
Running head: SHARING ACCOUNTABILITY 1 

 

 

Timely Patient Discharge From A Large Acute Care Hospital: Sharing Accountability 

 

by  

 

 

ERIN CHRISTINE JUST 

 

 

 

 

 

A Thesis Submitted to the Faculty of Social and Applied Sciences  

in Partial Fulfilment of the Requirements for the Degree of  

 

 

 

MASTER OF ARTS IN LEADERSHIP - HEALTH 

 

 

 

Royal Roads University 

Victoria, British Columbia, Canada 

 

 

Supervisor: LESLEY BAINBRIDGE 

DECEMBER 2015 

 

 

 

 

 

  ERIN JUST, 2015 



SHARING ACCOUNTABILITY 2 

COMMITTEE APPROVAL 

 

The members of Erin Just’s Thesis Committee certify that they have read the thesis titled Timely 

Patient Discharge From A Large Acute Care Hospital: Sharing Accountability  and recommend 

that it be accepted as fulfilling the thesis requirements for the Degree of Master of Arts in 

Leadership - Health: 

 

  Dr. Jennifer Holden [signature on file] 

  Dr. Lesley Bainbridge [signature on file] 

    

 

Final approval and acceptance of this thesis is contingent upon submission of the final copy of 

the thesis to Royal Roads University. The thesis supervisor confirms to have read this thesis and 

recommends that it be accepted as fulfilling the thesis requirements: 

  Dr. Lesley Bainbridge [signature on file] 



SHARING ACCOUNTABILITY 3 

Creative Commons Statement 

 

This work is licensed under the Creative Commons Attribution-NonCommercial-

ShareAlike 2.5 Canada License. To view a copy of this license, visit 

http://creativecommons.org/licenses/by-nc-sa/2.5/ca/.  

Some material in this work is not being made available under the terms of this licence: 

 Third-Party material that is being used under fair dealing or with permission. 

 Any photographs where individuals are easily identifiable.  

http://creativecommons.org/licenses/by-nc-sa/2.5/ca/


SHARING ACCOUNTABILITY 4 

Abstract 

At Burnaby Hospital (BUH), delay in discharge of patients has widespread impacts on quality, 

safety, satisfaction, and outcomes. The call for increased accountability for timely discharge at 

BUH presented the opportunity to review the current model of accountability and to determine if 

a different model could potentially improve health, experience, and financial outcomes. This 

research explored the components of responsibility, answerability, trustworthiness, and liability 

and the requirements for implementing a model of shared accountability. The findings led to 

recommendations for enhancing shared accountability in the context of discharge planning. A 

mixed-method action research approach was used, consisting of an online survey and a 

structured interview matrix. Four recommendations resulted: define and emphasize the value of 

common goals ; include patients, families, and providers in discharge decision making processes; 

support providers through focusing on educational, role development, and team development 

needs; and address liability concerns with forums for increasing organizational learning. 
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Chapter One: Focus and Framing 

If you care about people, it can determine their level of trust; if you value their 

contribution, it can determine their level of engagement; and if you believe in their capability and 

commitment, it can determine their level of willing accountability (O’Donnell, 2009). As 

O’Donnell (2009) noted, several considerations contribute to the concept of accountability in an 

organization. This study explored accountability in the context of an acute care hospital in 

relation to the timely discharge of patients. Burnaby Hospital (BUH) is a 345-bed community 

hospital situated within the Fraser Health Authority (FHA) in British Columbia (BC). BUH 

accommodates over 10,000 patients every year (IBI Group, 2013), and care teams work to ensure 

that care needs are met, and that plans for a timely transition back to the community are in place  

for the 350 individuals who may be in the hospital on a given day(Fraser Health Authority 

[FHA], 2014b). However, of these 10,000 annual admissions, more than 35% were found to 

experience a length of stay longer than expected length of stay estimates suggest (Health and 

Business Analytics, 2014). 

An extended length of stay, beyond that expected, has become a critical concern at BUH 

(S. Finamore, personal communication, June 2, 2014).
1
 Patients whose medical issues have 

resolved to the extent that they no longer require hospital care, but for whom discharge goals and 

arrangements have not been agreed upon, present a challenge for teams in daily care rounds 

(Bryan, Gage, & Gilbert, 2006) and delay the discharge process. Commonly, delays occur when 

there is no consensus among patients, families, and care providers about recommended discharge 

arrangements, including the timing of discharge (Bryan, 2010). Despite a number of initiatives, 

                                                 

1
 All personal communications in this report are used with permission. 
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processes, and tools that have been introduced at BUH to improve timeliness of discharge, 

accountability for achieving timely discharge is not consistently demonstrated, and this is 

contributing to significant issues for patients, providers, the hospital, and the community 

(S. Finamore, personal communication, June 2, 2014). 

As a former Clinical Services Manager at BUH, I managed a 29-bed Acute Care of the 

Elderly with  over 100 staff  including nurses, occupational therapists, physiotherapists social 

workers, and speech-language pathologists who worked at the hospital at the time that I was in 

the position. I participated in daily unit discharge rounds and weekly hospital complex discharge 

rounds on multiple units, observing numerous systemic, cultural, and personal factors that 

influenced the health care teams, the hospital discharge process, the timing of discharge and 

ultimately the quality of experience for clients and families. I strongly identify with the values of 

a universal health care system and believe that radical leadership will be required to maintain the 

integrity of such a system. I believe there is a tremendous opportunity for patients and families, 

physicians, nursing staff, allied health professionals, and managers at BUH to share ownership 

and accountability for patient outcomes, patient experiences, access to acute care services for the 

community, and stewardship of taxpayer dollars. I also believe that a paradigm shift towards 

shared accountability among health professionals for timely discharge from BUH may be 

instrumental in achieving better health, better care, and greater health system sustainability. 

My role as action researcher for this study was to enable stakeholders in the organization 

“to work collaboratively toward solutions to the significant issues that confront them” (Stringer, 

2014, p. 96). I was to guide an inquiry in which “individuals could bring into the open the values 

and assumptions behind their thinking and actions, an atmosphere of trust is developed, true 
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dialogue can occur, and an opportunity for collective learning can emerge” (Atkin, 1996, p. 11). 

By using an appreciative stance to surface health professionals’ values, beliefs, and experiences 

about accountability for timely discharge, I strove to enable an interprofessional team to 

envision, co-construct, and sustain a change that would enhance the practice of shared 

accountability for timely hospital discharge (Coghlan & Brannick, 2014) in the future. 

This inquiry engaged stakeholders in the discharge planning process at BUH to explore 

the following inquiry question: Can shared accountability among health professionals improve 

timely patient discharge at Burnaby Hospital? I also explored the following subquestions when 

conducting this inquiry: 

1. What components of accountability for timely patient discharge currently exist? 

2. How do health care providers conceptualize shared accountability? 

3. What possibilities exist for enhancing shared accountability for timely patient 

discharge? 

4. What do health professionals at Burnaby Hospital need in order to practice shared 

accountability for timely patient discharge? 

5. What are the recommendations for Fraser Health to assist in transitioning to an 

improved accountability model of discharge decision making? 

Significance of the Inquiry 

The delay in discharge of BUH patients has widespread impacts on quality, safety, 

satisfaction, and outcomes. The extent of the issue has reached levels warranting “urgent 

attention and improvement” (FHA, 2014b, p. 28). FHA has been plagued with “persistent fiscal 

difficulties and hospital congestion issues” (Lee, Sinoski, & Lee, 2013, para. 2). In 2012, a 
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ministerial requirement was issued for a 150-day action plan that directed the health authority to 

make a number of improvements to care. Subsequently, in October 2013, the Ministry of Health 

issued Ministerial Order M-282: Fraser Health Authority Special Directions Regulation (B.C. 

Reg 222/2013) under the Health Authorities Act (1996) requiring the board to conduct a review 

and create a strategic and operational plan for the next 3 fiscal years (W. Powell, personal 

communication, July 9, 2014). 

A 7-month leadership and operational review followed, and reports were released in July 

2014; the results did not present favourably for BUH. According to the Report from ABC 

Working Group (Government of British Columbia, 2014), between 2008 and 2013 BUH 

demonstrated the following issues: 

 Consistently operated with occupancy rates above 100%. 

 Had the highest average length of stay (ALOS) over expected length of stay (ELOS) 

in BC for patients with chronic medical conditions. 

 Had higher than average 30-day readmission rates for surgical and acute medical 

illness cases. 

 Performed very poorly on Nursing Sensitive Adverse Event rates,
2
 with 100% of peer 

hospitals across Canada performing better in 2010–11 and 2011–12. 

 Performed below average on physical comfort, emotional support, access and 

coordination, and information and education dimensions of patient care surveys. 

                                                 

2
 The rate of hospital acquired adverse events including urinary tract infections, pressure ulcers, in-

hospital fractures and pneumonia. 
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 Employed a higher percentage of bargaining unit staff who are actively disengaged 

versus engaged.  

Prompted by the results of the report, FHA’s Board of Directors and management have 

worked to create FHA’s (2014b) Strategic and Operational Plan 2014/15 – 2016/17. In light of 

the findings of the review and the new strategic direction, BUH now must  

engage and work with all parts of the organization including the board, senior 

management, physicians, nurses and nurse practitioners, health professionals and staff to 

maximize the functioning of . . . [the] organization to improve the quality of services for 

Fraser Health residents. (FHA, 2014b, p. 63) 

For BUH to resolve these issues and excel at providing high-quality, sustainable acute 

care services, it will be critical to “discover how to tap people’s commitment and capacity to 

learn at all levels of the organization” (Senge, 2006, p. 4). Action research presents the 

opportunity to use a validated approach to learning how important organizational issues can be 

resolved in association with those who experience them on a daily basis (Coghlan & Brannick, 

2014). I undertook this research because I believed that, through engaging patients and families, 

care providers, and administrators at BUH, this inquiry had the potential to create a culture of 

accountability and foster a continuously learning organization (O’Hagan & Persaud, 2009). 

Had BUH not engaged in this inquiry related to accountability for patient outcomes, 

patient and provider experience, and cost of care, providers would be unlikely to identify some 

of the social conditions and relational dynamics within the hospital that influence the ability to 

achieve the overall strategic priorities of the organization. Failure to secure sufficient resources 

to maintain hospital operations and make the required reinvestments to community-based care 
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could have profound effects on access to appropriate health services for residents of BC. Failure 

to address quality and safety concerns would not only have profound impacts on the lives of 

patients and their families, but would also present significant operational challenges should FHA 

incur penalties for failing to improve Nursing Sensitive Adverse Event rates (B. Booy, personal 

communication, August 18, 2014). Inability to ensure that “staff members are supported to use 

their full knowledge and expertise in a supportive, healthy environment” (FHA, 2015, p. 24) may 

further contribute to a disengaged workforce. Finally, if internal and external accountability 

practices are not strengthened, FHA—as a service oriented public institution—risks violating the 

confidence of all stakeholders and constituents who value and aspire to have stable and 

sustainable publicly delivered health care services (Armstrong, 2005). 

Organizational Context 

BUH provides primary acute and community-based services as well as specialty services 

for Metro Vancouver and Fraser Valley residents. The hospital aims to realize FHA’s (2011) 

purpose by providing an integrated network of care in order to “improve the health of the 

population and the quality of life of the people we serve” (Our Purpose section, para. 1) while 

embodying the values of “respect, caring, and trust” (Our Values section, para. 1). 

FHA is a British Columbian health authority that is in the midst of significant changes in 

strategic priority, governance, and operational management. In response to requirements from 

Ministerial Order #282, 10 priority actions were established in the 3-year Strategic and 

Operational Plan for FHA (2014b), which focus on capacity, quality, collaboration, budget, 

operations, governance, patient centeredness, public health, staff and physicians, and 

accountability. In order to deliver health services that meet the needs of Burnaby residents within 
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existing resources, creation of capacity for care across all sectors is considered a key strategic 

priority (FHA, 2014b). FHA’s goal of renewing the focus of acute care hospitals is to provide 

access for those who need them the most. BUH will need to realize this goal through 

implementing strategies that improve “transitions into the community” (FHA, 2014b, p. 18), 

“strengthen the accountability structures and relationships . . . to improve patient flow” (p. 18), 

and “reduce actual length of stay” (p. 18) in the hospital. Another core element of FHA’s 

strategy is to ensure the patient and their health care experience is the centre of all health care 

decisions and “that we systematically examine the patient experience when redesigning services 

and care” (FHA, 2014b, p. 67). These strategic priorities that focus on creating capacity and 

patient centeredness will require that all stakeholders revisit the discharge planning process to 

renew “a health care system supported by the triple aim of improved patient and provider 

experience, strengthened focus on the health of . . . [FHA’s] population, and financial 

stewardship” (W. Powell, personal communication, July 9, 2014). 

Although there has been significant turnover in senior management (Government of 

British Columbia, 2014) for a number of years, 2014–2015 brought a complete turnover in 

leadership of FHA’s Board of Directors and Executive Team. Following the appointment of a 

new Board Chair and CEO for FHA, the organizational structure has begun to transform. 

