
Sexton JB, et al. BMJ Qual Saf 2017;0:1–10. doi:10.1136/bmjqs-2016-006399   1

Original research

 ► Additional material is 
published online only. To view 
please visit the journal online 
(http:// dx. doi. org/ 10. 1136/ 
bmjqs- 2016- 006399).

For numbered affiliations see 
end of article.

Correspondence to
Dr Allan S Frankel, Safe and 
Reliable Healthcare, Evergreen, 
Colorado 01742, USA;  
 allan@ safeandreliablecare. com

Received 12 December 2016
Revised 7 August 2017
Accepted 11 September 2017

To cite: Sexton JB, Adair KC, 
Leonard MW, et al. 
BMJ Qual Saf Published Online 
First: [please include Day 
Month Year]. doi:10.1136/
bmjqs-2016-006399

Providing feedback following 
Leadership WalkRounds is associated 
with better patient safety culture, 
higher employee engagement and 
lower burnout

J Bryan sexton,1,2 Kathryn c adair,3 
Michael W leonard,4,5 Terri christensen Frankel,4 Joshua Proulx,4 
sam r Watson,6 Brooke Magnus,7 Brittany Bogan,8 Maleek Jamal,9 
rene schwendimann,10 allan s Frankel4

AbstrAct
Background There is a poorly understood relationship 
between Leadership WalkRounds (WR) and domains such 
as safety culture, employee engagement, burnout and 
work-life balance.
Methods This cross-sectional survey study evaluated 
associations between receiving feedback about 
actions taken as a result of WR and healthcare worker 
assessments of patient safety culture, employee 
engagement, burnout and work-life balance, across 829 
work settings.
Results 16 797 of 23 853 administered surveys were 
returned (70.4%). 5497 (32.7% of total) reported that 
they had participated in WR, and 4074 (24.3%) reported 
that they participated in WR with feedback. Work settings 
reporting more WR with feedback had substantially 
higher safety culture domain scores (first vs fourth 
quartile Cohen’s d range: 0.34–0.84; % increase range: 
15–27) and significantly higher engagement scores for 
four of its six domains (first vs fourth quartile Cohen’s d 
range: 0.02–0.76; % increase range: 0.48–0.70).
Conclusion This WR study of patient safety and 
organisational outcomes tested relationships with a 
comprehensive set of safety culture and engagement 
metrics in the largest sample of hospitals and 
respondents to date. Beyond measuring simply whether 
WRs occur, we examine WR with feedback, as WR being 
done well. We suggest that when WRs are conducted, 
acted on, and the results are fed back to those 
involved, the work setting is a better place to deliver 
and receive care as assessed across a broad range of 
metrics, including teamwork, safety, leadership, growth 
opportunities, participation in decision-making and the 
emotional exhaustion component of burnout. Whether 
WR with feedback is a manifestation of better norms, 
or a cause of these norms, is unknown, but the link is 
demonstrably potent.

IntroductIon
A common practice associated with 
patient safety is for leaders to engage in 

WalkRounds (WR),1 where front-line 
healthcare workers (HCW) are encour-
aged by leadership to identify and resolve 
issues related to the safe delivery of care. 
Fundamentally, WRs are a form of observ-
able leadership engagement with quality 
that can be an empowering resource 
for HCW,2 at a time when resources are 
scarce. Contemporary healthcare delivery 
is increasingly complex, as new demands 
for efficacy, transparency, regulation and 
technology combine with patients who 
are sicker, and a workforce that is leaner 
than ever before.

Since 2001, the Job Demands-Resources 
Model has accurately and repeatedly 
demonstrated that increasing demands 
while decreasing resources creates strain 
on the workforce.3 4 This strain has been 
called burnout, emotional exhaustion, 
low engagement, compassion fatigue, low 
safety culture and other similar moni-
kers. Strain can be alleviated by either 
decreasing demands, or increasing the 
resources. Fortunately, ‘resources’ are not 
limited to staffing and budgets, but also 
include a broad range of physical, psycho-
logical, social and organisational aspects 
of one’s job.5 For example, they include 
aspects of the job that reduce demands, 
are functional in achieving work goals, 
and/or stimulate personal growth, 
learning and development.

As a deliberate organisational strategy 
to target and enhance resources, WRs 
create a predictable ritual for dialogue 
between leaders and HCWs by identifying 
opportunities to improve care processes 
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leading to better patient safety outcomes.6 The WRs 
themselves are an organisational resource, but they 
also facilitate other resources for organisations and 
HCW by streamlining processes, encouraging engage-
ment in quality improvement, growth opportunities 
and a meaningful sense of efficacy and autonomy 
when HCWs see their ideas turned into improvements 
in care quality. When WRs are predictably routine, 
they reassure HCWs that although their concerns may 
not be heard today, they will have future opportunities 
to be heard by participating in WR.

