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Abstract

The concept of employee engagement has garnered considerable attention in acute care hospitals because of the many
positive benefits that research has found when clinicians are individually engaged. However, limited, if any, research has
examined the effects of engaging all hospital employees (including housekeeping, cafeteria, and admissions staff) in a collective
manner and how this may impact patient experience, an important measure of hospital performance. Therefore, this quan-
titative online survey-based study examines the association between 60 chief executive officers’ (CEOs’) perceptions of the
collective organizational engagement (COE) of all hospital employees and patient experience. A summary measure of the US
Hospital Consumer Assessment of Healthcare Providers and Systems survey scores was used to assess patient experience at
each of the 60 hospitals represented in the study. A multiple linear regression model was tested using structural equation
modeling. The findings of the research suggest that CEOs’ perceptions of COE explain a significant amount of variability in
patient experience at acute care hospitals. Practical implications for CEOs and other hospital leaders are provided that discuss

how COE can be used as an organizational capability to influence organizational performance.
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Introduction

Hospital leaders are increasingly being challenged to moti-
vate and engage members of their diverse workforces amid
growing hospital staff shortages along with clinician burn-
out (1). Now, more than ever as hospital leaders endeavor
to ensure the provision of care for patients during the
ongoing COVID-19 pandemic, employee engagement has
become even more crucial (2). Employee engagement
refers to “the simultaneous employment and expression of
a person’s ‘preferred self” in task behaviors that promote
connections to work and to others, personal presence,
and active full role performance” (p. 700) (3). Much of the
focus in the health care and seminal engagement literatures
has been on individual engagement, such as the engage-
ment of nurses and physicians (4-7). As engagement
research has evolved, a new type of engagement has
emerged—Ileaders can significantly enhance performance
by also developing collective organizational engagement
(8,9). Collective organizational engagement (COE), the

collective engagement of the entire workforce, can be
classified as an organizational property or capability that
creates value for an organization (10). Collective organiza-
tional engagement can influence organization performance
indicators such as return on assets, shareholder value, cus-
tomer satisfaction, and brand equity (10).
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In hospital settings, chief executive officers (CEOs) have
realized the many benefits of employee engagement for their
organizations (11). Highly engaged hospital employees posi-
tively influence patient experience, patient safety, and qual-
ity of care (12). These outcomes have become important
metrics in improving hospital care, under the Affordable
Care Act (ACA) provisions (13).

Patient experience, an indicator of hospital performance
from the patient perspective, has become a well-recognized,
continuously monitored, critical domain of performance for
hospital organizations (14) with the implementation of
value-based purchasing (VBP). Value-based purchasing is
an incentive payment program introduced by the US Center
for Medicare and Medicaid Services (CMS) as a part of the
(ACA) to disburse Medicare payments on the basis of quality
of care (15). The CMS requires that acute care hospitals
participating in VBP use the Hospital Consumer Assessment
of Healthcare Providers and Systems (HCAHPS) survey to
measure patient experience.

The Beryl Institute, an organization dedicated to improv-
ing patient experience globally, defines patient experience as
“the sum of all interactions, shaped by an organization’s
culture, that influence patient perceptions, across the conti-
nuum of care” (16). Patient experience is one facet of quality
of care and the domains measured by the HCAHPS survey,
such as communication with doctors and responsiveness of
hospital staff, impact the quality of care patients receive
(15). Further, research has shown an association between
patient experience ratings and positive patient outcomes
(17,18).

It has been suggested that a patient’s experience is influ-
enced by the engagement of caregivers and all hospital
employees who play a role in that patient’s care (19,20).
Further, physicians contend that provider and staff engage-
ment lead to improved quality and patient experience out-
comes (21). Thus, striving to collectively engage all hospital
employees—from clinicians to housekeeping to cafeteria
staff—may well have an effect on patient experience.

Despite the contentions that individual engagement is
positively related to patient experience in hospital settings
(19,22), limited empirical research examining the relation-
ship between COE and patient experience has been con-
ducted (23). Therefore, this study examines the direct
effect of CEO perceptions of COE on patient experience in
acute care hospitals, controlling for hospital size and profit
status.