Prior to 2015, a complex array of operational stakeholders and multiple reporting 

structures existed within BUH (see Appendix A). As a matrix organizational structure, the 

responsibility for planning and delivering services was distributed among 17 regional programs. 

Each program had its own budget and was responsible for developing service plans to provide 

the care delivery required for a specified type of patient care such as emergency services or 
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surgical services across the health authority. These programs were led by an Executive Director 

and a Program Medical Director, who were responsible for planning, resource allocation, 

recruitment, service delivery with Executive Directors also holding responsibilities for hospital 

sites. While this structure was originally intended to enhance consistency of service delivery 

across various communities and enable patients to move more easily between hospitals, it 

inadvertently created a silo effect among programs and minimized the focus on hospital site 

integrity for patient flow (Government of British Columbia, 2014). 

As a component of the FHA (2014a) Service Plan, the responsibilities of Executive 

Directors were realigned in late 2014 and many regional programs were in the process of being 

dissolved in 2015 to focus on hospital operations and surrounding area primary and community 

health services (FHA, 2015). A new Executive Director was announced officially in early 2015 

with responsibilities for BUH and the community of Burnaby. A Hospital Operations 

Management Committee was established at BUH with the task of setting site-based improvement 

priorities for key service measures and targets, including hospital length of stay (FHA, 2015). 

Operational structures for management of patient care units in the hospital also shifted in 2015 

from responsibility for the same type of unit at multiple hospital sites to responsibility for 

multiple types of units within a single hospital site. 

While the leadership framework of the organization underwent significant changes in 

2014 and 2015, the structure of direct health care providers has remained relatively unchanged. 

Nursing staff directly report to Clinical Service Managers on the patient care unit where they 

work. Other health service departments, such as pharmacy, dietary, as well as physiotherapy, 

occupational therapy, speech-language pathology and social work, provide services across 
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patient care units and have separate reporting structures. The medical staff organization is based 

on regional departments and regional divisions, in which physicians are accountable to the head 

of their local department regardless of where they provide service to a patient in the hospital. 

Clinical Service Managers oversee the coordination of health professionals on patient 

care units. The unit-based care teams who coordinate discharge planning, are composed of a 

consistent clinical services manager and patient care coordinator, with a various cast of nurses, 

physicians, pharmacists, physiotherapists, occupational therapists, social workers, and home 

health liaisons (see Appendix B for detailed stakeholder profiles). Health professionals meet 

between three to five times per week to discuss discharge plans and progress of patients admitted 

to a unit. 

Significant investments have been made to implement strategies for improving timely 

discharge with some improvement demonstrated; however, access to care across all sectors 

continues to be a challenge (FHA, 2015). Patients continue to wait longer than desired to be 

admitted to an inpatient bed and remain in the hospital longer than clinically indicated (FHA, 

2015). 

Systems Analysis of the Inquiry 

Achieving timely discharge of patients in the hospital is a complex event that is 

externally influenced by numerous factors at local, provincial, and national levels. Ackoff (2010) 

described systems thinking as seeing relationships, connectedness, process, the whole, patterns, 

and the context of an event. The timeliness of discharge of a patient from BUH, as a complex 

phenomenon, cannot be fully comprehended by breaking it down into constituent parts (Flood, 

2010, p. 269). Systems thinking is grounded in the premise that “phenomena are understood as 
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an emergent property of an interrelated whole” (Flood, 2010, p. 269), with an emphasis on the 

importance of observing the interrelationships and processes of change that contribute to the 

actions in a system that either reinforce or counteract one another (Senge, 2006, pp. 71–73). For 

unit care teams to construct what shared accountability for timely discharge means to them, a 

systems approach needs to resonate with individuals’ experiences in a complex health care and 

social system (Flood, 2010, p. 270). Thus, the system under review included all health 

professionals who come together to collaborate on a patient’s discharge plan, and the various 

internal and external forces that act upon them and influence how accountability is 

conceptualized and practiced as it relates to timely discharge (as summarized in Figure 1). 

 

Figure 1. Internal and external system influences. 

The health and demographics of individuals in the Burnaby and East Vancouver 

communities create the need for service at BUH; the senior population is steadily increasing, and 
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income levels, homelessness, and substance use are ongoing concerns in the surrounding 

community (FHA, 2014b). Chronic disease, level of disability, and psychosocial concerns that 

lead to acute hospitalization are commonly associated with prolonged hospital stays, and lack of 

continuity between the hospital and community has often been implicated in prolonged hospital 

length of stay (Quinn et al., 2007). These needs are commonly the drivers of the need for 

multiple professionals to be involved in patient care and timely transition back to the community 

(Quinn et al., 2007). 

Given the complexity and diversity of population health needs, researchers, educators, 

and practitioners increasingly recognized that these needs are best met by teams of health 

providers working in collaboration (Bridges, Davidson, Odegard, Maki, & Tomkowiak, 2011; 

Lumague et al., 2006). However, to reduce the possibility of ambiguity and misunderstanding 

regarding protocols, procedures, responsibility and authority, external influences such as 

legislation and professional regulatory bodies play another key role in influencing the practice 

accountabilities of health care professionals (Paquette-Warren, Vingilis, Greenslade, & Newnam, 

2004). Additionally, all members of the interdisciplinary care team bring their own levels of 

internal influence based on their professional experiences, beliefs, values, and expectations in 

their roles as care providers, which contributes to how health professionals perceive their 

accountability for timely patient discharge. 

The discharge practices of hospitals across Canada directly influence standards regarding 

the timeliness of hospital discharge. The ELOS for patients and resource utilization measures are 

used for comparisons among jurisdictions by provincial governments tasked with the “challenge 

of reducing costs while maintaining or improving quality of care and access” (Canadian Institute 
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for Health Information, 2015, para. 1). The BC Ministry of Health, responsible for funding and 

external health authority regulation, holds hospitals accountable for these lengths of stay to 

ensure that “British Columbians both now and in the future have access to quality health 

services” (Government of British Columbia, Ministry of Health, 2014, p. 3). The BC Ministry of 

Health also requires that all provincial health authorities have a strategic and operational plan in 

place to “ensure hospitals are operating and managed to meet the changing health needs of the 

province, including strengthening relationships between health administration, physicians, nurses 

and allied health and support staff” (Government of British Columbia, Ministry of Health, 2014, 

p. 13). Although it may be a ubiquitous issue, with FHA as the province’s largest and fastest 

growing health authority in BC which has been under mounting fiscal pressures, such ministerial 

requirements may be linked to neoliberal ideology and fiscal conservatism. Whiteside (2009) 

proposed that discourses on accountability in the current era serve as justification for reductions 

in public spending. 

As internal factors, hospital processes and activities for managing the length of stay are 

significant. While the complexity of factors that contribute to a timely discharge can never fully 

be captured in a diagram, a dynamic systems model can provide a hospital-based perspective on 

the process factors that can affect delays in the discharge of a patient (Cooke, Rohleder, & 

Rogers, 2010). Through mapping the system dynamics related to delays in discharge, some 

procedural factors impacting discharge delays become more apparent (Burrell & Morgan, 1979). 

Patients admitted to a unit will be seen by various members of the multidisciplinary care team 

and, dependent on the number of available professionals, their specializations, and schedules, the 

timing in which a discharge plan is established will vary. Disagreements within the team or with 
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the patient and family regarding the discharge plan may further increase the patient’s length of 

stay. Patients who are unable to return home and require an alternate level of care must then be 

assessed for eligibility and are placed on a waitlist, typically for publicly funded services. On an 

average day, more than 20% of patients in BUH are waiting for an alternate level of care (Health 

and Business Analytics, 2014). These elements create delays in the discharge of patients and 

continue to operate in a reinforcing loop (an action which influences more of the same 

action)(Senge, 2006, pp. 74–77). Since demand for inpatient beds in BUH consistently exceeds 

its capacity (Health and Business Analytics, 2014), managers and long-stay coordinators become 

increasingly involved in the discharge planning process in an attempt to create a balancing loop 

(an action which aims to move from the current state to a desired state) by alleviating any 

barriers, facilitating discharges, and relieving crowding within the hospital. The impact of delays 

in discharge include both upstream and also downstream constraints that negatively impact 

patient experience, patient and provider safety, provider satisfaction, hospital capacity, and 

hospital performance in financial terms and also in terms of meeting expected targets. 

Finally, the prevalent culture of accountability at FHA and BUH plays a significant 

internal role in addressing the challenge of timely hospital discharge. The predominant strategies 

that have been employed by FHA in response to the call for increased accountability following 

the ministerial review have included the reassignment of responsibilities (for example, shifting 

from a program management model to greater focus on hospital and community management), 

and increased measurement  and reporting of selected indicators (i.e. ALOS, ALOS/ELOS ratios, 

and patients staying over 30 days being reported on publicly available report cards). While FHA 

organizational restructuring and reporting are intended to improve financial performance, such 
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approaches to enhancing accountability may have numerous unintended consequences as well 

(Bowman & Singh, 1993). For example, Krumholz et al. (2007) report a number of studies that 

have shown that there is often a weak association between high scores on process quality 

measures and health outcomes that matter most to patients; the intense focus on such externally 

imposed measures often result in less attention to quality, outcome and cost measurements that 

could prove most useful to providers and patients to guide quality improvement efforts (Meyer et 

al., 2010).  

During my time as Clinical Services Manager at BUH, I also observed the tendency for 

most stakeholders in the discharge process to externalize the need for change, rather than to 

demonstrate an understanding of the role they play in delayed discharges and their role in finding 

a solution: delayed discharge was often seen as the result of something that another professional 

or program failed to do. Success was defined for the health care teams as achieving a target 

ALOS or meeting weekly discharge targets. Stakeholders perceived some efforts to improve the 

timeliness of discharge as directive, rather than inclusive and engaging (Anonymous, personal 

communication, November 15, 2014). However, this culture is undergoing a radical change: a 

group of committed BUH staff known collectively as the Patient Navigation Team have been 

working to leverage the relationships and sense of community at BUH, engage the hearts and 

minds of direct care staff, and plant the seeds of change. 

Summary 

This chapter has provided an overview of the significance and organizational context of 

the issue of accountability for timely discharge at BUH. The systems context that was provided 

highlighted that “systemic thinking is not an approach to action research, but a grounding for 



SHARING ACCOUNTABILITY 24 

action research that . . . broaden[s] action and deepen[s] research” (Flood, 2010, p. 282). Systems 

thinking has the capacity to not only expose a number of factors that influence the existing 

culture and practices of accountability at BUH, but also highlight the “patterns of relationship 

that join us all together in one dynamic” (Flood, 2010, p. 282) and lead to revealing the 

constructed meaning of shared accountability for timely hospital discharge (Coghlan & 

Brannick, 2014). Given this context, this inquiry will build toward a shared understanding of the 

various influences that affect delays in discharge from the hospital and determine how re-

examining and defining accountability for timely discharge could potentially create new 

solutions for better health outcomes, patient and provider experience, and cost of care. 
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Chapter Two: Literature Review 

A literature review of three topics relevant to the investigation is presented in this 

chapter. In conducting this review I explored the evidence related to the inquiry question: Can 

shared accountability among health professionals improve timely patient discharge at Burnaby 

Hospital? I also utilized the following subquestions to guide the research: 

1. What components of accountability for timely patient discharge currently exist? 

2. How do health care providers conceptualize shared accountability? 

3. What possibilities exist for enhancing shared accountability for timely patient 

discharge? 

4. What do health professionals at Burnaby Hospital need in order to practice shared 

accountability for timely patient discharge? 

5. What are the recommendations for Fraser Health to assist in transitioning to an 

improved accountability model of discharge decision making? 

I begin the literature review by focusing on defining timely hospital discharge in order to 

establish a common understanding of the concept. A timely discharge ensures that patients spend 

only the required amount of time in hospital; however, definitions of an appropriate length of 

stay tend to be highly subjective and varied at BUH. Processes that support timely discharge of 

patients from the hospital are of strategic, operational, and individual importance (Baker et al., 

2004; Lees & Holmes, 2005).. Further, the literature findings suggested that timely discharge is 

not solely the responsibility of one party, but rather, a collective responsibility shared among 

patients, clinicians, and the health care system (Peterson et al., 2014). 
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The second topic focuses on a collaborative concept for increasing accountability for 

achieving timely discharge—that of shared accountability. I begin the review by examining the 

construct of accountability and reviewing the central dimensions of responsibility, answerability, 

trustworthiness, and liability. Before defining a model of shared accountability that focuses and 

highlights the values and behaviours that are foundational in relationships, I present three models 

of accountability that are prevalent in health care (Interprofessional Education Collaborative 

Expert Panel, 2011). These models explore the barriers and challenges on a shared accountability 

model in the context of timely hospital discharge. 

Given that increasing the accountability for timely discharge at BUH was the intended 

change goal of this inquiry, the third and final topic focuses on requirements for fostering the 

organizational conditions necessary for shared accountability. Specific attention is given to 

strategies that create conditions that promote shared ownership, commitment, and determined 

action from all members of the group to achieve a goal (Connors, Smith, & Hickman, 1994). I 

then compare and contrast transactional and transformative leadership approaches for fostering 

shared accountability among individuals, teams, and systems. 