Leadership WRs are resource rich when they include 
appropriate follow-up actions to the issues surfaced 
using the leader’s position to make things happen 
at hierarchical levels above individual work settings. 
The term ‘work settings’ in this study describes work 
groups, including clinical units like emergency rooms, 
intensive care units and general medicine units, as 
well as non-clinical work groups like labs, patient 
safety, quality improvement and billing. Accordingly, 
providing feedback to the HCW about actions taken 
as a result of these WRs is essential to keep momentum 
and build trust in the collective ability to find, fix and 
report back the solutions to patient safety problems. 
For instance, following WR, work setting managers 
and patient safety officers keep track of planned initia-
tives at the work setting or departmental level as well 
as any updates, and communicate follow-up informa-
tion back to HCW and senior leadership to supply 
accurate feedback and ensure completion of improve-
ment tasks.6 7

Unfortunately, when untrained leaders attempt to do 
WR, it can result in surfacing issues without addressing 
them or failing to feedback progress that has been 
made. Whacking the hornets’ nest in this way appears 
to be counterproductive to improving perceptions of 
patient safety.4 7 8 To measure the extent to which WRs 
are being done well, the presence of WR with feedback 
can be assessed as a brief item on a safety culture or 
engagement survey. Indeed, researchers have demon-
strated that a simple metric to assess WR impact is the 
extent to which staff report having personally received 
feedback about actions taken to reduce patient safety 
risks as a result of WR in their work setting.9

WRs vary widely in format, setting and data collec-
tion practices, but WR programmes most likely to 
confer useful resources require three critical factors: 
(1) WRs are occurring on regular, ongoing basis in 
a specific work setting; (2) safety issues are being 
surfaced and resolved through the WR sessions; and 
3) patient safety risks reduced through WR are being 
fed back to staff in the work setting, closing the loop 
and demonstrating the efficacy of the WR sessions.8

The HCW perceptions of resources and demands in 
a given work setting can be assessed through psycho-
metrically valid surveys with representative response 
rates. Accrediting bodies such as the Joint Commis-
sion have required that hospitals use valid and reliable 

questionnaires to evaluate work setting norms, and 
provide HCW with opportunities to participate in 
patient safety and quality initiatives like WR (see Joint 
Commission Standard LD.03.01.01LD.03.01.01).9

Previous studies have shown that the use of WR 
was associated with better work setting norms, as 
assessed through the Safety Attitudes Questionnaire 
(SAQ).1 8 10 The SAQ has been refined and combined 
with new work setting norms like HCW engagement 
and norms of resilience like work-life balance and 
burnout. This new survey, SCORE (Safety, Commu-
nication, Operational Reliability, and Engagement), 
like culture surveys that came before it, measures the 
consensus view of workplace norms within a group 
of people. The psychometric validity of the SCORE 
has been reported elsewhere,11 and relevant psycho-
metric information for the current study is included 
in online supplementary appendix. For the purposes 
of the current study, we are replicating a WR analysis 
that has been used when the SAQ was the measure of 
HCW resources, in this study we are using the SCORE 
with a new large data set. Surveys such as SCORE are 
consensus views of norms in a work setting. Positive 
norms, such as high marks for leadership and team-
work, are resources for the HCW; however, negative 
norms may result in creating workplace demands.12 13

Few studies have addressed how WR processes are 
linked to HCW assessments of work setting norms.1 
WRs with feedback are thought to be a mechanism 
to increase resources that would be reflected in better 
work setting norms. Therefore, the hypothesis is that 
work settings with higher rates of WR with feedback 
will also report more positive norms.

Methods
Overview
This cross-sectional survey was administered to a 
convenience sample of 31 hospitals through the Mich-
igan Health and Hospital Association MHA Keystone 
Center as part of their routine safety culture and 
engagement assessment. We used SCORE results to 
investigate associations between WR with feedback 
and healthcare work setting norms. Analyses, feedback 
and recommendations based on survey results were 
offered to 31 hospitals, all of which accepted. The 
survey was administered during a 2-month period in 
2015.

Out of the 31 hospitals, 5 (16%) were academic 
teaching centres. Seventeen of the hospitals (55%) had 
99 or fewer licensed beds. Five of the hospitals (16%) 
had between 100 and 199 licensed beds, 6 (19%) 
hospitals had 200–299 licensed beds, 2 hospitals had 
300–399 licensed beds and 2 (6%) hospitals had more 
than 400 licensed beds.