Chief Executive Officer Leadership Is Important

It is well understood that hospital CEOs play a critical role in
acute care hospital performance (24). They develop the mis-
sion and vision for hospital organizations and influence
organizational culture through their actions and communica-
tions (25). They must also effectively guide their organiza-
tion members toward excellence in quality, financial
performance, and in improving community health (26).

Researchers have found that CEO characteristics such as
gender and tenure influence the experience a patient receives
in the hospital (14). Another recent study provides initial
evidence of a positive relationship between the behavioral
integrity of hospital leaders, employee engagement, and ser-
vice quality of hospital units (27). Thus, CEOs are uniquely
positioned to influence, observe, and monitor the motivation
and engagement of a// hospital employees (10) so their per-
ceptions of COE were considered for this study.

Engaging Everyone

The concept of an engaged workforce was introduced by
Kahn (3) who defined employee engagement as “the harnes-
sing of organization members’ selves to their work roles. . .
physically, cognitively, and emotionally” (p. 694). Kahn
acknowledged that employees must find meaning in their
work, feel safe expressing themselves at work, and have time
and energy to invest in their work to be engaged in their
work. When employees experience these foundational con-
ditions of meaningfulness, safety, and availability, their
engagement has been linked to individual outcomes such
as retention, discretionary effort, job performance, organiza-
tional commitment, organizational citizenship behavior
(5,28,29 [p. 117]), and organizational outcomes including
customer satisfaction, profitability, productivity, and safety
(30,31).

Building upon Kahn, Barrick et al.’s (10) COE represents
employees’ shared investment of emotional, physical, and
cognitive energies within their organizational roles. In other
words, COE is a conceptualization of employee engagement
at the organizational level. It is believed that this collective
or shared perception of engagement serves as a multiplier
effect, enhancing employee motivation and creating value
for an organization (10). When employees observe that their
co-workers are engaged in their jobs and organizational
roles, their own engagement and productivity are enhanced
(10). Research by Barrick et al. (10) found that COE
mediated the relationship between motivating work designs,
human resource management practices, and CEO transfor-
mational leadership and firm performance (p. 115). Their
research provided initial evidence that COE can be used as
an organizational capability, which positively influenced
firm performance as measured by return on assets suggesting
that when all employees are making a concerted effort to
engage in their work, organizational performance will
increase.

The Patient Experience

The concept of patient experience can be compared to cus-
tomer experience, a concept widely used in the marketing
discipline and connected to service climate theory (32,33).
This theory posits that the interactions between employees
and their customers influence customer experience and that
leaders’ behaviors can influence employees’ work
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experiences and the way they behave toward their customers
(32). Within the context of hospital organizations, service
climate theory supports the premise that when all hospital
employees are engaged, positive interactions with patients
will occur that positively and directly affect patient
experience.

Achieving high patient experience ratings can be challen-
ging in hospitals where acutely ill patients are consumers.
Care providers often contend with complex factors when
providing service, often to diverse patient populations, that
are unique to the hospital setting (34,35). Such factors
include patients’ underlying fear for their safety, the effects
of comorbid conditions, the necessity of making medical
terminology both understandable and actionable, the invol-
vement with family and often complex family dynamics, and
planning for the transition of care outside the hospital. Addi-
tionally, research has shown that in large hospitals with very
complex cases, HCAHPS patient experience ratings can be
negatively impacted (36,37). However, many practices have
been identified as effective antecedents to providing excel-
lent patient experience (35.

Award-winning US acute care hospitals have realized that
employee engagement positively influences patient experi-
ence and the hospital CEOs have implemented programs at
these hospital facilities to enhance employee engagement
and improve HCAHPS scores (38,39). Based on this previ-
ous research, it is anticipated that when an acute care hospi-
tal CEO perceives that a strong COE level exists, that
hospital will have high ratings of patient experience as mea-
sured by the HCAHPS survey. Service climate theory con-
tends that there is a positive effect when all employees of an
organization are engaged as a group and that their combined
investment of positive energy in their organizational roles
will translate into positive interactions with customers and
improved quality of service (33). Within the context of hos-
pital organizations, service climate theory should support the
premise that when all hospital employees are engaged, pos-
itive interactions with patients will occur that have a positive
effect on patient experience. Thus, the hypothesis tested in
this study was:

H1: Chief executive officers’ perceptions of COE have
a direct positive effect on patient experience in acute
care hospitals, controlling for hospital size and profit
status.