Timely Hospital Discharge 

Timely discharge of a patient from an acute care hospital is an important subject, yet 

there is no consistent definition for “timely hospital discharge.” Appropriate timing of discharge 

from hospital is of known significance, as patients who have discharged from hospital too early 

face concomitant risks of failed discharge and readmission (Kuo & Goodwin, 2011). Conversely, 

those who have long lengths of hospital stay are not only at greater risk for inferior health 

outcomes (Baker et al., 2004), but they resultantly may have a hospital length of stay which is 
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not clinically indicated and potentially limits access of acute care services to those with a greater 

need (Kuo & Goodwin, 2011). While some authors asserted that timely discharge means that a 

patient should spend as little time in the hospital as possible (Johns et al., 2011), others 

contended that efficient discharge is based on transitions occurring at the appropriate time in a 

patient’s care after provision of all required resources has occurred (Shepperd et al., 2013). The 

term timely hospital discharge may hold different weight and meaning based on whether it is 

examined from an operational, clinical, or patient perspective and the systems and processes that 

underpin them (Guerin, Grimmer-Somers, Kumar, & Dolejs, 2012). 

Driven by the demands placed on acute care hospitals and the need to sustain provision of these 

resources, timely discharge reflects the discharge of patients from a hospital in a manner that 

enables efficient use of hospital resources (Ou et al., 2011). In addition to measuring the 

timeliness of discharge, the hospital length of stay has become a proxy for measuring the 

consumption of hospital resources (Black & Pearson, 2002). Research has shown that ALOS is 

related to cost, efficiency, quality of care, and speed in service delivery. Lower values of ALOS 

are generally viewed as reflecting better operational performance and are associated with timely 

discharge (Powell et al., 2012). Resource consumption must also be considered in the clinical 

context. clinically, timely hospital discharge is a reflection of the resolution of medical, 

functional, and psychological issues to the point at which risks of deterioration, failure to thrive, 

and harm from self and/or others are improbable or mitigated (Lees, 2012).  

Connolly et al. (2009) estimated 30% of all hospital discharges are delayed for 

nonclinical reasons due to inadequate patient assessment and poor organization of community 

services; late booking of transfer; and poor communication among the hospital, follow-up care, 
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and community service providers. As such, timely hospital discharge may also be defined as a 

hospital length of stay during which no nonclinical delays occurred. Patient and family 

perceptions of timely hospital discharge should also factor into the definition of timely discharge. 

Anthony and Hudson-Barr (2004) proposed that the needs the patient identifies as important 

prior to discharge as well as additional needs resulting from hospitalization should be drivers of 

timely hospital discharge. The early identification of patient needs from the patient’s perspective, 

in addition to the patient’s preference for the scope of treatment and ongoing health service 

provision, may differ from the perspectives of clinicians and administrators. 

One requirement highlighted in the literature for efficient and timely discharge is 

establishing an estimated discharge date (EDD) for a patient within 24 hours of hospital 

admission (Watts, Pierson, & Gardner, 2007). Lees (2012) emphasized the importance of 

establishing an EDD for timely discharge of patients because estimating length of stay provides a 

timeframe in which the multidisciplinary team, patient, and family can coordinate planning and 

communication for discharge needs. Terms such as predicted length of stay, estimated length of 

stay, and estimated date of discharge may be used interchangeably in the discharge planning 

process (Lees, 2008). Regardless of the terminology used, EDD is intended as a goal-setting 

measure for the timing of discharge (Lees & Temple, 2005). The date is not assumed to be exact, 

as the patient’s progress towards discharge goals is assessed on an ongoing basis (Webber-

Maybank & Luton, 2009). 

Given the lack of consensus on the definition of timely discharge in the literature, 

operational, clinical, and patient perspectives must be considered together when functionally 

defining timely hospital discharge. As such,  readiness for discharge is where patient-identified 
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needs and medical criteria for discharge are met, coordination for provision of ongoing medical, 

rehabilitation, and psychosocial services has occurred, community-based providers have been 

informed, and the patient and family are prepared to assume responsibility for provision of 

ongoing care needs. Timely discharge is achieved when no delays past the estimated date of 

discharge occur due to gaps in assessment, planning, intervention, coordination, and 

communication between care providers, patients, and families. 

While estimating the discharge date is identified as a key component of the discharge 

planning process, many care providers struggle with why setting an EDD is important, and do 

not understand how to determine an EDD (Ballard, 2007). Lees (2008) suggested that this may 

call for a required shift in culture for health professionals in which time is viewed as a valuable 

resource and delays in the process are considered the equivalent of adverse patient outcomes. 

EDD also provides a different framework for monitoring and evaluating intervention goals 

(Closs & Tierney, 1993), and, if used as a communication tool with patients and families, EDD 

can become a means by which patients are empowered to participate in the discharge planning 

process (Pierre, 2011). 

Estimating hospital lengths of stay is commonly a responsibility of nursing and medical 

staff, and can occur in the absence of an individual with the designated role of estimating a 

discharge date (Lees & Temple, 2005). In order to set an EDD to achieve a timely discharge, key 

skills are required (Lees, 2004, 2007). Setting an EDD requires a contextual understanding of the 

clinical pathway a patient should take once he or she is admitted, and the lengths of time taken to 

complete investigations and obtain test results (Lees & Holmes, 2005). Chronic disease, 

rehabilitation, and psychosocial concerns are often associated with prolonged bed stays, and lack 
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of continuity between the hospital and community has often been implicated in prolonged 

hospitalization (Quinn et al., 2007). Patients who present with any of these needs on admission 

should still have an EDD established, but should be noted as a risk for discharge requiring 

complex discharge planning (Baker et al., 2011). 

EDD is a necessary component of achieving timely discharge that requires a combination 

of attitudes, knowledge, and behaviours to implement (Lees, 2004, 2007). Care providers are 

required to hold timeliness of assessment, estimating the length of stay, and discharge planning 

as an important goal and a key responsibility of providing hospital care (Ou et al., 2011). 

Individuals responsible for establishing the EDD must have sufficient knowledge of clinical 

pathways of similar patients, as well as the ability to assess for any factors that could potentially 

extend a patient’s length of stay (Lees, 2004, 2012). 

Shared Accountability 

Accountability in health care is considered to be a topic of importance due to its ability to 

improve the quality of patient care and the value resulting from health care spending as a result 

of continuous assessment, learning, and change (O’Hagan & Persaud, 2009). Although 

accountability is a frequently discussed construct in recent health care discourse, the term is 

somewhat poorly defined. Meaning can vary from person to person (Lakoff & Smith, 2007), and 

the definition of accountability can be “dependent on the standpoint from which one attempts to 

define it” (Walker, 2002, p. 63). Bovens (2010) proposed two standpoints from which 

accountability could be defined: accountability as a virtue or accountability as a mechanism. For 

this inquiry, I took both the mechanisms by which accountability operates and the behaviours of 

patients, families, health care providers, and managers into consideration. For the purpose of this 
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inquiry, I defined accountability in a broad sense by looking at the interrelated normative and 

mechanical dimensions of responsibility (Bovens, 2010), answerability (Bovens, 2010; Bovens, 

Schillemans, & 't Hart, 2008), trustworthiness (Sztompka, 2000), and liability (DiGiacinto, 

Rubin, & Berkowski, 2013). 

Responsibility. While the words accountability and responsibility are often used 

interchangeably and are commonly conflated in the literature, Connors et al. (2004) considered 

them to be fundamentally different. Responsibility can be viewed as either the formal term 

related to a given role or as a subjective belief about obligations in relation to specific events 

(Rosen, Israeli, & Shortell, 2012). Accountability is a broader concept that can enable progress 

towards results, even when no one has been assigned the direct responsibility for a given domain 

(Connors et al., 2004). That is not to say that responsibility is not an essential dimension of 

accountability; without responsibility for practices, processes, and outcomes, it is unlikely that 

timely discharge can be achieved. Domains of responsibility in health care are typically divided 

among professional competence, ethical, legal, financial, and social domains where, commonly, 

a provider is obligated to engage in various practices based on a set of defined professional 

criteria or role descriptions (Emanuel & Emanuel, 1996). 

Three of the key practices for timely discharge identified by Lees (2012) include early 

identification of an EDD, identification of potential barriers to discharge, and finding solutions to 

discharge barriers; these responsibilities should be part of the role of every member of the health 

care team (Ou et al., 2011). Responsibility for decision-making processes is another important 

consideration in relation to timely discharge (Bovens, 2010). There are numerous decision-

making models in use for modern acute care discharge planning; prominent among these models 
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are the paternalistic model, the shared decision-making model, and the informed decision-

making model (Charles, Whelan, & Gafni, 1999). Medical paternalism, where the responsibility 

for decision-making primarily resides with a sole professional, can generally be defined as a 

decision that is made for a patient’s good that goes against the patient’s will or fully informed 

consent with the explicit purpose of avoiding harm (Groll, 2014). This model of decision making 

has been widespread in acute care settings, which may be motivated by a number of factors 

including patients who prefer to play a passive role and providers who exercise this type of 

decision making in the name of efficiency, to avoid difficult conversations, to exercise authority, 

or simply as a matter of beneficence such as acting out of concern for the patient (Groll, 2014). A 

bias in health care that is likely to always remain is that “persons ought to do what health care 

professionals recommend to maintain their health” (Cody, 2001, p. 289); however, as patients’ 

autonomy increases, their involvement in medical decision making has seriously challenged 

paternalistic practices (Beauchamp & Childress, 2001). 

Shared decision making represents a midpoint on the spectrum of decision-making 

practices where the locus of control is distributed, rather than primarily residing with the 

professional on one end or the patient on the other (Nelson, Lord, & Ochocka, 2001). In shared 

decision making, patients, friends, family members, and members of the health care team 

contribute to the goal setting, care and discharge planning, and the monitoring processes. Health 

professionals offer clinical findings, present potential courses of intervention, and outline risks 

and benefits, and the patient expresses his or her goals, preferences, and values (Barry & 

Edgman-Levitan, 2012). All parties gain a better understanding of the relevant factors that may 
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impact the hospital stay and discharge, and responsibility in the decision-making process 

becomes shared (Barry & Edgman-Levitan, 2012; Charles et al., 1999). 

On the opposite end of the spectrum, informed decision making is a model whereby the 

patient alone would make decisions after he or she is provided with all necessary technical 

information by the clinician (Rantucci, 2007). In practice, this model of decision making 

infrequently exists in acute care. A model such as professional-as-agent, in which patients are 

provided with all necessary information, but it is assumed that only a clinician or physician has 

the level of technical knowledge to make the final decision, is more likely to be employed 

(Collins, Britten, Ruusuvuori, & Thompson, 2007). 

Finally, when exploring the responsibility for outcomes of timely discharge, the growing 

complexity of health care is requiring health professionals to hold responsibility across multiple 

domains. When health care providers hold responsibility for providing care, they also face 

pressures to offer health services effectively, efficiently, and equitably (Brinkerhoff, 2003). In 

most health care settings, no one person holds responsibility for the outcomes of patient 

experience, health outcomes, and cost of care at the same time (Institute for Healthcare 

Improvement [IHI], 2015). Commonly known as the triple aim framework, this goal is 

increasingly being recognized as essential for health system transformation (IHI, 2015). The 

simultaneous pursuit of improving the patient experience of care, improving the health of 

populations, and reducing the per capita cost of health care is ultimately desired as the result of 

the timely discharge. 

Answerability. A substantive view in the literature associated with accountability is 

“answerability”, or the process of account giving in which one party has an obligation to provide 
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an account of its conduct to another party (Bovens, 2010; Bovens et al., 2008). Answerability in 

the context of accountability infers that some type of relationship exists in which a decision that 

is made or an action that is taken will have an impact on others. It can be seen as a process 

reflecting the interdependence of social relationships (Roberts, 1991), in which an underlying 

commitment exists to provide maximum benefits to stakeholders while making the best use of 

whatever resources are available (Rathwell & Persaud, 2002). 

Emanuel and Emanuel (1996) illustrated numerous examples in health care in which 

answerability relationships exist. A non-inclusive list includes relationships among patients and 

families, physicians, nurses, therapists, hospital administration, professional associations, 

employers, and government. Each relationship may include varying components for which 

someone is answerable for and differing ways in which answerability is demonstrated (Emanuel 

& Emanuel, 1996). In many hospitals, most health care providers work for the organization, 

which typically supports hierarchical models of answerability and defined protocols for 

addressing noncompliance with accepted practices (Wachter & Pronovost, 2009). However, 

many physicians with admitting and discharge privileges are not employed by the organization, 

and thus more commonly answer to patients and families or peers (Wachter & Pronovost, 2009). 