All work settings across all hospitals were invited 
to complete the survey. Staff with 0.5 full time equiv-
alent (FTE) or greater for at least four consecutive 
weeks prior to survey administration were invited to 
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participate in this web-based survey, which was emailed 
to each potential respondent as a link through hospital 
listservs. Participants were told that their responses 
were confidential; however, it did include open-ended 
questions in which respondents could choose to iden-
tify themselves through their answers. There was no 
incentive to participate in the survey, but it was framed 
as informing future safety culture and engagement 
improvements in their hospital. Administration of the 
survey was executed by Safe and Reliable Healthcare 
and a deidentified data set was transmitted to JBS, 
KCA and BM for analysis. The study was approved 
by the Institutional Review Board at Duke University 
Medical Center (Pro00033155).

Measures
The questionnaire used to assess work setting norms 
was a collection of subscale survey measures of safety 
culture, workforce engagement and burnout. There 
are 12 domains on the full version of SCORE, with 73 
items on subscales ranging in length from 3 to 8 items. 
The survey also included select items on participation 
in and exposure to Leadership WR,1 8 the teamwork 
and safety climate scales from the SAQ,14 workforce 
engagement-related scales from the Job Demands-Re-
sources Questionnaire,4 12 13 work-life balance behav-
iours from the work-life climate scale15 16 and deriv-
atives of the emotional exhaustion scale from the 
Maslach Burnout Inventory.17 SCORE is an assess-
ment of the consensus view of norms in a given work 
setting, with norms grouped loosely into three related 
but distinct categories: safety culture, resilience and 
job demands versus resources. In addition, there are 
individual (unscaled) items that assess WR exposure. 
The factor structure of SCORE is included in the 
online supplementary appendix, and the appropri-
ateness of using SCORE domains as metrics of group 
norms is included in the Results section.

Safety culture domains
SCORE uses teamwork climate, safety climate, 
improvement readiness, local leadership, personal 
burnout and burnout climate for the safety culture 
domains. Teamwork and safety climate are associ-
ated with clinical outcomes like hand hygiene or 
bloodstream infections,18–21 and have good psycho-
metric properties.14 The response scale ranged from 
1 (strongly disagree) to 5 (strongly agree), such that 
higher scores reflect more positive work setting norms 
for each construct.

Teamwork climate (seven items) is the extent to 
which norms of local interactions are effective, such as 
speaking up, resolving conflicts and asking questions 
to clarify ambiguities. A sample item is, ‘It is easy for 
personnel here to ask questions when there is something 
that they do not understand.’ Safety climate (seven 
items) is the extent to which local patient safety norms 
are proactive and positive, such as discussing, handling 

and learning from errors. A sample item is, ‘I would feel 
safe being treated here as a patient.’ Improvement read-
iness (five items, also known as Learning Environment) 
is the extent to which quality improvement is supported 
within a work setting through continuous learning 
about both strengths and deficits in quality. This domain 
uses the anchor ‘The environment in this work setting,’ 
followed by a set of brief phrases such as: ‘effectively 
fixes defects to improve the quality of what we do,’ or 
‘allows us to gain important insights into what we do 
well.’ Local leadership (five items) is the extent to which 
leaders communicate with and are available to HCWs. 
This domain uses the anchor, ‘In this work setting local 
management,’ once, followed by as set of brief phrases 
such as: ‘is available at predictable times,’ or ‘provides 
useful feedback about my performance.’

Personal burnout, also known as personal exhaus-
tion (five items), was assessed through a subset of the 
emotional exhaustion scale items,17 which we have 
shown to be reliable and valid in previous work.22 23 
Example items include, ‘I feel frustrated by my job,’ and 
‘Events in this work setting affect my life in an emotion-
ally unhealthy way.’ The response scale for both 
burnout domains ranged from 1 (strongly disagree) 
to 5 (strongly agree), such that higher scores reflect 
higher levels of burnout. In parallel, burnout climate, 
also known as exhaustion climate (five items), elicits 
the same concepts but rather than assessing personal 
feelings, it is an assessment of the group, for example, 
‘People in this work setting feel frustrated by their 
jobs,’ or ‘Events in this work setting affect the lives 
of people here in an emotionally unhealthy way.’ 
Using a published technique, the personal burnout 
and burnout climate scores were calculated as the 
‘percent concerning’ by using the per cent of respon-
dents within a work setting that had a mean equivalent 
across all items of ‘neutral or higher’.1 22 23

Work-life climate (eight items) is the extent to which 
work-life infractions are common in the past week, 
aggregated at the work setting level. The scale asks, 
‘During the past week, how often did this occur?’ 
followed by phrases such as: Skipped a meal, had diffi-
culty sleeping, or arrived home late from work. The 
response scale for the work-life climate items ranges 
from: Rarely or none of the time (less than 1 day); 
Some or a little of the time (1–2 days); Occasionally or 
a moderate amount of time (3–4 days); All of the time 
(5–7 days); and Not Applicable. Work settings with 
infrequent work-life climate problems (lower scores) 
have HCWs with better work-life balance.