The following hypothesized model was tested (Figure 1).

Design and Methods

A quantitative online survey-based design was employed
using Qualtrics to test the aforementioned hypothesis and
model (40). This study was approved by institutional review
board of The University of Texas at Tyler.

Hospital
Size
Collective
Organizational > _f‘illt‘nl
Engagement Expenence
Profit
Status

Figure |. Conceptual model illustrating hypothesized relation-
ships between chief executive officer perceptions of collective
organizational engagement and patient experience. (Control vari-
ables = hospital size and profit status; leadership team responses
added as a control variable during analysis.)

Sample and Population

The target population for this study was US acute care hos-
pital CEOs. To obtain variance in the responses (40) and to
produce findings that may be generalizable to a broader
population of acute care hospitals, hospital leaders from both
for-profit and not-for-profit US acute care hospitals that par-
ticipate in the HCAHPS survey program and VBP were
invited to participate in this research. Currently, in the
United States, about 2700 acute care hospitals participate
in VBP, according to the CMS (41).

The sample frame for this study was all member CEOs of
state hospital associations in the southeastern region of the
United States with a total of 175 CEOs contacted. This
region was identified and selected based on their participa-
tion in the CMS Hospital Improvement Innovation Network
(HIIN) programs to improve hospital quality. In addition,
500 acute care hospital CEOs in the United States from
regions other than the Southeast were contacted. These
CEOs were clients of a US hospital consulting group which
agreed to assist with this study by providing this listing. A
total of 675 (175 from hospital associations, 500 from con-
sulting clients) hospital CEOs were contacted; of this, 77
CEOs agreed to participate. After eliminating cases with
missing data and outliers, the final sample size for the study
was 60 CEOs representing 60 different hospital facilities.

Study Variables, Measurement Instruments, and Data
Collection

Independent variable. The independent variable used for this
research was COE, which represents employee engagement
at the organizational level. The Barrick et al. (10) COE scale
(see Appendix) was selected to measure this variable, as it is
a previously validated measure that operationalizes COE
(10). The scale consists of 6 items, responses are measured



Journal of Patient Experience

using a 5-point Likert-type scale from “strongly disagree” to
“strongly agree,” and the coefficient o reported by Barrick
et al. (10) was .82. With permission obtained from the author
and publisher, the referent in each of the Barrick et al.
(10) items was amended to refer to organizational employees
(see Appendix). This enabled the CEOs, who completed the
survey, to provide their perceptions of the COE of hospital
employees at the participating facilities. In this study, the
construct reliability for this amended measure was .87.

Data collection for independent variable. The online survey
developed to obtain CEO perceptions of COE was designed
to be completed in less than 5 minutes. It consisted of
questions to obtain informed consent, to confirm the hos-
pital’s reporting of HCAHPS scores, 2 questions related to
tenure at the organization, and total years of experience as a
hospital CEO, and the 6 amended Barrick et al. items (10).
It concluded with 2 questions regarding hospital size and
profit/nonprofit status and a request to provide the hospital
name and state to enable the primary researcher to access
publicly reported hospital data. As part of their participa-
tion, CEOs were also asked to forward a second online
survey link to their respective executive leadership teams
members. These members included chief operating offi-
cers, chief nursing officers, chief medical officers, chief
information officers, quality officers, ethics officers, mar-
keting vice presidents, and human resource directors
reporting to the CEO. This second survey was designed
to capture leadership team responses about CEO leadership
behavior using the Managerial Practices Survey (MPS) of
Yukl (42) along with the Barrick et al. items. Since not all
hospital facilities for which CEO responses were received
for the collective organizational survey had matched
responses from their leadership team members for the lead-
ership survey, leadership team response was selected as a
control variable to account for any effects between hospi-
tals in which the leadership team responded to the survey
and those hospitals in which none of the leadership team
members responded to the survey.