An element of obligation also underpins many definitions of answerability in the context 

of accountability, requiring those who are responsible for a set of activities to explain, or provide 

account for, their decisions and actions to those who have delegated responsibility (Emanuel & 

Emanuel, 1996; Fooks & Maslove, 2004). Essentially, answerability addresses the relational 

obligation to demonstrate, review, and take responsibility for the means and results of health care 

practices (Lenihan, Godfrey, Valeri, & Williams, 2003). 
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Trustworthiness. Hall and Ferris (2011) proposed that accountability is a condition of 

social life that is related to a particular set of behaviours; from a normative perspective, the 

behaviours of individuals on an interdisciplinary health care team are part of an important 

dimension of accountability that can be termed “trustworthiness” (Drevs, 2013, p. 95; see also 

Ahmad, Ferlie, & Atun, 2013). Trustworthiness is an ethical concept, characterized by the values 

and behaviour of a person who acts with respect for others, maintains honest and open 

communication, reliably and credibly delivers on assigned responsibilities, assists others when 

required, and takes ownership for making rational, outcome, and data-based decisions (Caldwell, 

Hayes, & Long, 2010). Decker (1999) suggested that there are several possible connections 

among the key values, attitudes, and behaviours related to trustworthiness that influence 

outcomes such as patient satisfaction and quality of care. Those who do not complain or assign 

blame to others in front of patients and families, complete assigned tasks without prompting, 

assist others, solve problems independently, demonstrate emotional control, ask for and meet 

patient and family needs, and remain outcome focused are considered to demonstrate 

competency in trustworthiness. To be considered trustworthy, individuals must not only hold 

strong moral principles, they must also consistently uphold themselves to these moral and ethical 

standards. 

The motivation for such behaviour can be either intrinsic or extrinsic, but is commonly 

believed to be influenced by social dynamics (Ciccarelli & White, 2012). Sztompka (2000) 

contended that accountability actually represents the enforcement of trustworthiness or the 

presence of groups or mechanisms that monitor and sanction stakeholders when a breach of trust 

occurs. In health care, this role is commonly filled by organizations and professional regulatory 
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bodies. Informally, health professionals’ family members, professional peers, interdisciplinary 

coworkers, media, and general members of the public may also have a role. Given the incentives 

of social belonging and the obligation to maintain the clinical ability to practice, it is in health 

care providers’ best interest to create and maintain relationships in which they are seen as 

trustworthy (Coleman, 1990). Further, given the locus of control that is often either given up or 

shared by patients and families as part of discharge decision-making practices, trustworthy 

behaviour on the part of the interdisciplinary team may be reciprocated with greater levels of 

willingness of patients and families to entrust their health and wellbeing in the hands of their 

providers (Sztompka, 2000). 

Liability. Many health care providers, held to high moral and ethical standards as 

licensed professionals, hold the belief that they are individually legally accountable for 

everything that happens to a patient in their care. In addition to having direct liability for 

personal actions and decisions over which one exercises control, health professionals also hold 

liability for professional judgement, or recognizing and acting upon the wrongdoing of other 

health professionals. Finally, health providers assume vicarious liability, a concept in which a 

professional or entity can be held liable because they are assumed to have control over actions of 

others (HealthCare-Pennsylvania State Education Association, 2015). Examples of vicarious 

liability can include accountability for delegated tasks to other health care providers, the 

responsibility an employer has for the actions of its employees, or the liability of a hospital who 

grants privileges to doctors who practice in the setting (Glenn, 1994). For these reasons almost 

all health care professionals and providers are required to carry a high level of liability insurance. 
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Traditionally, liability has originated from control over patient care that in the hospital 

setting has typically been the responsibility of the physician. Historically, the physician has 

assumed the majority of liability associated with care-related decisions and outcomes 

(DiGiacinto et al., 2013). Not only would physicians assume primary responsibility for patient 

care, but they would also carry considerable responsibility for negligence and indemnity.  . 

Liability is often attributed to the rise of defensive medicine, a practice in which physicians order 

multiple, often unnecessary, tests in order to minimize liability if accused of negligence (Babu, 

Nahed, Smith, & Heary, 2012). For physicians who see hospital discharge as an autonomous 

decision, it is easier to understand why they may place a higher value on minimizing the risk of 

error or omission than on achieving timely discharge. Some health professionals in Canada have 

identified liability concerns as a barrier to collaborative practice in health care, raising concerns 

that individuals may be held accountable for negligence of others or being held to a different 

standard than their profession holds (The Conference Board of Canada, 2007). While some 

physicians worry that they will bear ultimate responsibility for the actions of other care 

providers, courts have recognized that a health practitioner is not held to a legal standard outside 

of their scope of practice and each regulated health professional member remains responsible for 

their own actions (Canadian Health Human Resources Network, 2015). While some risks 

associated with inappropriate delegation or abdication of responsibility exist, understanding 

professional roles and responsibilities within a team setting serve to mitigate such risks (The 

Conference Board of Canada, 2007). 

The call to increase accountability. A call for increased accountability often 

accompanies dissatisfaction with health system performance. Brinkerhoff (2003) pointed out, 
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“All health systems contain accountability relationships of different types, which function with 

varying degrees of success . . . and often it is the perception of failed or insufficient 

accountability that furnishes the impetus for reform” (p. xi). However, Romzek (2000) 

contended that calls for accountability are efforts to change the focus and purpose of 

accountability, rather than to continue with existing accountability practices. Walker (2002) 

further contributed that the changes called for are often strongly tied to the political and 

theoretical bias of the organization applying the accountability model. Without an understanding 

of the model of accountability that is in practice, a conceptual framework to work from, and a set 

of empirically based recommendations, any reform aimed at increasing accountability runs the 

risk of being ineffectual (Brinkerhoff, 2003). 

Models of accountability in health care. Given the abstract and complex nature of 

accountability as a concept, reviewing the various models of accountability and some of their 

defining characteristics can assist in understanding the implications various accountability 

models may have on timely patient discharge. Emanuel and Emanuel (1996) elaborated on three 

of the predominant models of governing accountability relationships that exist in health care: 

professional, economic, and political. Professional accountability characterizes relationships 

among a provider, their professional regulatory body, peers, and patients; economic 

accountability typically occurs with government; and political accountability characterizes 

relationships with a board or a defined population—either a clinical or regional/community-

based population (Emanuel & Emanuel, 1996; IHI, 2015). Within this context, neoliberal, social 

democratic, and communitarian models of accountability are three relevant frameworks 

described in this literature review. 
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Neoliberal transformation in health care occurred in response to influential beliefs that 

publicly funded health systems were failing due to misallocation of resources, inequity of access 

to care, inefficiency, and rising costs of health care (World Bank, 1993). The distinctive 

dimensions of neoliberal ideology in health care include the following: 

 patient consumerism, or increased responsibility for individuals in procuring health 

care services, 

 regulation by the government, and 

 focus on the provision of efficient and high-quality services, whether it be through 

private market competition or performance-based incentives (Ranson, 2003). 

As such, neoliberal theory has generated contractual models of accountability (Walker, 

2002). Under neoliberal influence, separation of funder (i.e., government) and provider 

(i.e., health authority) occurs in order to form a primary contractual relationship and two 

additional contractual relationships—between patient and provider and patient and funder. The 

accountability in these relationships is limited to the two contracting parties with the exception of 

providers and board members of the organization, who are expected to be accountable to any 

stakeholders who have either explicit or implicit interest in the hospital (Caldwell et al., 2010; 

Walker, 2002). 

That only individual parties can be answerable to another party for what they have 

contracted to handle is a key belief associated with neoliberal accountability (Ranson, 2003). 

This belief lends itself to accountability operating as a mechanism in which there must be 

observable outputs and clearly defined responsibilities (Ranson, 2003). For example, ELOS 

targets and physician responsibility for achieving them are well aligned with neoliberal 
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accountability norms. However, a major criticism of neoliberal accountability models is that 

minimal focus is placed on outputs and outcomes of an organization that is more difficult to 

observe or measure, such as health-related quality of life outcome measures (Whiteside, 2009). 

As Walker (2002) put it, “What can be measured is the quantity or busy-ness of the organization 

but there is no knowing if this busyness goes any way to fulfilling the qualitative aims of the 

organization” (p. 66). 

Neoliberal ideology is often criticized for its impact on reductions in public health care 

spending and the trend of government toward a primary focus on efficiency and cost-

effectiveness with less concern for the interdependency “between social equity, participative 

democracy, sustainability and economic growth” (McGregor, 2001, p. 83). Neoliberal ideology 

continues to be prevalent in health care reforms in Canada, despite some evidence that policies 

have failed and in some cases have decreased the efficiency and quality of services (Foster, 

2005; Janes, Chuluundorj, Hilliard, Rak, & Janchiv, 2006). 

Social democratic ideology attempts to address the inefficiencies and inequalities that are 

often prevalent in neoliberal models and balances output and outcome measurement with 

considerations for national values and goals (Walker, 2002). A social democratic accountability 

model is primarily characterized by elected representation and established roles for peer review, 

although a major criticism of this model is the lack of true representation and peer monitoring 

given poor accountability mechanisms. 

Finally, accountability within the context of a communitarian model includes elements of 

financial, political, moral, and social accountability (Ataguba & Mooney, 2011). Communitarian 

accountability is characterized by formation of networks, reciprocity between stakeholders, 
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direct accountability of leaders to the community, equal participation of all parties in decision 

making, and a focus on evolution and learning (Walker, 2002). Further, Peters and Marshall 

(2002) identified four key policy foci: (a) localized control for decision making; (b) increased 

participation and representation of all parties; (c) coordination and integration of community 

services; and (d) education, prevention, planning, and promotion. Communitarian accountability 

can be defined as “social cohesion deeply ingrained in everyday life where individuals are deeply 

enmeshed in interdependencies that have precedence over individual interests” (Walker, 2002, 

p. 71). 

Shared accountability. One potential conceptual framework for accountability that is 

emerging in political, education, and health care literature is shared accountability. Shared 

accountability is a collaborative model that operates when all stakeholders within the health care 

system and all members of the health care teams, including the patient, contribute to a common 

goal, and share both the successes and consequences of their actions (Peterson et al., 2014). 

Shared accountability and communitarian accountability have many common characteristics 

(Munro & Hatherly, 1993), with responsiveness and stewardship being key themes of both 

(Donaldson & Davis, 1991). 

Shared accountability in the health care realm has been increasingly explored as a 

feasible accountability model for greater health system integration, as evidenced by Accountable 

Care Organizations in the United States and proposed system integration initiatives in Canada 

(Elson, 2012). Elson (2012) characterized shared accountability as the provision of efficient and 

effective health services provided to a population by providers who share accountability for the 

process and the outcomes associated with a patient’s health care journey. Underlying shared 



SHARING ACCOUNTABILITY 42 

accountability is recognition that the actions of clinicians and the patient are inextricably linked; 

thus, shared accountability is characterized by a communal sense of ownership, commitment, 

and determined action from all members of the group to achieve a goal (Connors et al., 1994). 

When the goal of timely hospital discharge is shared among health care providers, 

patients, and families, a foundational requirement for shared accountability is joint decision 

making. With a shared locus of control over decisions and actions, the ability to share 

responsibility for results is enabled. An interdisciplinary shared decision-making model stresses 

the importance of communication among individuals during the decision-making process so that 

they share knowledge and arrive at a common understanding of the issues (Légaré et al., 2011). 

In such a model, providers hold responsibility across all domains; improving the health and 

function of patients, providing safe, effective, patient-centered, timely, efficient, and equitable 

care, and practicing good financial stewardship becomes the responsibility of all members of the 

team (IHI, 2015). 

The members of the interdisciplinary team are an important element when considering 

shared accountability and timely discharge. The concept of integrated care requires that not only 

acute care systems be connected with community and primary medical services, but also with 

other service systems such as long-term care, education, or housing services (Leutz, 1999). 

Additionally, some of the role division that occurs between health professions may serve as an 

obstacle to timely discharge; therefore, it is important to note that no legal or professional 

reasons preclude health professionals other than physicians from taking on more responsibility 

for the discharge goals and process, including the decision to discharge (Légaré & Witteman, 

2013). 
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When the responsibility for outcomes is shared among patients, families, and providers, 

the next important component to address is answerability, or who this team is accountable to. 

With shared accountability, the health care team is answerable to at least three other members. 

The members of the team first become accountable to one another through the development of 

mutual expectations established in the shared decision-making process. This “horizontal 

accountability” (Schillemans, 2008, p. 175) allows for higher value to be placed on achievement 

of collective goals than individual goals. Accountability also exists with an overseeing entity—

typically an individual in a leadership or managerial position, committee, or council—who has 

responsibilities for the care collaboration (Lenihan et al., 2003). Finally, each provider remains 

accountable to his or her existing governing bodies for the results of the collaboration (Lenihan 

et al., 2003). As Kraines (2001) illustrated, with responsibility commitments are made to oneself; 

with accountability commitments are made to others. 

Reciprocity is a central theme in the relationships of all parties in a shared accountability 

model. Reciprocity requires not only regular interaction between all parties but also a degree of 

stability over time (Walker, 2002). Therefore, not only must the relationships in a shared 

accountability model be bidirectional, but they must also involve the right administrators and 

health care providers for a patient’s care in order to establish cohesion over time. 