Job demands versus resources as engagement
The construct of engagement can be assessed in a variety 
of valid ways,24 but we like the large and growing 
body of evidence behind the Job Demands-Resources 
Model. To this end, HCW demands versus resources 
norms were assessed using five scales from the Job 
Demands-Resources Questionnaire: advancement, 
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growth opportunities, participation in decision-making, 
workload and job uncertainty.4 12 13 Each domain 
used the response scale of 1 (strongly disagree) to 5 
(strongly agree), such that higher scores reflect more 
positive norms of advancement, growth opportunities 
and participation in decision-making, but higher scores 
reflect worse norms of workload and job uncertainty.

Advancement uses seven items with the anchor 
phrase: ‘With respect to advancement in this organiza-
tion’ with follow-up phrases such as ‘I have opportuni-
ties to be promoted,’ and ‘I can live comfortably on my 
pay.’ Growth opportunities is a 6-item scale that uses 
the anchor: ‘With respect to the growth opportunities 
in this work setting I have,’ followed by phrases such 
as ‘opportunities for independent thought and action’ 
and ‘freedom in carrying out work activities.’ Partici-
pation in decision-making (six items) uses the anchor, 
‘With respect to the participation in decision making 
that I experience here,’ followed by phrases such as ‘the 
decision making process is clear to me,’ or ‘it is clear 
to whom I should address specific problems.’ Workload 
(five items) uses the anchor, ‘With respect to the work-
load in this work setting I have,’ followed by phrases 
such as ‘too much work to do,’ or ‘to work under time 
pressure.’ Job uncertainty (three items) includes ‘I will 
still be working here in one year’s time,’ and ‘I would 
like to find a better job.’

Leadership WR exposure variables
WR exposure was assessed with two questions: (1) 
Does this work setting use Patient Safety Leadership 
WalkRounds to discuss with senior leaders any issues 
that could harm patients or undermine the safe delivery 
of care? (Yes; No; Not Sure) and (2) Did you receive 
feedback about patient safety risks that were reduced 
as a result of WalkRounds? (Yes; No; Not Sure). This 
second item was our self-reported HCW assessment 
of WR with feedback. Previous research has found 
that both items yield similar patterns of results,1 but in 
particular, the extent to which participants had received 
feedback about actions taken to reduce risks as a result 
of WR exhibited the strongest link to safety culture and 
burnout outcomes, and therefore demonstrated a critical 
component of a WR exposure variable.

Respondent characteristics
This survey also captures respondent characteristics 
including job position, years in specialty and predom-
inant work shift. Job positions included attending 
physicians, pharmacists, registered nurses, technicians, 
technologists, administrative support, other, and so on 
(see table 1).

Statistical analysis
We used descriptive analyses such as frequencies, 
percentages, means (±SD) and graphs to describe 
respondent characteristics, exposure to Leadership 
WR with feedback, safety culture, resilience and 

engagement scales. Scale reliability was assessed via 
Cronbach’s alphas. Given that WRs with feedback 
occur at the work setting level, the primary unit of 
analysis for this manuscript is the work setting level. A 
series of random effects analyses of variance (ANOVA) 
were run to partition the variance in each score 
domain into its within-work versus between-work 
setting components. Intraclass correlations (ICC) were 
computed to assess the proportion of the total vari-
ance in each SCORE domain accounted for by clus-
tering at the work setting level and to assess whether 
work setting level analyses were warranted.25 In addi-
tion to the work setting level results, we also replicated 
the analyses using simple t-tests at the respondent level 
in the online supplementary appendix part IV.

Leadership WR and WR with feedback exposure 
variables were aggregated at the work setting level 
by calculating the percentage of respondents within a 
work setting who reported ‘yes’ to the two WR items. 
Participating in at least one instance of WR was cate-
gorised as a ‘yes’.

Using the standard published technique, safety 
culture domain scale scores were also aggregated at the 
work setting level, and were calculated by taking indi-
vidual respondents’ average of the scaled items, and 
then calculating the percentage of respondents within 
a work setting who reported positively (ie, proportion 
of those who, overall, agreed slightly or strongly).26

Personal burnout and burnout climate were 
computed using the same process as safety culture 
scores, but because of the valence of the burnout items, 
one must disagree with the items for burnout to be low. 
Using a published technique,16 we used the average of 
scaled items for each respondent, then calculated the 
percentage of respondents within a work setting who 
were not positive (ie, proportion of those who, overall, 
were neutral, agreed slightly or agreed strongly). We 
call this the ‘percentage reporting burnout’. The inclu-
sion of ‘neutral’ in the score is also in keeping with 
the Maslach scoring of emotional exhaustion, which 
equates to a mean score of neutral as ‘mild burnout’, 
a mean score of slightly agree as ‘moderate burnout’ 
and a mean score of strongly agree as ‘severe burnout’.