Dependent variable. The dependent variable in this research
was patient experience. In US adult acute care hospitals
participating in the CMS VBP program, patient experience
ratings are captured by the HCAHPS survey. The CMS pub-
licly reports HCAHPS survey results in Hospital Compare in
3 categories: top box, middle box, and bottom box. “Top
box” scores represent the highest category and are calculated
using an unrounded percentage of a hospital’s patients who
chose the most positive response (ie, “always,” “yes,” and
“strongly agree”) to HCAHPS survey items (43). The
HCAHPS survey was developed by the Agency for Health-
care Research and Quality in partnership with the CMS and
is in the public domain (41). The Cronbach’s o reported by
the CMS (44) from pilot study data was .80 or higher for the
HCAHPS composites, except for the discharge information
composite data, which was reported as an o of .68 for the

pilot. For this study, HCAHPS scores were collected from
CMS HCAHPS public data files representing patient experi-
ences at acute care hospitals that occurred between January
1, 2016, and December 31, 2016. Since CMS reports
HCAHPS scores on a rolling 4-quarter basis, the scores for
this performance period were not publicly available until the
fourth quarter of 2017.

A summary measure of HCAHPS scores was used to
assess the dependent variable in this study. The raw top box
scores of 8 HCAHPS dimensions were averaged to calculate
this summary measure (cf 33) to assess patient experience,
similar to procedures developed by Elliott et al. (36) to aver-
age HCAHPS scores to calculate a summary measure for
their research. Top box scores are used by the CMS to deter-
mine the VBP Patient Experience Domain Score used for
calculating VBP payments. The use of top box scores was
considered ecologically valid since these measures are used
by CMS to calculate VBP payments to US hospitals (44) and
since both hospitals and hospital consulting firms use these
measures in practice when assessing patient experience (45).
This is an interval level score that can range from 0 to 100.

Control variables. Hospital size and hospital ownership status
(for-profit vs not-for-profit) were included as control vari-
ables in this research following previous research (36,37).
Hospital size was measured by the number of beds the
hospital has (<60, 61-200, or >200). This continuous vari-
able was dummy coded into 2 hospital size variables (61-
200 and >200), with the hospital size of 60 or less being the
reference variable. Hospitals were categorized as for-profit
or not-for-profit. Additionally, leadership team survey
responses, also gathered during data collection, were added
as a control variable. This was a categorical variable in
which “1” indicated CEO responses that also had matched
leadership team responses and “0” indicated those hospitals
that had CEO responses but no matched leadership team
responses.

Statistical Analysis

Structural equation modeling (SEM) was used to analyze the
data in this study. After data cleaning and assumption test-
ing, confirmatory factor analysis was conducted to examine
construct validity and to assess the fit of the measurement
model (46). Descriptive statistics including correlation coef-
ficients, means, and SDs were reviewed to assess the condi-
tion of the data set (40).

The hypothesis was analyzed by testing a multiple linear
regression model using SEM, according to procedures rec-
ommended by Schumacker and Lomax (46), to examine the
direct effect of COE on patient experience in this research
context (cf 46). B weights, path coefficients, and multiple R
were examined (47). Goodness of fit of the conceptual model
was assessed using accepted fit criteria (46).
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Results

Table 1 presents demographic information (region of the
country, ownership status, and size) of the 60 different acute
care hospitals in the study relative to the population data.
The large percentage of hospitals in the Southeast was
expected as Southeast state hospital associations were tar-
geted in addition to those hospital CEO clients of a national
hospital consulting company representing other regions of
the United States The CEOs who responded to the survey
had an average of 11.84 years of experience as a hospital
CEO.

Table 2 presents descriptive statistics associated with
this study. The results of the implied correlation matrix
showed that some pairs of variables exhibited a correla-
tion of notable strength. The COE latent variable was

Table I. Demographic Data.