One of the key arguments against communitarian models of accountability, such as 

shared accountability, is that in situations in which everyone is assumed to be accountable, no 

one is (Jones & Stewart, 2009). Authors frequently cited blame shifting and the difficulty with 

rewarding performance or applying sanctions for poor performance as a risk of communitarian 

accountability (Boston & Gill, 2011). Others argue that a shared accountability model does not 
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preclude individual accountability, responsibility, or liability (Bane, 2014; Corts, 2007; Joint 

Commission on the Accreditation of Healthcare Organizations, 2005). First, in a shared 

accountability model, leadership must encourage the appropriate individual adherence to 

discharge best practices to improve quality and reduce liability risk (Joint Commission on the 

Accreditation of Healthcare Organizations, 2005). Second, in situations in which activities are 

clearly separable, then clarity for accountability is straightforward (Boston & Gill, 2011); 

however, in situations that call for shared responsibility for activities accountability for 

remediation can become indistinct. Although this is often seen as a fair balance to the advantage 

of garnering commitment to shared action (Boston & Gill, 2011), some argued further that 

shared accountability results in greater peer pressure and heightened group accountability 

(Scouller, 2015). 

Fostering Shared Accountability 

To implement a shared accountability model and to expect it to have any chance of 

success, leadership interventions at the system, organizational, and operational levels are 

required (Elson,2012). Some authors indicated that calls for such leadership in response to issues 

or concerns members of the public have about accountability are focused primarily on who 

should be given credit or assigned blame for outcomes (Wallis & Gregory, 2009). However, 

others asserted interventions that promote leadership that is shared between leaders and followers 

yields the result of greater engagement and acceptance of higher levels of responsibility and 

accountability to one another (Daft, 2002). Different leadership styles are required for the 

development and success of an organization, which is no different in the case of fostering shared 
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accountability. However, changing from a neoliberal or social democratic model to a 

communitarian model of accountability will require a significant shift in leadership approach. 

Motivation. Many people have a tendency to externalize the need for change and are 

often skilled at recognizing problems (Osborne & Brown, 2011). Failure to act on a problem may 

be attributed to diffusion of responsibility, or an assumption that others are either accountable for 

taking action or have already done so (Ciccarelli & White, 2012). Additionally, people often 

struggle with the ability to define themselves within the problem or employ defensive reasoning 

strategies with the motivation of maintaining personal integrity—striving to achieve their goals 

while minimizing the possibility of conflict and adverse personal consequences (Argyris, 

Putnam, & McLain Smith, 1985). In health care organizations, the use of fear is common 

(Malvey, Beardsley, Nguyen, & Fottler, 2013), despite it being ineffective as a motivator 

(Goldsmith & Dhar, 2013). Some health care providers describe a fear of being identified as 

accountable, which is often a strong indication that blaming is occurring within the organization 

(Malvey, Beardsley, Nguyen, & Fottler, 2013). Whatever the governing existing variables may 

be within an organization attempting to foster shared accountability, stakeholders must 

experience a motivational shift to an accountable mindset that says, “I am part of the solution” 

(Partners in Leadership, 2009).  

Transformational leadership is believed to increase levels of intrinsic motivation through 

an emphasis on the value and importance of the goals of the organization (Aarons, 2006). 

Further, transformational leaders can increase motivation through instilling safety in group 

learning and developing skills for productive reasoning so that providers can experience a high 

level of personal causation and joint control while maintaining individual and group integrity 
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that is oriented towards growth (Argyris et al., 1985). Transactional leadership approaches, such 

as imposing incentives and sanctions for achieving timely discharge targets, may not be effective 

given evidence that extrinsic incentives and pressures can undermine motivation to perform 

(Eccles & Wigfield, 2002). 

Fostering engagement. Shared decision making requires responsibility for discharge 

decisions to be distributed among all care providers and patients; this model inherently implies 

that physicians, nurses, allied health providers, managers, patients, and families must all be 

engaged in the process. In their systemic review, Légaré, Ratté, Gravel, and Graham (2008) 

identified that facilitators for implementation of shared decision making include health provider 

motivation and the belief that implementation will lead to improved processes and outcomes. 

Many barriers to engagement also exist; the most common include lack of time and a perception 

that many patients and families do not want to be part of the decision-making process. As such, 

Légaré et al. (2008) recommended evaluation of the patient desire for active participation in 

decisions and education about the process and outcomes should be an effort that extends beyond 

intervention from health professionals. 

The question of ownership often arises in situations in which engagement needs to be 

increased; if true accountability comes from ownership, then a shift is required for ownership of 

the discharge process to reside with all stakeholders involved in the decision-making process, not 

solely with administrators, physicians, and patient care coordinators. Both leadership and 

followership are critical components of successful shared decision-making efforts (Bryson, 

Crosby, & Middleton Stone, 2006). When examining the relationship between the two in the 

context of shared accountability, Simmons (2009) believed that leaders must invite their 
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followers to hold them accountable, and the followers should have the courage to hold their 

leaders accountable as well. However, it is important to note that those using a control paradigm 

(e.g., holding others responsible) may, in reality, have little accountability (Decker, 1999). 

Additionally, the importance of fostering physician leadership and engagement cannot be 

understated. Exploring multiple ways to align physicians with overall organizational goals, 

increase levels of motivation, and give consideration to physicians’ understanding of and 

attitudes towards risk-based payment models
3
 requires ongoing effort (Kumar, Sherwood, & 

Sutaria, 2013). 

Fostering team effectiveness. In addition to motivation and engagement, structure, 

composition, and process are considered to be key variables associated with team effectiveness 

(Lemieux-Charles & McGuire, 2006). The team integration that occurs through interdisciplinary 

rounds is associated with higher levels of staff satisfaction (Gausvik, Lautar, Miller, Pallerla, & 

Schlaudecker, 2015), improvements in objective organizational outcomes, including decreased 

length of stay in acute inpatient settings (O’Leary et al., 2010; Sen et al., 2009; Yoo et al., 2013), 

and increased adherence to treatment recommendations made by allied health professionals 

(Dutton et al., 2003). 

The composition of the interdisciplinary rounds team places importance on the diversity 

of clinical expertise, but no literature supported an absolute requirement to have all potential 

disciplines present. The only variable that has been found to be associated with improved patient 

care in a systematic review of team composition is attributed to workload, in which providers 

                                                 

3
 Payments that are predicated on an estimate of what the expected length of stay and costs to treat a 

particular condition or patient population should be (American Academy of Pediatrics, 2015). 
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who focus on caseloads of a particular population develop specialized skills and are more 

clinically efficient (Lemieux-Charles & McGuire, 2006). 

Transactional leadership plays an important role in the implementation of discharge best 

practices and establishing team effectiveness. Clinical educators, practice leaders, managers, and 

department heads play a role in clarifying expectations of the outcomes in relation to the work a 

provider does and rewarding good performance (Hargis, Watt, & Piotrowski, 2011). A study on 

attitudes toward adopting evidence-based practices found transactional leadership styles that 

appropriately reinforced positive work behaviours led to an increased sense of trust in 

relationships and greater openness toward adopting these practices (Aarons, 2006). This effect 

can be further strengthened when expectations of outcomes in relation to the function of the 

interdisciplinary team are shared and rewards for good performance are recognized by 

interdisciplinary group members in a timely fashion. When speaking with staff about poor 

performance or failure to meet outcomes, transactional leaders would focus primarily on 

retrospective analysis in order to learn and improve rather than to punish. 

The paradigm shift towards shared accountability aligns with Kanter’s (1993) theory of 

structural empowerment, in which proponents believe that attitudes and behaviours are 

influenced more by social structures in the workplace than by individual personality inclinations. 

One method believed to increase empowerment of teams is facilitative leadership, a strategy 

intended to create leaders at all levels of the organization (Moore & Hutchison, 2007). 

Facilitative leadership includes building trust, encouraging transparency, and maximizing 

individual potential (Gesell, 2014). Improved outcomes and higher levels of satisfaction have 

been achieved through multidisciplinary and multisystem collaborations that have been 



SHARING ACCOUNTABILITY 49 

facilitated by a diverse set of administrators, employees, and patient representatives who have 

requisite skills to set out an agenda, consider relevant data, engage stakeholders, and facilitate 

consensus decision making. Structurally empowering workplaces have been demonstrated to 

enhance mutual respect, trust, and inclusive decision making that are key components to shared 

accountability (Moore & Hutchison, 2007). 

Summary 

The literature review has provided a definition of timely hospital discharge, focusing on 

the goals and requirements for timely discharge. Although there was a lack of consensus on the 

definition of timely discharge in the literature, operational, clinical, and patient perspectives were 

considered together when identifying factors indicating readiness for discharge and 

characteristics which would constitute a timely discharge. Overviews of the construct of 

accountability and specific dimensions of responsibility, answerability, trustworthiness, and 

liability were also provided. While these terms were often conflated in the literature, each 

dimension was explored to bring distinction to responsibilities for discharge decision making, 

responsibilities for discharge outcomes, answerability to various discharge stakeholders, 

behaviours associated with accountability, and how rewards and consequences are enacted. The 

advantages and disadvantages of neoliberal, social democratic, and communitarian models of 

accountability were presented prior to focusing on defining the model of shared accountability. 

The third and final topic focused on the organizational conditions necessary for fostering shared 

accountability, highlighting transactional and transformative leadership approaches for assisting 

with a change to a new accountability model. 
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Chapter Three: Inquiry Approach and Methodology 

In this chapter, the inquiry approach, the project participants, inquiry methods, data 

collection methods, study conduct, data analysis, and ethical considerations are discussed. The 

inquiry approach and methodology were selected to explore the question: Can shared 

accountability among health professionals improve timely patient discharge at Burnaby 

Hospital? I also explored the following subquestions when conducting this inquiry: 

1. What components of accountability for timely patient discharge currently exist? 

2. How do health care providers conceptualize shared accountability? 

3. What possibilities exist for enhancing shared accountability for timely patient 

discharge? 

4. What do health professionals at Burnaby Hospital need in order to practice shared 

accountability for timely patient discharge? 

5. What are the recommendations for Fraser Health to assist in transitioning to an 

improved accountability model of discharge decision making? 

Inquiry Approach 

This study used an action research methodology to stimulate organizational learning and 

enhance the body of knowledge related to the complex dynamics involved in establishing shared 

accountability for a desirable outcome (Stringer, 2014). Action research differs from traditional 

experimental and quantitative methods in three significant ways. Rather than creating reliance on 

outside researchers, those conducting action research aim to “share the power of knowledge 

production with the researched” (Coghlan & Brannick, 2014, p. 6). Further, this research 

approach endorses the central belief that knowledge is socially constructed and incorporates 
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value systems (Brydon-Miller, Greenwood, & Maguire, 2003). Finally, the action research 

method is founded on the premise that inquiry requires not only observation, description, and 

analysis, but most significantly includes action towards meaningful change (Coghlan & 

Brannick, 2014). Action research presented me with the opportunity to use a validated approach 

to learning how important organizational issues could be resolved in association with those who 

experience the issues on a daily basis (Coghlan & Brannick, 2014). 

After the ministerial review, staff and physicians were required to demonstrate that BUH 

could measure quality indicators and become a hospital leader in discharge practices that 

generate optimal patient outcomes and experiences at the best cost. This action research 

methodology allowed health professionals at BUH to define how they would share accountability 

for this desired outcome, starting with building an understanding of the values, beliefs, and other 

influences that have led them to think about and demonstrate accountability in new ways 

(McNiff & Whitehead, 2006). 

I framed the inquiry using action science, an experiential paradigm of action research 

“aimed at exploring the reasoning and attitudes which underlie human action, and producing 

more effective learning in individuals, organizations, and other social systems” (Senge, 2006, 

p. 237). Action science research exposes embedded situational variables that create barriers to 

change and create possibility for change; this methodology tests potential interventions that 

deepen understanding of assertions made about a situation (Argyris et al., 1985). Through 

understanding the espoused and theory-in-use about accountability for timely patient discharge, 

this action research methodology fostered an understanding of barriers and enablers of shared 

accountability, and ultimately led to the discovery of new meanings and production of new 
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behaviours in the discharge planning process. This process also allowed for the opportunity to 

learn from results  that have the potential to be applied in other complex settings looking to 

foster shared accountability (Argyris, 1993).  

I applied a two-step approach in this research, beginning with a quantitative component 

using a survey to investigate various espoused theories of individuals (Coghlan & Brannick, 

2014), followed by a qualitative component using a structured interview matrix to define ideal 

theories-in-use within a team setting. The rationale for using this two-step approach was related 

to using the second step to enhance, illustrate, and clarify the results from the first step related to 

the exploration of values and beliefs as they related to personal accountability and the 

exploration of how to foster team accountability for timely discharge (Greene, Caracelli, & 

Graham, 1989). 