Using the published technique, work-life climate 
responses were aggregated at the work setting level 
using the per cent of respondents reporting a mean 
score equivalent of 2 or less (ie, some or a little of 
the time (1–2 days) or less), reflecting fewer problems 
with work-life balance.

Independent samples t-tests were used at the work 
setting level to examine whether quartile (first vs 
fourth) of exposure to WR with feedback signifi-
cantly predicted differences in the proportion of 
people endorsing slightly or strongly agree in the 
scale scores. The same analysis was conducted at the 
respondent level using independent samples t-tests 
to examine if reporting exposure to WR with feed-
back predicted mean differences in scale scores (see 
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online supplementary appendix part IV). A series of 
two-tailed bivariate correlations examined associa-
tions between WR (WR exposure as well as WR with 
feedback) and scale scores. To examine whether associ-
ations between WR with feedback and our dependant 
measures were stronger than the associations between 
WR exposure and the dependant measures, a series of 
dependent correlations were run (see online supple-
mentary appendix parts II and III). All analyses were 
performed using IBM SPSS Statistics (V.20; IBM).

Results
Sample
A total of 839 work settings across 31 hospitals in 
Michigan, USA, participated in this study through 
the MHA Keystone Center. Of 23 853 administered 
surveys, 16 797 were returned for an overall response 
rate of 70.4%. The mean (SD) number of respond-
ents per work setting was 19.2 (18.3), ranging from 
5 to 183 respondents. Table 1 lists respondent char-
acteristics. Of the 16 797 respondents, 9048 (53.9%) 

Table 1 Respondent characteristics

N % of total

Healthcare worker role Role missing 481 2.9
Administrative support (clerk/secretary/receptionist) 1977 11.8
Clinical social worker 150 0.9
Clinical support (medical assistant, EMT, and so on) 692 4.1
Dietitian/nutritionist 108 0.6
Environmental support (housekeeper) 348 2.1
Nurse 4548 27.1
Nurse aide 672 4.0
Other (please specify) 2918 17.4
Other manager (eg, clinic manager, supervisor) 1290 7.7
Pharmacist 240 1.4
Physician assistant 117 0.7
Physician: attending/staff 392 2.3
Physician: non-employed 28 0.2
Physician: resident 42 0.3
Technician (eg, PCT, surgical, laboratory, EKG, radiology) 939 5.6
Technologist (eg, surgical, laboratory, radiological) 1134 6.8
Therapist (RT, PT, OT, speech) 721 4.3
Missing 481 2.9
Total 16 797 100.0

Shift length 8 hours 8515 50.7
10 hours 1359 8.1
12 hours 4334 25.8
Flexible 978 5.8
Other 1372 8.2
Missing 239 1.4
Total 16 797 100

Shift Days 11 753 70.0
Nights 2458 14.6
Swing 885 5.3
Other 1371 8.2
Missing 330 2.0
Total 16 797 100

Years in specialty Less than 6 months 665 4.0
6–11 months 875 5.2
1–2 years 1789 10.7
3–4 years 2069 12.3
5–10 years 3650 21.7
11–20 years 3993 23.8
21 or more years 3472 20.7
Missing 284 1.7
Total 16 797 100

EMT, emergency medical technician; OT, occupational therapist; PCT, patient care technician; PT, physical therapist; RT, respiratory therapist.
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reported at least 10 years in their specialty. There 
were 1540 (9.2%) respondents who reported less than 
1 year in their specialty. Nurses were the largest HCW 
role (27.1%).

Descriptives and psychometrics
Leadership WR exposure and WR with feedback
Results of percentages of HCWs in each work setting 
reporting WR exposure and WR with feedback are 
shown in figure 1. Both WR exposure and WR with 
feedback ranged from 0% to 100% across work 
settings. The mean (SD) percentage of people reporting 
WRs occur in their work setting is 34.46 (22.04). The 
mean (SD) percentage of people reporting WRs with 
feedback occur in their work setting is 26.68 (19.18). 
Rates of WR and WR with feedback exposure can be 
found in the online supplementary appendix. Overall, 
34.8% of respondents reported exposure to WR, and 
25.8% reported exposure to WR with feedback. A 
majority of HCWs (10127; 64.50%) gave the same 
response to both questions (eg, ‘yes’ and ‘yes’, or ‘no’ 
and ‘no’); however, 8.7% reported that they had expe-
rienced only one type of WRs. A notable number of 
respondents, 4571 (27.21%), reported that they were 
‘not sure’ if they had been exposed to either WR or 
WR with feedback.

