, organisational level outcomes." Addi-
tionally, by conducting multilevel analysis, we were able
to account for variance at the individual level (eg, indi-
vidual practices endorsed by leaders) and show how
leader practices at the trust level are conducive for good
patient outcomes. While the influence of individual
leader support is important for employee experience,?’
the nature of our multilevel analysis suggests that the rela-
tionship between leader support and patient satisfaction
operates at the trust level. This can be conceptualised as
a general organisational ethos of supportive leadership,
and that this is positively linked with patient satisfaction.
This chimes with recent research highlighting the impor-
tance of organisational culture and climate for staff influ-
ence over decisions, and workload factors in relation to
COVID-19, for example.” We did not specifically test for
organisational climate, and thus future research might
examine the effects of leadership behaviours on climate
and culture and their trickle-down influence on staff
experience and patient outcomes.

Interestingly, when examining the findings further, we
found that the link between leader support and patient
satisfaction using each mediating variable alone was non-
significant. The indirect effect was only significant when
following a serial pathway. As described above, the results
suggest leader support is associated with staff influence
over decisions, consequent levels of work pressure, and in
turn, patient satisfaction. However, individually, neither
staff influence over decisions nor work pressure is suffi-
cient to associate leader support with patient satisfaction.
It is only the combination of factors which shows a link
with patient satisfaction. In interpreting this finding, a
plausible explanation is that leader support is influential
in a number of areas, and therefore, operates in a several
ways to influence the work environment and provide staff
with helpful resources, including staff influence over deci-
sions, which culminates in high-quality care. This finding
may be timely, given that the COVID-19 pandemic has led
to dramatic levels of work pressure across the healthcare
industry.” ® It would be prudent for future research to
also examine the extent to which the model presented
here holds during times of crisis.

Our study focused on a specific aspect of leadership,
namely leader support, and demonstrated how this
relates to the work environment and patient satisfaction.
Indeed, an advantage of our approach is that by using
the JD-R model to outline distinct relationships between
specific leadership behaviours and associated factors, we
respond to recent calls to move away from problematic
multidimensional leadership theories.””® Instead, we
provide evidence which may help to guide the theoret-
ical ‘rebuilding’ of traditional leadership theories, as well
as offer clear, practical guidance for practitioners. The
multitude of leadership research demonstrates that other
facets of leadership, for example leader fairness or
leader-follower value congruence,”" will relate to the work
environment and across a range of outcomes. Future
investigations could explore these specific relationships,
highlighting important avenues for future research in
healthcare leadership.

It is also important to acknowledge the limitations of
this research. While the data analytic strategy employed
MSEM which analyses the pathway from leader support
to patient satisfaction, the cross-sectional design limits the
extent to which causality can be inferred. Although there
is support for the theoretical predictions of the model,
longitudinal data is required to eliminate reverse causality
explanations. For example, it is possible that staff compe-
tence or attitudes may influence leader behaviours. Addi-
tionally, the NSS uses self-reported data and therefore
the predictors and mediators are subject to common
method variance, and are consequently vulnerable to
inflated relationships.72 In order to limit these effects,
the use of independent source organisational outcome
data (patient satisfaction) is a methodological strength.
Furthermore, although the response rate of 51% is
slightly lower than the average rate for healthcare profes-
sionals (average response rate=53%"") it is well within
acceptable margins (43%) for large-scale surveys,"” and
any response bias is likely to be minimal.”* Nevertheless,
given the response rate, it is important to recognise the
potential for some response bias remains. Similarly, our
sample was confined to acute NHS trusts in England, and
comprised of 35.8% nursing, 8.2% medical, 31% from
general admin/management, with the remainder distrib-
uted across a range of professions. The latest NHS work-
force statistics indicate that our sample is broadly in-line
with the workforce distribution, though nursing is slightly
overrepresented.”* Thus, while our findings are theoret-
ically applicable across a range of healthcare contexts
and cohorts, the context and distribution of our sample,
should be taken when considering generalisability of the
findings. Finally, our data are from 2010, and while the
landscape of the NHS will have changed since then, there
is no reason to assume that the nature of the relation-
ships examined will be different. Indeed, our findings still
provide important lessons for NHS leaders and staff now
and in the future.

The current workforce crisis in the NHS which predates,
but has been exacerbated by the pandemic, requires
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supportive leadership that ensures clear direction for
the future with a focus on meeting staff and patients’
needs. Such support is directly contingent on the extent
to which leaders behave in ways which enable staff to
have their needs for autonomy and control met, which,
in turn, directly affects the quality of care experienced by
patients. Learning and acting on this research evidence
is vital for sustaining health services in the context of the
workforce challenges described. High quality, continually
improving and compassionate care for patients, is depen-
dent on supportive leadership, which lays the foundation
for high quality, continually improving and compas-
sionate support for staff. Thus, our findings are timely
and important, offering guidance for healthcare organi-
sations focused on improving the experience of the staff,
and their patients. These findings have clear implications
for healthcare leaders at all levels, as well as for leadership
development approaches.
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