Project Participants 

Participants in the inquiry included the clinical and administrative stakeholders in the 

acute care discharge planning process at BUH. Inclusion criteria included identified BUH health 

professional staff and physicians associated with Emergency, Intensive Care, Medicine, Surgery, 

Acute Care of the Elderly, and Patient Assessment and Transition Home units at BUH. In total, 

more than 200 registered and licensed practical nurses, nine patient care coordinators, 10 clinical 

service managers, 30 hospitalists and physicians, 15 occupational therapists, 23 physiotherapists, 

13 social workers, five pharmacists, five speech language pathologists, seven dietitians, and eight 

home health liaisons met inclusion criteria for the study. Staff and physicians associated with 

Palliative Care, Maternity, Infant, Child and Youth, and Mental Health units were excluded from 

the inquiry given that health professionals working on these units provide specialized care for 
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these populations and the criteria for timely discharge significantly differ from those of the 

included programs. While many have an indirect role in the timely discharge of a patient, those 

not directly involved in care planning or oversight of patient discharge on the included units, 

such as directors, acute care aides, and rehabilitation assistants, were excluded from the survey. 

Table 1 

Representation of the Professions Among Survey Respondents 

Role No. of Respondents 

Percentage of  

Total Respondents 

Physician 3 6.25% 

Registered Nurse 11 22.92% 

Licensed Nurse Practitioner 0 0.00% 

Patient Care Coordinator 5 10.42% 

Physiotherapists 3 6.25% 

Occupational Therapist 8 16.67% 

Social Worker 1 2.08% 

Speech Language Pathologist 1 2.08% 

Home Health Liaison 0 0.00% 

Pharmacist 2 4.17% 

Manager 9 18.75% 

Dietitian 4 8.33% 
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An estimated 320 survey invitations were distributed to potential participants
4
. Of those, 

48 health professionals responded to an online survey about shared accountability for timely 

discharge at BUH, providing a survey return rate of 15%. The survey was sent to a diverse group 

of health professionals that included physicians, licensed practical nurses, registered nurses, 

patient care coordinators, home health liaisons, physical therapists, occupational therapists, 

managers, social workers, speech-language pathologists, dietitians, and pharmacists. The 

numbers of respondents according to role and percentage of total respondents can be found in 

Table 1. Respondents were asked questions to determine what beliefs, values, and practices 

related to accountability currently exist. 

The second component of the research, the structured interview matrix, involved 10 

participants who provided data in response to the remaining subquestions. Participants were 

recruited during the survey by asking respondents to indicate voluntarily their interest in 

participating in the interviews.  

Given my previous role as Clinical Services Manager, to avoid any undue influence or 

real or perceived coercion for participation in the inquiry and to ensure the highest ethical 

standards were maintained, neutral third parties were involved in the inquiry advertisement, 

recruitment, and facilitation processes. Notification of the study (see Appendix c) was distributed 

by email through department managers, with the option of navigating to the study page if 

interested in participating. A third-party facilitator was engaged to facilitate the structured 

interview matrix session. The facilitator was required to sign the inquiry team letter of agreement 

                                                 

4
 Fraser Health Ethics required that unit managers distribute the survey invitation to employees rather than 

the researcher; the true number of invitations forwarded is unknown. The estimated number is based on 

the total number of eligible survey participants. 
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(see Appendix D), and I provided training and explicit instructions on obtaining participant 

consent and answering questions about the study. Use of these third-parties was intended to 

mitigate potential conflict of interest through allowing free consent and voluntary participation of 

staff and physicians in the inquiry. 

The inquiry team provided support with piloting, implementation, facilitation, and review 

of the inquiry and, at the recommendation of the Project Sponsor, comprised the Executive 

Director, the Site Access and Flow Manager, a Patient Navigation Team member, the hospital 

Medical Director, and an administrative support person. These individuals were selected based 

on their experience and positions within the organization; none of the study participants had 

direct reporting relationships with any of the inquiry team members. All members of the inquiry 

team signed a letter of agreement which outlined confidentiality, responsibilities, and 

expectations (see Appendix D). 

The Project Sponsor and the newly formed BUH Management Operations Committee 

retained ultimate authority to implement recommendations or initiate a change process resulting 

from the inquiry. The Hospital Management Operations Committee is comprised of the 

Executive Director, Medical Director, Site Director, and management representatives from 

various departments. 

Inquiry Methods 

The inquiry included two data collection phases: the first phase used a survey to engage a 

large and diverse group of eligible health professionals, while the second phase engaged a 

smaller representative group of health professionals in a structured interview matrix. My 

rationale for selecting these methods in this specific order related to Argyris and Schön’s (1978) 



SHARING ACCOUNTABILITY 56 

learning approach. The methods aimed to connect the individual practitioner with the world of 

the team and “resolve incompatible organizational norms by setting new priorities and 

weightings of norms, or by restructuring the norms themselves together with associated 

strategies and assumptions” (Argyris & Schön, 1978, p. 18). This research set out to set the stage 

for possibly restructuring norms in the future by first exposing them. I selected the sequencing 

with the intent to encourage reflection on the phenomenon and on the prior understandings that 

had been implicit in one’s behaviour in order to engage with others in a manner that served to 

generate both new understanding and change (Schön, 1983). 

The survey questions (see Appendix E) were based upon key domains of accountability: 

responsibility, answerability, trustworthiness, and liability. Questions about beliefs and values 

were posed to identify any gaps in congruence between values and beliefs and current practices 

(Argyris & Schön, 1978). The interview matrix questions (see Appendix F) were intended to 

collaboratively transform a collective understanding of shared accountability and to identify 

plans that would enable the achievement of the intended change goal (Stringer, 2014, p. 15). I 

ensured both sets of questions were pilot tested by members of the inquiry team prior to 

conducting the data-gathering methods. 

Survey. A survey, as a research instrument, allows for response to prepared questions to 

gather data about opinions, views, attitudes, perceptions, and behaviours from a large and diverse 

pool of potential participants (Ballou, 2008; Edley & Litosseliti, 2010). I selected a survey for 

four primary reasons. First, given that there are no consistent teams, but rather groups of health 

professionals that come together for discharge planning dependent on their working schedule and 

rotation, it was important to include all stakeholders who influence the timing of patient 
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discharge. Second, I required a method that enabled the collection of a sufficient amount of data 

to maintain confidentiality while identifying themes associated with professional role identity. 

Third, participants worked varying hours and days of the week and needed to be given the 

opportunity to respond as they were able. Finally, retaining anonymity from other respondents 

associated with the survey created the safe conditions in which participants could expose their 

theories without eliciting defensive routines that may have been observed in a face-to-face 

groups (Argyris, 1990). 

Structured interview matrix. The structured interview matrix (SIM) is a method used to 

conduct large focus groups and promote consultation with a variety of stakeholders in 

organizations (O’Sullivan, Corneil, Lemyre, Kuziemsky, & McCrann, 2013). The SIM 

facilitation technique, originally developed for organizational analysis and strategic development 

(Chartier, 2002), has evolved into a qualitative data-collection method that facilitates 

engagement through group participation and graded collaboration (O’Sullivan, Corneil, 

Kuziemsky, & Toal-Sullivan, 2014). I selected the SIM as a method for this inquiry because of 

the existing dynamics between health professionals at BUH and the shared learning that this 

method can produce (O’Sullivan et al., 2014). A key benefit of this technique is that it mitigates 

undue influence, whether it be from a participant or moderator, within the inquiry (O’Sullivan et 

al., 2013). Given some of the existing power differentials between managers, physicians, and 

other health professionals as well as the inherent competition for time and space to voice 

individual perspectives, I used the SIM method to ensure full engagement and benefit of all 

participants while maintaining efficiency in gathering rich data from multiple participants 

(O’Sullivan et al., 2014). 
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Study Conduct 

This inquiry began with an electronic survey in an effort to gain participation from a 

variety of health professionals to reflect on their beliefs, values, and current practices as they 

relate to accountability for timely discharge (Argyris & Schön, 1974). Using this method of data 

collection first allowed me to establish a broad overview of the accountability relationships that 

existed, assess the predominant model of accountability in practice, and establish the amount of 

congruence between participants’ beliefs and values and their practice. 

Participants were invited to take part through advertisement of a research study 

distributed by clinical managers with instruction for how to participate in the survey (see 

Appendix C). This email invitation also included information explaining the purpose, eligible 

participants, researcher disclosure, and approximate time requirement. Participants had the 

opportunity to contact me, the researcher, directly or to immediately proceed to the electronic 

survey. My rationale for this approach was twofold: as I previously held a position of power and 

authority over many of the potential participants, I aimed to mitigate any conflict of interest 

inherent in requesting participation. Additionally, I utilized this method for advertisement of the 

survey and invitation to the SIM to ensure health professionals did not feel compelled to 

participate either because they had a previous direct reporting relationship to me, as the 

researcher, or they believed that participation in the study had any influence over the review of 

their performance or their employment status. At my request, department managers distributed 

three subsequent reminders through the same method as the initial recruitment message at 1-

week intervals. 
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I conducted the electronic survey through SurveyMonkey®
 
(2015). I designed the survey 

to take 10 minutes of participant time and ensured it could be completed on any computer or 

handheld device with an Internet connection. The survey was configured to remain open to 

participants for 2.5 weeks. 

Informed consent for the survey was obtained as part of the participation process; consent 

was demonstrated through choosing to participate in the electronic survey (see Appendix G). 

Participants were first required to review the electronic consent form; they could then choose to 

continue to the survey if they were comfortable with the procedures described in the form. 

It was important that all participants had a shared understanding of the definition of 

timely hospital discharge and accountability being used in the study. Accordingly, I provided a 

definition of both terms in an introductory slide prior to directing participants to the survey 

questions. Participants were then asked to complete 11 questions (see Appendix E). 

I designed the questions so that I would be able to identify the predominant values and 

beliefs held among the different groups of health care providers. Section A of the survey asked 

participants questions relating to their roles, responsibilities, values, and behavioural 

observations. Section B gathered data on beliefs about responsibility and accountability, and 

Section C focused on understanding how the likelihood of timely discharge could be increased. 

Those who took part in the survey were then invited to express their interest in 

participation in the SIM by entering their name, email address, and phone number. Respondents 

were selected for the SIM based on their availability for the scheduled date and time of the SIM. 

I then contacted the individuals who consented to participate in the SIM and provided them with 

consent forms 1 week in advance and on the day of the SIM (see Appendix H). 
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Upon arriving at the session, the third-party facilitator greeted participants and gathered 

their signed consent forms. Participants were assigned to one of four colour-coded and numbered 

tables. Using a Microsoft PowerPoint slide deck that I had prepared, the facilitator welcomed the 

participants, presented the agenda, and reviewed the consent process (see Appendix H). The 

facilitator then reminded all individuals attending the SIM that participation in the research study 

was voluntary and that they were able to withdraw from the study at any time. Additionally, the 

facilitator informed all SIM attendees of the potential risks and benefits of participating, 

confidentiality requirements associated with the study, and the process for having any of their 

questions or concerns about the research study answered. After reviewing and signing the 

consent forms witnessed by the facilitator, participants were provided with a signed copy of their 

consent form. 

The facilitator discussed the purpose of the study and provided the definition of timely 

discharge prior to presenting the results of the survey . Participants learned about the components 

of accountability that were highlighted in the survey, including responsibilities (for decision 

making, discharge practices, and outcomes), account giving relationships, personal values, 

observed behaviours, and perceived ownership of liability The concept of shared accountability 

was introduced to the participants prior to the facilitator reviewing the process for the SIM and 

sharing the comprehensive list of questions for the inquiry (see Appendices H and K). 

The participants were instructed to partner  another participant at their assigned table for 

the first session of the SIM and were given 5 minutes to administer their questions and capture 

the responses of the interviewee verbatim. Most interviews were done in pairs, however, some 

were required to partner in groups of three. The interviews proceeded according to the order of 



SHARING ACCOUNTABILITY 61 

interview questions and assignments within the time allotted, which was monitored by the 

facilitator. Each table led and recorded their own discussion.  

When all interviews were completed, participants returned to their assigned tables and 

elected a spokesperson to capture their shared findings. The facilitator provided forms to each 

table to capture the discussion, theme the responses, and add personal opinions. Each 

spokesperson then presented the table’s findings to the larger group in the order that the 

questions were presented. Participants were invited to respond to the findings of the group and 

two final questions, which were captured and summarized by the facilitator on flip chart paper 

for the group, thus ensuring validity of the data (Glesne, 2011). 

Data analysis. The key concepts of accountability—responsibility, answerability, 

trustworthiness, and liability—were inherent in the design of the survey and lent themselves well 

to analysis categories. I divided the domain of responsibility into three subcategories: 

responsibility for discharge decision making, responsibility for discharge practices, and 

responsibility for discharge outcomes. First, I categorized the locus of control for making 

decisions related to discharge to establish if paternalistic, shared decision making, or 

patient/family autonomy-based decision-making practices were occurring. Second, I weighed 

and averaged the level of agreement participants identified as having responsibility for key 

discharge practices, including early EDD identification, identification of potential barriers, and 

solution finding for barriers. Third, I categorized the role of the participant and the outcomes 

they identified as responsible according to the triple aim framework (IHI, 2015—the 

simultaneous pursuit of enhancing the patient experience of care, improving the health of 

populations, and reducing the per capita cost of health care—to establish the commonalities and 
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differences between those roles that hold responsibility for health, experience, and financial 

outcomes. 