Safety culture, resilience and engagement scale scores
We found good internal reliability for all of the scales, 
which ranged from a low of α=0.82 to a high of 
α=0.94. Correlations among the assessment domains 
can be found in table 2.

Assessing the clustering of respondents within work settings using 
RE-ANOVAs and ICCs
Random Effects ANOVAs revealed that both between-
work and within-work setting variance for all SCORE 
domains was statistically significant, all p<0.001. ICCs 
ranged from 0.07 to 0.26 (see table 2 for ICCs for all 
domains). The ICCs indicate that 7%–26% of the total 
variability in the SCORE domain scores was due to 
between-work setting differences, reflecting clustering. 
Previous research suggests values of 5% reflect a small 

to medium group membership effect, and values of 
25% reflect a large group membership effect.25 There-
fore, the ICCs indicate a non-trivial amount of shared 
variance at the work setting level; observations within 
a particular work setting are correlated anywhere 
between 0.07 and 0.26. Due to the non-independence 
of observations within work settings, aggregating data 
at this level is appropriate.

Hypothesis testing
Scale scores by quartiles of exposure to WR with feedback
Up to 795 of the 829 (96%) work settings had five 
or more respondents answer the item on WR with 
feedback. The quartiles were first (38.1%–100% of 
respondents within units reporting ‘yes’ to WR with 
feedback, mean=52.99); second (23.9%–37.5% 
reporting ‘yes’ to WR with feedback, mean=30.28); 
third (13.6%–23.8% reporting ‘yes’ to WR with feed-
back, mean=18.4); and fourth (0%–13.3% reporting 
‘yes’ to WR with feedback, mean=5.01). A Bonfer-
roni correction for multiple comparisons was applied 
(ie, 0.05/12=new p value threshold of p<0.004).27 
Comparison of the first and fourth WRs with feed-
back quartiles yielded significant differences in all of 
the safety culture domains, two of the three resilience 
domains and in four of the five engagement domains; 
see figure 2 for t-tests and Cohen’s d effect sizes. In 
other words, 10 of the 12 domains assessed were 
different in work settings in the first versus fourth quar-
tile of WR with feedback, in line with our hypothesis. 
Furthermore, the same 10 domains were significantly 
different between the first and all other quartiles, such 
that work settings that report the highest rates of WR 
with feedback reported significantly better workplace 
norms.

Contrary to our hypothesis that work settings with 
more WRs with feedback would have more positive 
norms, comparisons of the first and fourth WRs with 
feedback quartiles on work-life climate and workload 
were not significant. Nor did they trend in the direc-
tion of the other 10 domain scores where more WRs 
with feedback indicated better workplace norms.

Figure 1 WalkRounds (WR) exposure and WR feedback across work settings

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2016-006399 on 9 O

ctober 2017. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjqs-2016-006399
http://qualitysafety.bmj.com/


7Sexton JB, et al. BMJ Qual Saf 2017;0:1–10. doi:10.1136/bmjqs-2016-006399

Original research

Ta
bl

e 
2 

W
or

k 
se

tti
ng

 le
ve

l c
or

re
la

tio
n 

m
at

rix
 o

f s
af

et
y 

cu
ltu

re
 a

nd
 e

ng
ag

em
en

t d
om

ai
ns

 a
cr

os
s 

82
9 

w
or

k 
se

tti
ng

s 
(C

ro
nb

ac
h’

s 
al

ph
as

 a
nd

 IC
Cs

 in
 th

e 
di

ag
on

al
)

Sc
or

e 
do

m
ai

n
1

2
3

4
5

6
7

8
9

10
11

12

1.
 Im

pr
ov

em
en

t 
re

ad
in

es
s

0.
92

, 0
.1

6

2.
 L

oc
al

 le
ad

er
sh

ip
0.

74
0.

94
, 0

.1
7

3.
 Te

am
w

or
k 

cli
m

at
e

0.
67

0.
57

0.
82

, 0
.1

9
4.

 S
af

et
y 

cli
m

at
e

0.
80

0.
75

0.
73

0.
87

, 0
.1

7
5.

 P
er

so
na

l b
ur

no
ut

−
0.

61
9

−
0.

59
−

0.
58

−
0.

64
0.

92
, 0

.1
5

6.
 B

ur
no

ut
 c

lim
at

e
−

0.
62

−
0.

55
−

0.
67

−
0.

67
0.

80
0.

90
, 0

.2
6

7.
 A

dv
an

ce
m

en
t

0.
39

0.
35

0.
34

0.
40

−
0.

28
−

0.
27

0.
89

, 0
.1

4
8.