Categorical
variables

Study data, n = 60 Population data, n = 3894
Percent total Percent total

Hospitals by region

positively correlated with the dependent variable patient
experience (.42).

Table 3 shows a summary of the findings for the study,
reviewing the direct effect of COE on patient experience
represented by the HCAHPS top box summary measure. The
regression model indicated that CEO perceptions of COE
had a significant positive association (P < .001) after con-
trolling for each of the other predictors in the model (hospital
size, profit status, and whether the hospital CEO had
matched data from leadership team members). Controlling
for all other predictors, the unstandardized regression coef-
ficient between COE and patient experience indicated that a
single unit increase in COE scores corresponded with an
increase of 4.48 in the top box summary measure.

The standardized regression coefficient estimates for the
other predictor variables are also shown in Table 3. Profit
status had a standardized coefficient of < .01, and leadership
team response was weakly predictive of the patient experi-
ence measure (.27). However, both dummy coded categories
of hospital size were more strongly predictive of the patient
experience measure than COE, with a coefficient of —.58 for
medium-sized hospitals (hospital size 2) and a coefficient of

Southeast 65.00 29.02 —.51 for large hospitals (hospital size 3). Both medium and
Midwest 18.34 24.88 . . .
large hospitals tended to have lower patient experience
Northeast 5.00 17.36 ) .
Southwest 333 15.00 scores than small hospitals (ie, the reference category).
West 8.33 13.74 Higher COE corresponded with higher patient experience
Hospital size scores, while hospitals with both CEO and leadership team
Large 38.34 35.11 responses also tended to have higher patient experience
2’1ed|||um gg;: ;32? scores than those hospitals without matched responses.
>ma : ) The model fit indices confirmed a well-fitting model pro-
Profit status .1 . .
Not-for-profit 76.67 58,50 viding support for the hypothesis. Given the strong effect
For-profit 23.33 21.30 and well-fitted model in the study, there is initial evidence
Table 2. Implied and Observed Correlations.?
Variables M SD 2 3 4 5 6
| COE 4.35 0.47 - <0.01 0.0l -0.23 0.19 0.38
2 Leadership team responses 0.55 0.50 <0.01 - 0.10 0.02 —0.03 0.28
3 For profit 0.23 0.43 —0.06 0.10 - —0.11 0.44 —0.19
4 Hospital (dummy) size 3 0.38 0.49 —-0.23 0.02 —0.11 - —0.50 —0.31
5 Hospital (dummy) size 2 0.28 0.45 0.17 —0.03 0.44 —0.50 - —0.27
6 Patient experience 74.11 5.22 041 0.28 —0.19 —0.31 —0.27 -

Abbreviation: COE, collective organizational engagement.

?Correlations under the diagonal are implied, while those above the diagonal represent Pearson’s.

Table 3. Unstandardized (b) and Standardized () Regression Estimates.

Outcome Predictor b B r SE CR P

PE < COE 4.48 .39 0.38 1.26 3.56 .001
PE < Leadership team responses 2.83 27 0.28 0.94 3.01 .003
PE < Profit status 0.04 .00 —0.19 1.25 0.03 978
PE < Hospital (dummy) size 3 —5.43 —.51 —0.31 1.12 —4.84 .001
PE < Hospital (dummy) size 2 —6.66 —.58 —0.27 1.34 —4.98 .001

Abbreviation: PE, patient experience.
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of an association between CEO perceptions of COE and
patient experience.

Discussion

The findings of this research support the hypothesis that was
proposed and suggest that when acute care hospital CEOs
perceived that hospital employees were engaged collectively
in their work, their perceptions of COE explain a significant
amount of variability in patient experience, which indicates
that patients rated their experience at the hospital more
highly, as evidenced by the HCAHPS scores received by the
hospital. This research, on an under-examined type of
engagement, suggests that individuals’ engagement through-
out the organization influences service quality and that COE
has a unique association with patient experience (23,27).

The findings are consistent with Barrick et al. (10) that
COE is an organization-level construct that can be used to
positively influence organizational performance outcomes.
Barrick et al. (10) and other scholars have theorized that
COE has an effect that is contagious and that the high
engagement of one employee in a department may positively
influence his or her co-workers to also become engaged,
which can be instrumental in influencing performance out-
comes such as customer service (31).