I analyzed the concept of answerability according to a cultural framework proposed by 

Gelfand, Lim, and Raver (2004), which classified accountability relationships according to who 

is involved in the relationship how the entities are connected, with a particular focus on the 

direction and strength of connection between entities. I conducted the analysis by designating 

entities into either professional, economic, or political categories. I measured the percentage of 

respondents who identified they held an entity accountable for timely discharge, along with the 

percentage of respondents who identified they were accountable to each entity. I then charted 

these percentages and analyzed the strength and direction of the connections to determine if the 

culture could be classified as individualistic or collective, relationally tight or weak, and 

hierarchical or egalitarian (Gelfand et al., 2004). 

I employed the theories of Argyris et al. (1985), which differentiate espoused theories 

and theories-in-use by establishing the amount of congruence between values, beliefs, and 

practices related to accountability and discharge, to analyze the concept of trustworthiness. 

Finally, I analyzed the concept of liability by comparing the relative percentage of entities 

identified as owning the success or reward of timely discharge to the relative percentages of 

entities owning the negative consequence/risk associated with untimely discharge. 

I designed the SIM to establish what responsibility (for decision making and practices), 

answerability, trustworthiness, and liability would look like if health providers, administrators, 

patients, and families shared accountability for timely discharge and the outcomes of improved 

health, patient experience, and cost of care. The facilitator asked the SIM participants, who had 
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been divided into four groups and assigned one of four questions, to review the responses they 

received during the interviews and add any personal opinions. The facilitator then asked the 

group to identify any themes emerging from the responses and highlight any key points for each 

theme. I subsequently identified similarities and differences between the accountability concepts 

that were present at BUH and those that would be part of a shared accountability model as 

envisioned by SIM participants to formulate the findings. 

To analyze the data regarding the intended future state and the implications for the 

organization, I categorized responses from section C of the survey and the SIM according to 

Bolman and Deal’s (2008) structural, human resource, political, and symbolic paradigms. 

Morse, Barrett, Mayan, Olson, and Spiers (2002) defined as “means for obtaining rigor 

through using techniques of verification” (p. 19). In the analysis of the data collected, 

verification strategies that ensured both reliability and validity of data included an iterative 

process of sampling, data collection, and analysis (Morse et al., 2002). I began verification of the 

survey data at the beginning of Phase 2, and levels of verification were inherently built into the 

SIM process. Further, I triangulated data between findings from the literature review, survey, and 

SIM. Through using verification in association with triangulation as well as the verbatim 

principle, I minimized inadequate interpretation of results (Glesne, 2011). 

I achieved trustworthiness through developing the methods and questions in consultation 

with the inquiry research team to limit researcher bias. Additionally, I assured third parties were 

responsible for recruitment of participants and facilitation of the SIM to mitigate potential 

conflict of interest. 
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Ethical Issues 

The Tri-Council Policy Statement (Canadian Institutes of Health Research, Natural 

Sciences and Engineering Research Council of Canada, & Social Sciences and Humanities 

Research Council of Canada [CIHR], 2010) on research ethics guides research involving human 

subjects. As a researcher, I had humanistic and ethical obligations to adhere to these standards 

and the core principles within these guidelines of respect for persons, concern for welfare, and 

justice. 

Respect for persons encompasses the “dual moral obligations to respect autonomy and to 

protect those with developing, impaired or diminished autonomy” (CIHR, 2010, p. 8). Autonomy 

recognizes an individual’s right to make decisions based on available information and their 

capacity to do so (CIHR, 2010). As such, all individuals who chose to participate in the research 

study were provided with comprehensive written information that outlined the purpose of the 

project, the process, and the benefits and limitations of the study (see Appendix C). Participants 

had the right to provide free and informed consent for their involvement and withdraw from 

participating at any time (see Appendices I and J). A third party was involved in the recruitment 

of employees to ensure that individuals with a current or previous direct reporting relationship to 

me remained anonymous. This approach was intended to mitigate any perceived pressure to 

participate in the project given the position of authority that I once held within the organization. I 

disclosed the potential for conflict of interest in the consent forms for participation in the survey 

and SIM (see Appendices I and J). 

The principle of concern for welfare requires that researchers aim to protect all aspects of 

quality of life for participants (CIHR, 2010). The most likely risk of participants in the study 
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related to confidentiality. As such, participants were informed of how their data would be used, 

where and how data would be stored, and when data would be destroyed. 

Researchers have an obligation to treat people fairly and equitably. All potential 

respondents were contacted for participation in the survey, and participants who met the inquiry 

criteria were given the opportunity to participate. I, as the researcher, was not aware of who 

opted to participate in the survey; this effectively eliminated potential concerns of employees 

who may have believed that I selected inquiry participants based on previous reporting 

relationships. 

I also addressed two other ethical issues that are commonly present in research: 

researcher bias and conflict of interest. First, since bias may occur in the planning, data 

collection, analysis, and publication phases of research (Pannucci & Wilkins, 2010), I involved 

the inquiry team at each stage of the process to ensure I incorporated their objective perspectives 

in study design. Second, given that “trust relationships can be put at risk by conflicts of interest 

that may compromise independence, objectivity or ethical duties of loyalty” (CIHR, 2010, p. 91), 

I was obligated to declare my previous role within the organization and mitigate the perception 

of conflict by engaging third parties to recruit participants and coordinate some research 

activities. 

Summary 

This chapter described the action research methodology and my rationale for engaging in 

selected inquiry methods. The criteria and rationale for participant selection were outlined, as 

was the study conduct and the data analysis approach. Finally, ethical issues were addressed. 

Utilizing an action research methodology allowed me to gather data from managers and health 
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care providers at BUH to develop an understanding of current accountability concepts in practice 

based on the diverse voices of the inquiry participants. The methods provided opportunities for 

online surveys and structured group interviews to understand how shared accountability can be 

fostered at BUH. The subsequent results and recommendations were created in partnership with 

others, recognizing the expertise of the participants at BUH. The next chapter will review the 

inquiry project findings from the action research and conclusions. 
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Chapter Four: Inquiry Project Findings and Conclusions 

In this chapter I describe the findings from the study including the themes that emerged 

from the analysis. I offer an interpretation of the findings as well as study conclusions and a 

discussion of the scope and limitations of the inquiry. In conducting this inquiry I explored the 

following primary inquiry question: Can shared accountability among health professionals 

improve timely patient discharge at Burnaby Hospital? I also used the following five 

subquestions when conducting this inquiry: 

1. What components of accountability for timely patient discharge currently exist? 

2. How do health care providers conceptualize shared accountability? 

3. What possibilities exist for enhancing shared accountability for timely patient 

discharge? 

4. What do health professionals at Burnaby Hospital need in order to practice shared 

accountability for timely patient discharge? 

5. What are the recommendations for Fraser Health to assist in transitioning to an 

improved accountability model of discharge decision making? 

The research findings are based on data collected from the online survey and 

subsequently the SIM session. The application of these two methods made possible the collection 

of diverse perspectives and group-validated identification of themes within the qualitative 

findings. The intent of the survey was to explore four common components of shared 

accountability: responsibility, answerability, trustworthiness, and liability. Survey participants 

also provided perspectives on various operational accountability strategies for potentially 

increasing shared accountability at BUH. Subsequent to the survey, 10 health professionals 
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reviewed the compiled results of the survey and participated in a SIM to reflect on the findings, 

construct a vision for a shared accountability model for timely discharge at BUH, and offer 

perspectives on requisite changes at an organizational level for administrators, patients, families, 

and care providers to share accountability for timely discharge. The participants of the SIM 

identified themes that arose from responses to each of the four SIM questions and, through group 

dialogue, provided validation of the themes. 

Study Findings 

The principal concepts of responsibility, answerability, trustworthiness, and liability 

generated key themes that arose from both the survey and the SIM responses. These themes are 

discussed in detail within this chapter and supported by evidence in the form of quantitative 

analysis of the online survey and quotes from the SIM participants. To protect participant 

anonymity and confidentiality, participant codes are used to reference data sources coming from 

the SIM; excerpts are identified as SIM-1 through to SIM-10. Excerpts from the small group 

analysis are identified using the codes SGA-1 through to SGA-4, corresponding with the 

question each table was assigned to categorize and theme. These results were used to inform 

findings for the research. Based on my analysis of the results, I arrived at the following five 

findings: 

1. Responsibility for discharge decision making, practices, and outcomes in a shared 

accountability model would differ from current professional responsibilities at BUH. 

2. A shared accountability model would have increased elements of collectivism and 

egalitarianism in addition to stronger relationships compared to what currently exists 

at BUH. 
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3. Mutual trust, respect, and openness and honesty are highly valued; how these values 

are demonstrated in a shared accountability model would differ from current practice. 

4. The positive and negative consequences associated with timeliness of discharge 

would be distributed and approached differently in shared accountability model than 

it is at present. 

5. Shared accountability strategies were more strongly favoured than neoliberal 

accountability strategies to increase timely discharge. 

Finding one: Responsibility for discharge decision making, practices, and outcomes 

in a shared accountability model would differ from current professional responsibilities at 

BUH. I present this finding in three subsections. First, I discuss responsibility for decision 

making. Next, I review responsibility for discharge practices, and I close with a discussion of 

responsibility for discharge outcomes.  

Responsibility for discharge decision making. When survey participants were asked to 

identify who determines the date and time of discharge in current practice, 55.6% of respondents 

indicated that the decision is a collaborative effort among the health care team, the patient, and 

the patient’s family supports. The remaining respondents indicated that the date and time of 

discharge are determined by the patient’s physician (31.1%) or the patient care coordinator or 

manager (13.3%). Responsibility for decision making can be viewed on a spectrum in which the 

locus of control primarily resides with the professional on one end, is distributed among 

providers and patients in the middle (shared decision making), or resides with the patient on the 

other end (Nelson et al., 2001). As illustrated in Figure 2, survey respondents reported there is 

currently an almost equal distribution of decision-making practices that are perceived to be made 
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autonomously by the provider versus collaboratively by the interdisciplinary team, patients, and 

families. 

 

Figure 2. Responsibility locus of control for decision making based on survey responses. 

SIM participants were subsequently asked to discuss and describe what working towards 

timely discharge would look like in a way that would share accountability for patient outcomes, 

experience, and cost of care. One participant noted, “I believe this [shared accountability for 

triple aim framework outcomes] is what happens right now [although it] could possibly be 

improved” (SIM-8). Small-group analysis participants identified the theme of increased patient 

and family involvement in decision making; in particular, participants noted the importance of 

health care providers “partnering with patients and family” (SGA-1) to establish consistent and 

“realistic expectations, goals, and timelines for care” (SGA-1). 

Another topic that was identified in the small group analysis was a need for enhanced 

collaboration among care providers, patients, and families in order to enhance consistency, 

integration, and transparency (SGA-1). One participant discussed how “all members of the health 

care team, patients, and families would have the necessary knowledge and understanding to 

allow for appropriate discharge decision making and discharge planning” (SIM-8), while another 

participant identified the importance of “mutually agreed upon goals . . . [in which] patient, 

family, caregiver needs and concerns would be integrated” (SIM-7) with those brought forward 

from health professional assessment findings. 
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Multiple respondents commented on the need for increased participation in discharge 

planning rounds, with specific focus on “bringing nurses into daily rounds” (SIM-1). Participants 

asserted registered nurses need to be more actively involved in the process and to be part of 

understanding goals for discharge (SGA-3) in order for nurses to better work toward these goals 

and to be more equipped to answer questions from patients and families, who currently are also 

not participants in discharge planning rounds (SIM-1). 

Responsibility for discharge practices. In the survey, respondents were asked to identify 

with how strongly they agreed or disagreed with statements about personal responsibility for 

three key discharge practices: proactively identifying EDDs, identifying and discussing factors 

that may delay discharge, and finding solutions for discharge barriers. Based on the weighted 

average of responses for each practice, respondents identified most strongly with responsibility 

for finding solutions to barriers (2.14 weighted average) than with discussing factors that may 

delay discharge (1.89 weighted average), and least with proactively identifying an EDD (1.66 

weighted average). These findings are further illustrated in Table 2. 

The SIM participants were subsequently asked what they would need to do differently (or 

would need others to do differently) in order for accountability for timely discharge to be shared 

among patients, families, care providers, and administrators at BUH. During the small-group 

analysis, a theme of establishing clear goals and discharge date was identified, with one 

participant noting that the “discharge plan and date really need to be looked at from the 

beginning [of the hospital stay]” (SIM-2). Earlier identification of barriers to discharge was 

another topic identified during the small-group analysis, with emphasis placed on all team 
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members “addressing medical, social, and functional issues” (SIM-5), since it is often the latter 

two elements that are delayed. 
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Table 2 

Association with Responsibility for Key Discharge Practices 

Discharge Practice 

Participant 

Response 

Likert Scale 
Weighted 

Average 1 2 3 4 5 
        

I am proactive in identifying an 

estimated discharge date 

% 4.6 6.8 22.7 50.0 15.9 
1.7 

No. 2 3 10 22 7 

        

I identify and discuss any 

potential factors that may delay 

discharge 

% 0.0 0.0 2.3 61.4 36.4 

1.9 
No. 0 0 1 27 16 

        

I take responsibility for finding 

solutions to the issues which 

delay discharge 

% 0.0 0.0 6.8 54.6 38.6 

2.1 
No. 0 0 3 24 17 

        

Note. N = 44. Likert Scale Ratings: 1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 

5 = Strongly Agree. 