 G
ro

w
th

 
op

po
rtu

ni
tie

s
0.

70
0.

62
0.

58
0.

71
−

0.
56

−
0.

56
0.

49
0.

92
, 0

.1
0

9.
 Jo

b 
un

ce
rta

in
ty

−
0.

29
−

0.
30

−
0.

19
−

0.
27

0.
33

0.
29

−
0.

13
−

0.
30

0.
88

, 0
.0

8
10

. P
ar

tic
ip

at
io

n 
in

 
de

cis
io

n-
m

ak
in

g
0.

70
0.

67
0.

56
0.

75
−

0.
61

−
0.

60
0.

45
0.

70
−

0.
29

0.
88

, 0
.1

3

11
. W

or
k-

lif
e 

cli
m

at
e

0.
33

0.
28

0.
35

0.
38

−
0.

51
−

0.
53

0.
09

0.
23

−
0.

23
0.

31
0.

82
, 0

.1
1

12
. W

or
kl

oa
d

−
0.

24
−

0.
26

−
0.

28
−

0.
27

0.
56

0.
53

−
0.

04
−

0.
20

0.
15

−
0.

27
−

0.
50

0.
84

, 0
.1

2
Al

l c
or

re
la

tio
ns

 a
re

 s
ig

ni
fic

an
t a

t t
he

 p
<

0.
01

 le
ve

l, e
xc

ep
t t

he
 c

or
re

la
tio

ns
 b

et
w

ee
n 

Ad
va

nc
em

en
t a

nd
 W

or
kl

oa
d 

(r=
−

0.
04

, p
=

0.
27

) a
nd

 A
dv

an
ce

m
en

t a
nd

 W
or

k-
lif

e 
cli

m
at

e 
(r=

0.
09

, p
=

0.
02

).
IC

C,
 in

tra
cla

ss
 c

or
re

la
tio

ns
.

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2016-006399 on 9 O

ctober 2017. D
ow

nloaded from
 

http://qualitysafety.bmj.com/


8 Sexton JB, et al. BMJ Qual Saf 2017;0:1–10. doi:10.1136/bmjqs-2016-006399

Original research

dIscussIon
We found a strong pattern of results at the respondent 
and work setting levels that WRs with feedback were 
associated with better assessments of safety culture, 
higher workforce engagement and lower burnout. 
Consistent with previous work linking WR with better 
safety culture (particularly safety climate),1 8 10 we 
found that the new safety culture domains of improve-
ment readiness and local leadership were substantially 
higher in work settings where WRs were conducted 
with feedback.

We found that personal burnout and burnout climate 
clustered at the work setting level, such that burnout 
is not just an individual level difference, but also a 
group level difference. Personal burnout and burnout 
climate were lowest in work settings that had the 
highest rates of WR with feedback. Feeling like you 
have a modicum of control over care quality through 
WR may reduce burnout perceptions, for example, that 
you are working too hard or feeling frustrated by your 
job. These findings indicate that WR with feedback 
may afford a significant and meaningful opportunity 
to reduce burnout. Krasner’s widely cited physician 
mindfulness training,28 which involves approximately 
27 hours of training over 8 weeks, demonstrated a 
Cohen’s d effect size of 0.62 for burnout (emotional 
exhaustion) reduction. Comparatively, we found an 
effect size of 0.43 between the first and fourth quar-
tiles for WR with feedback, suggesting that instances 
of WR with feedback could be relatively brief burnout 
interventions.

We expanded upon previous WR research by 
demonstrating that workforce engagement is higher in 
work settings that have WR with feedback. In partic-
ular, work settings with the highest rates of WR with 
feedback also had highest scores in participation in 
decision-making and growth opportunities, suggesting 
that WRs with feedback are getting HCW involved in 
and feeling connected to quality improvement. This 
harkens back to the concept of ‘small wins,’ put forth 
by psychologist Karl Weick.29 He suggested that a 
pattern of small wins is a series of concrete outcomes 
of moderate importance, which attracts allies and 

deters opponents. Weick might call the stronger partic-
ipation in decision-making and growth opportunities 
‘small wins’ insofar as it reduces perceived demands 
and raises perceived skill levels so that busy HCWs 
believe ‘well, I can do that, at least,’ providing a foun-
dation of efficacy upon which other meaningful prog-
ress could be built.

The per cent of respondents in a work setting 
reporting WR with feedback had the strongest rela-
tionships with higher scores for participation in deci-
sion-making and with improvement readiness. Given 
the content of these two domains, it appears to be 
the case that participating and learning in ways that 
relate to quality may be a WR with feedback mech-
anism through which HCWs have enhanced efficacy, 
purpose and meaning. This may merit further refine-
ment to bring out even more potential for WR with 
feedback to enhance efficacy, purpose and meaning by 
eliciting these themes more directly during WR.