The finding that CEOs’ perceptions of COE has a positive
association with patient experience is also consistent with
Schneider et al. (33) service climate theory, which guided
the hypothesis development for this research. Schneider
et al. (33) espoused that employee interactions between their
co-workers, leaders, and customers all influence customer
experience. In this research, within acute care hospitals, cus-
tomer experience was termed patient experience, and this
study suggests that when CEOs perceive all hospital employ-
ees to be engaged, patient experience is positively impacted.

Additionally, in this study, hospitals with both CEO and
leadership team responses tended to have higher patient
experience scores than those hospitals without matched
responses. As previous studies indicate, at hospitals in which
the CEO and leadership team work well together, hospital
employees are more likely to be engaged (48). Previous
research has also shown that smaller hospitals and not-for-
profit hospitals originally had higher HCAHPS scores and
that larger hospitals and for-profit hospitals have had the
most improvement in HCAHPS scores over time (13). The
findings for this research resulted in a negative relationship
between for-profit status and patient experience. Many not-
for-profit acute care hospitals in the data set were identified
as academic teaching hospitals, based on the hospital name
provided by the CEOs, which are staffed by physicians and
nurses dedicated to research, education, and providing the
highest level of care possible (37). Teaching programs
require that students in the health care professions complete
quality-related learning projects as a part of their education
(49). Further, academic medical centers often have access to
the latest technologies and are able to provide integrated

team-based care, which has been shown to improve commu-
nication and decrease medical errors (34), contributing to
quality and patient perception of care.

The results indicate that hospital size has a strong asso-
ciation with patient experience. In comparison to hospitals
with 60 beds or fewer, hospitals with 61 to 199 beds and
those with 200 or more beds tended to have lower patient
experience scores than hospitals in the reference category,
suggesting that smaller hospitals are better able to control
factors influencing patient experience. Smaller hospitals
with a lower ratio of inpatient days to nurse staffing levels
and an overall lower number of hospital employees tend to
create an environment that discourages the formation of silos
in departments, encourages cooperation between depart-
ments, and may result in employees in such institutions
describing their workplace as a family environment (37).

Practical Implications

This research suggests that acute care hospital CEOs would
be well advised to make both COE and patient experience an
organizational focus, as this research suggests that their per-
ceptions of COE explains a significant amount of variability
in patient experience that is an important organizational per-
formance outcome. Most hospital CEOs and leadership team
members receive continuous updates on the results of
employee engagement surveys (48). It is suggested that the
results of a COE survey be added to these dashboard reports.
In addition, hospital CEOs may want a dashboard report to
include a side-by-side comparison of COE levels and patient
experience results to assess this relationship over time.

It is also recommended that, through town halls, team
huddles, and other communication channels, as well as
through role modeling, CEOs emphasize and communicate
the importance of having all hospital employees engage in
their jobs and work together as a cohesive team to provide an
excellent experience for patients. The CEOs should ensure
leader accessibility and endorse upward communication
mechanisms to encourage employees to voice their ideas and
propose recommendations for improving engagement and
patient experience (48,50). Especially in larger hospitals,
where high patient experience scores are more elusive, CEOs
must encourage the use of interdisciplinary care teams and
promote communication between these teams (51).

Employee engagement improvement programs in hospi-
tal organizations abound, as do patient experience enhance-
ment programs (52). A key implication of this research for
hospital leaders is that employee engagement and patient
experience enhancement initiatives should be strategically
integrated. Hospital leaders should ensure that these 2 types
of programs are designed in an integrated, coordinated effort
and not developed in 2 separate silos within a hospital orga-
nization (31,53). In addition, many of the employee engage-
ment improvement initiatives at acute care hospitals are
focused on clinicians, especially nurses (54,55), often over-
looking other key employees who augment patient
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experience such as cooks, housekeepers, and those who work
in billing and admitting (39). Thus, the intended target audi-
ence for these enhancement programs should be all hospital
employees, who impact the care experience from admission
to discharge, and not be exclusively designed for clinical
employees.