Analysis of the safety culture, resilience and engage-
ment domain results for work settings by WR with 
feedback quartiles revealed that even first versus 
second quartile t-tests were significantly different. 
Previously, we have suggested a threshold of targeting 
at least 60% of the HCWs in a particular work setting 
for exposure to WR so that conducting WR implies 
reaching a majority of potential targets.8 Note that the 
60% threshold falls in the first quartile of the current 
study, so that comparisons between the first and any 
other quartile yield the same results. What is new is 
that the threshold appears to also hold for burnout 
and engagement domains.

This study also shows a similar pattern of results 
across safety culture, engagement and burnout scales 
as they relate to WR, WR with feedback and to 
each other. These three types of surveys are usually 
administered, analysed and fed back separately, and 
often results are even responded to through indepen-
dent action plans. The use of SCORE in the current 
study provides support for the combination of these 
different scales into a single survey to all HCWs, 
including safety culture, burnout and engagement. To 
this end, health systems can reduce time, money and 

Figure 2 SCORE (Safety, Communication, Operational Reliability, and Engagement) domains displayed by WalkRounds feedback quartiles.
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survey fatigue that result from multiple administra-
tions of similar surveys to the same workforce. The 
SCORE survey had good internal reliability for each of 
the 12 scales, and they were correlated in the expected 
directions across safety culture, resilience and engage-
ment. Personal burnout, burnout climate and work-
life balance were moderately to highly associated with 
safety culture domains, in addition to growth oppor-
tunity and participation in decision-making domains 
of engagement.

We found that a fourth of all respondents reported 
that they were ‘not sure’ if they had been exposed to 
either WR or WR with feedback. Perhaps this is one 
of the barriers to WR utilisation and optimisation, 
that some HCWs are not sure if WRs are occurring, 
or what WRs are. This speaks to the need for greater 
fidelity in WR delivery more generally.

Contrary to hypotheses, workload and work-life 
climate did not vary as a function of WR with feed-
back quartiles. A closer look at workload and work-
life climate in table 2 reveals that these two domains 
were most strongly associated with each other and 
with personal burnout and burnout climate. In other 
words, HCWs reporting higher personal burnout 
also report feeling busy, having trouble with personal 
boundaries and that their coworkers have burnout. 
However, perhaps lower burnout is associated with 
higher rates of WR with feedback (even though work-
load and work-life climate are not) because WR with 
feedback builds efficacy and perceived influence, 
capacities known to be relevant for burnout.30 Higher 
efficacy might be less relevant to how busy one feels 
(workload) or a lack of personal boundaries (work-
life climate). Further research is needed, but HCWs 
with a sense of efficacy, purpose and meaning from 
WR with feedback may be the same HCWs reporting 
lower burnout (personal and climate). Future research 
should include modifications to WR with feedback 
processes in an attempt to better target HCW efficacy, 
purpose and meaning.

The limitations of this study need to be viewed in 
light of its design. Cross-sectional surveys allow obser-
vations and associations to be made, whereas causal 
relationships between WR with feedback and higher 
safety culture, resilience and engagement domains 
cannot be established. Perhaps senior leaders charged 
with conducting WR are biased to select work settings 
where they feel comfortable rounding, and those 
work settings happen to have high safety culture, low 
burnout and healthy workforce engagement. This 
would suggest that better work setting norms actu-
ally lead to more WRs with feedback than the other 
way around. Nevertheless, previous work has demon-
strated that safety culture domains are responsive to 
WR in pre-post assessments.10 Additionally, it should 
be noted that surveys were used to collect all variables, 
thus common method bias could be inflating the rela-
tionships observed. Given the large sample size, it is 

important to note that not all statistically significant 
correlations (eg, SCORE domains with each other in 
table 2) are practically significant or meaningful, but 
they have utility when examining the magnitude of the 
relationships and the patterns. Also, this was a conve-
nience sample collected through a state hospital associ-
ation, and is not necessarily a representative sample of 
US hospitals. Over half of the hospitals had fewer than 
99 licenced beds, and only 2 had 400 or more licenced 
beds, which provided a cross section of results that 
realistically favour smaller hospitals. Given that this 
was not a representative sample, the external validity 
of these results is a legitimate limitation.

conclusIon
Across a broad range of metrics, WR with feedback 
distinguished those work settings which may be better 
places to receive and deliver care. This is indicative 
of a workplace where HCWs feel efficacious, safe, 
supported and prepared to do their work. In particular, 
the similarity across metrics for safety culture, resil-
ience and workforce engagement suggests that WR 
with feedback is potentially a potent intervention and 
should be assessed simultaneously rather than inde-
pendently.
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