Limitations

As with all research, there are some limitations associated
with this study. Data were collected exclusively from CEOs
within acute care hospitals in the United States, predomi-
nantly in the Southeast region of the United States, reducing
the generalizability of the findings to other leaders, other
types of hospitals and organizations, other regions of the
United States, and those hospitals and organizations beyond
the US context. It is also possible that bias could have been
introduced from the CEO participants in the Southeast
region given their participation in the CMS HIIN programs,
along with the CEOs sourced through the national consulting
company’s listing as they were clients of this consulting
organization which has some expertise in employee engage-
ment among the many services they provide. Additionally,
this study examined engagement at the collective organiza-
tional level and not at the individual or team levels. Beyond
this under-examined type of engagement, it is also possible
that other predictor variables may influence patient experi-
ence, such as service climate, organizational culture, and
program implementation (10). Another limitation involves
CEOs responding to the survey at one point in time during
the fourth quarter of the year and using objective perfor-
mance data captured for that year. While the HCAHPS sur-
vey represents the industry standard in measuring patient
experience in the United States, there are additional well-
accepted patient experience measures used in other coun-
tries. Lastly, given the design of this study, causality cannot
be inferred. In this study, the direct effect of COE on patient
experience only suggests that this type of engagement
explains a significant amount of variability in patient
experience.

Conclusion

Acute care hospitals in the United States have experienced
challenges associated with health care policy reform (56)
and the ongoing turmoil of the COVID-19 pandemic has
considerably overburdened hospitals as they continue to
strive to improve quality and patient experience under these
conditions. Scholars have acknowledged that, while hospital
leaders are pursuing approaches to improve patient experi-
ence, they must also consider how to create a healthy orga-
nizational environment for their employees and to ensure
that their work is meaningful, which is well-established pre-
cursor to engagement (57). Overall, research on engagement
has demonstrated the many positive benefits it has for indi-
viduals and the organization. However, the focus on COE

has not been given adequate attention. The findings from this
study offer initial insight about how focusing on the COE of
all hospital employees, not just that of clinical staff, may be a
way to positively influence patient experience. With global
trends focusing on patient-centered care, which embraces
patient engagement and the active involvement of their care-
givers (17,57), and recognizing that all hospital employees
play a part in the provision of patient care suggests the need
for leaders to promote COE to enhance patient experience.

Appendix

(Note: Permission from the Academy of Management to
republish has been obtained.)

Barrick et al. (2015) Collective Organizational Engage-
ment Scale

1. My co-workers and I really “throw” ourselves into
our work.

2. I find nearly everyone devotes a lot of effort and
energy to our work.

3. My co-workers and I gain considerable pride from
performing our jobs well.

4. Nearly everyone at work feels passionate and enthu-
siastic about our jobs.

5. Performing work in my work area (as a whole) is so
absorbing that we often forget about the time.

6. My co-workers and I tend to be highly focused when
doing our jobs.

Responses are measured using a 5-point Likert-type scale,

ranging from 1 = “strongly disagree” to 5 = “strongly agree.”
Amended Collective Organizational Engagement Survey
In this hospital:

1. Employees really “throw” themselves into their
work.

2. 1 find nearly everyone devotes a lot of effort and
energy to their work.

3. Employees gain considerable pride from performing
their jobs well.

4. Nearly everyone feels passionate and enthusiastic
about his or her job.

5. Performing work is so absorbing that employees
often forget about the time.

6. Employees tend to be highly focused when doing
their jobs.

Responses are measured using a 5-point Likert-type scale,
ranging from 1 = “strongly disagree” to 5 = “strongly agree.”

Authors’ Note

This study was approved by the institutional review board of The
University of Texas at Tyler (IRB #F2016-32). Participants, who
were hospital leaders, provided non-written informed consent by
answering a survey question in the online survey that was imple-
mented using Qualtrics. HCAHPS scores were obtained through the
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publicly available data at CMS.gov. Therefore, no patient data was
gathered directly, and patient informed consent was not needed for
this study.
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