Responsibility for discharge outcomes. In most health care settings, no single individual 

holds accountability for the outcomes of patient experience, health outcomes, and cost of care at 

the same time (IHI, 2015). Commonly known as the triple aim framework, this goal is 

increasingly being recognized as essential for health system transformation (IHI, 2015. The 

responsibility for the desired outcomes of the triple aim framework were outlined both in the 

online survey and the SIM. 

Survey respondents were asked to identify which discharge-related activities and 

outcomes they were responsible for; I then grouped responses into categories relating to 

population health, patient experience, and cost of care. Table 3 depicts how the responses were 

categorized and the percentage of the total number of respondents that selected each response. 
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The majority of respondents identified that they had responsibility for health outcomes, whether 

it was informing patients and families about the discharge process and ongoing care needs 

(83.3%), improving a patient’s health and/or function (79.2%), or ensuring patients have access 

to the services they need (75.0%). 

Table 3 

Responsibility for Discharge Activities and Outcomes 

Multiple-Choice Answers 

Triple Aim 

Framework 

Category 

No. of 

Participants 

Percent of 

Participants 

Improving a patient’s health and/or function Health 38 79.2% 

Informing patients and families about the discharge 

process and ongoing care needs 
Health 40 83.3% 

Ensuring patients have access to the services they need  Health 36 75.0% 

Engaging patients and families in the discharge 

planning process 
Experience 37 77.1% 

Informing patients and families of their care options, 

risks and benefits, and encouraging them to share their 

values and preferences 

Experience 32 66.7% 

Establishing an estimated discharge date Cost 26 54.2% 

Monitoring hospital length of stay Cost 19 39.6% 

Managing cost of care Cost 13 27.1% 

I am not responsible for any discharge activities or 

outcomes 

 
0 0.0% 

Note. N = 48. 

Relatively fewer respondents identified that they had responsibility for the experience of 

care, with 77.1% indicating that they have responsibility to engage patients and families in the 
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discharge-planning process and only 66.7% identifying themselves as responsible for informing 

patients and families of their care options, risks, and benefits, and encouraging their sharing of 

values and preferences about timely discharge. The least number of respondents identified with 

having responsibility for cost of care, with only 54.2%, indicating responsibility for establishing 

an EDD, 39.6% monitoring hospital length of stay, and 27.1% managing cost of care. 

I further analyzed responses by the identified role of the respondent to determine if there 

were any notable patterns by profession. While there was variation about the responsibilities 

identified by each respondent, regardless of their profession, I observed some general trends. 

Responses were organized by profession and weighted to determine the extent each profession 

identified with having responsibility for each of the three outcomes and subsequently plotted in a 

Venn diagram as depicted in Figure 3.  

 

Figure 3. Responsibility for triple aim framework outcome by role. 

Note. OTs = Occupational Therapists; PCC = Patient Care Coordinators; PT = Physiotherapists; 

RN = Registered Nurses; SW = Social Workers. 
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Managers were the most consistent role to identify responsibility for monitoring length of 

stay and cost of care, with patient care coordinators being the next most consistent group to 

identify responsibility for monitoring hospital length of stay. Registered nurses, pharmacists, and 

physiotherapists identified weakly with having responsibility for the cost of care, with most other 

providers identifying primary responsibility for health and experience outcomes. Social workers 

identified most strongly with patient and family experience of care, while physicians identified 

most strongly with health outcomes. 

In the SIM, during multiple interviews and in small-group analyses, participants 

discussed increasing patient and family involvement in the care and discharge-planning process 

(SGA-1, SGA-2, SGA-3). Interestingly, there was no subsequent dialogue during the SIM about 

the relatively low percentage of respondents who identified having responsibility for the cost of 

care and how care providers could increase responsibility for the cost of care. However, 

participants did discuss the need to educate patients and families about the cost of care, with one 

participant noting, “There is a perception that the health care system is a ‘free system’” (SIM-6). 

Participants also placed emphasis was on educating patients and families about costs of acute 

care services and the resultant impact of the nonessential use of acute care services on overall 

health system budget and spending (SGA-1). In general, a theme of insufficient resources in 

hospital and the community was highlighted in multiple small-group analyses (SGA-1, SGA-3). 

Some participants perceived that insufficient resources were a barrier to having all professions 

participate in discharge discussions, especially given competing requirements for supervision of 

other staff (SIM-9) and an expectation that all health care providers should be required to 

participate in daily unit rounds (SIM-10). 
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Given that health care providers at BUH described a shared accountability model that has 

greater nurse and patient and family involvement in decision making, in which discharge plans, 

dates, and barriers are identified early in the patient’s hospital stay, and greater emphasis is 

placed on cost of care, the first finding of the research emerged as responsibility for discharge 

decision making, practices, and outcomes in a shared accountability model would differ from 

current responsibilities in place at BUH. 

Finding two: A shared accountability model would have increased elements of 

collectivism and egalitarianism in addition to stronger relationships in comparison to what 

currently exists at BUH. I found a substantive view in the literature associated accountability 

with the process of account giving, in which one party has an obligation to provide an account of 

its conduct to another party (Bovens, 2010). In response to the survey statement, “I hold the 

following people accountable for the timely discharge of patients from Burnaby Hospital,” 

participants’ responses suggested that health care providers and managers primarily perceived 

interdisciplinary team members (97.7%), patients and families (86.4%), and community care 

providers (83.1%) as being accountable to them, as depicted in Figure 4. 
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Figure 4. Survey respondents’ assessment of entities accountable to managers and providers at 

Burnaby Hospital for timely discharge. 

In response to the survey statement, “I am accountable to the following people for the 

timely discharge of patients from Burnaby Hospital,” care providers and managers reported they 

are mostly accountable to patients and families (88.6%), management (75.0%), and 

interdisciplinary team members (72.7%) for timely discharge, as illustrated in Figure 5. 
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Figure 5. Survey respondents’ assessment of the roles entities managers and providers are 

accountable to at Burnaby Hospital for timely discharge. 

Accountability can be seen as a process reflecting the interdependence of social 

relationships (Roberts, 1991). The amount of relational responsiveness, or the extent to which a 

relationship is hierarchical or horizontal, unidirectional or bidirectional, can be seen as a key 

indicator of the model of accountability in practice (Painter Morland, 2006). According to the 

survey, the greatest amount of congruence or bidirectionality is reported between survey 

respondents and patients, families, and members of the community. The least congruence or 

bidirectionality is reported between survey respondents and community care providers, 

managers, professional regulatory bodies, and the government. The survey results indicated both 

egalitarian and hierarchical accountability relationships exist; the strongest egalitarian 

accountability relationship currently exists with patients and families, followed by the 

relationships in the interdisciplinary team. The strength and direction of the accountability 

relationships at BUH are depicted in Table 4. 

Table 4 

Survey Participants’ Assessment of Relational Accountability Direction and Strength 

Participant Group I hold them accountable I am held accountable by them 

Patients and Families 86% 88% 

Burnaby/East Vancouver 

Community 

31% 31% 

Interdisciplinary Team 97% 74% 

Community Care Providers 83% 36% 

Direct Care Registered Nurses 3% 0% 

Physicians 3% 0% 

Ancillary Departments 6% 0% 
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Professional Regulatory Body 0% 19% 

Peers 43% 50% 

Managers 35% 76% 

Government 0% 43% 

 

Different themes emerged during the SIM when participants were asked who health care 

providers, patients, families, and administrators would be accountable to in a shared 

accountability model. For one, participants indicated that there is a required element of personal 

accountability (SGA-2). Benjamin (2003) described personal accountability as a capacity that 

enables individuals to bring their highest values into their work and interactions with others. The 

responses of some participants did suggest that their beliefs about personal accountability were 

deeply rooted in personal values; one participant described a strong “individual responsibility to 

contribute to a positive outcome” (SIM-5), while another reflected a value regarding contributing 

to the Canadian ideal of a universal health care system, indicating the desire to have “health 

services available . . . in the future” (SIM-8). Conversely, another question in the survey focused 

on congruence between discharge accountability values, beliefs, and discharge accountability 

practices. Survey respondents indicated the components of honest and open communication, 

respect for other’s opinions, trust, and demonstrating accountability were all valued more highly 

than they were consistently observed in practice. In discussing professional accountability 

(SGA-1, SGA-2), one participant asserted that after personal accountability, professional 

accountability provides additional clarity about roles, functions, ethical codes, and regulations 

(SIM-9). 

Participants noted that patients and families could be more accountable to themselves, 

which would require that they had an active role and increased understanding of limitations of 
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the health system and alternatives to acute care (SIM-9). The themes of increased patient and 

family participation, need for increased knowledge about the health system, and helping patients 

and families to have realistic expectations about what services could be provided arose multiple 

times during the SIM (SGA-1, SGA-2, SGA-3). Additionally, participants emphasized that 

greater accountability between patients, families, and administrators would assist with the 

consistency of messaging regarding timely return to the community (SIM-8). 

The most common response regarding who health care providers, patients, families, and 

administrators should be accountable to was “each other” (SIM-3; SIM-4; SIM-5; SIM-7; 

SIM-8). All responses indicated that these accountability relationships would be bidirectional in 

nature. Some of the discussion hinted that the prevalent accountability model at BUH is 

hierarchical, as the emphasis was consistently placed on administrators being accountable to 

providers as well as patients and families (SIM-3; SIM-4). One participant added that greater 

accountability from administrators to patients and families may result in a better experience of 

care, or feeling less of a “push to be discharged” (SIM-5). 

Given that health care providers at BUH described a shared accountability model with 

relationships that are stronger than those that currently exist and are bidirectional and horizontal 

in nature, the second finding of the research emerged as a shared accountability model would 

have increased elements of collectivism and egalitarianism in addition to stronger relationships 

in comparison to what currently exists at BUH. 

Finding three: Mutual trust, respect, and openness and honesty are highly valued; 

how these values are demonstrated in a shared accountability model would differ from 

current practice. Survey respondents were asked to indicate their level of agreement with 
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statements about beliefs, values, and behaviours related to demonstrating accountability. Survey 

responses indicated participants have strong values for honest and open communication, respect, 

and trust and the belief that it is important to demonstrate accountability. However, respondents 

consistently ranked the regularity with which they see those beliefs and values in practice with a 

lower average weighting, as demonstrated in Table 5. 

Table 5 

Accountability Values, Beliefs, and Observed Behaviours at Burnaby Hospital 

Accountability Values, Beliefs, 

and Observed Behaviours 

Participant 

Response 

Likert Scale 
Weighted 

Average 1 2 3 4 5 
        

I value honest and open 

communication about discharge 

with team members 

% 0.0 0.0 0.0 14.6 85.4 
4.9 

No. 0 0 0 7 41 

        

I consistently observe 

behaviours among team 

members, patients, and families 

that demonstrate honest and 

open communication 

% 0.0 12.5 12.5 50.0 25.0 

3.9 

No. 0 6 6 24 12 

        

I respect the various 

perspectives that my team 

members, patients, and families 

bring to discussion about care 

and discharge planning 

% 0.0 0.0 0.0 39.6 60.4 

4.6 

No. 0 0 0 19 29 

        

I consistently observe 

behaviours that demonstrate 

respect for the various 

perspectives of team members, 

patients, and families 

% 0.0 4.2 14.6 52.1 29.2 

4.1 

No. 0 2 7 25 14 
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Accountability Values, Beliefs, 

and Observed Behaviours 

Participant 

Response 

Likert Scale 
Weighted 

Average 1 2 3 4 5 

I trust that team members, 

patients, and families will take 

responsibility for achieving a 

timely discharge 

% 0.0 10.4 14.6 60.4 14.5 
3.8 

No. 0 5 7 29 7 

        

I consistently observe 

behaviours that demonstrate 

trust that team members, 

patients, and families will take 

responsibility for achieving a 

timely discharge  

% 0.0 6.3 29.2 54.2 10.4 

3.7 

No. 0 3 14 26 5 

        

I believe it is important to 

demonstrate accountability for 

timely discharge to my team, 

peers, patients and families 

% 2.1 0.0 4.2 41.7 52.1 

4.4 

No. 1 0 2 20 25 

        

I consistently observe 

behaviours that demonstrate 

accountability for timely 

discharge  

% 2.1 10.4 31.3 39.6 16.7 

3.6 

No. 1 5 15 19 8 

        

Note. N = 48. Likert Scale Ratings: 1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 

5 = Strongly Agree. 

When survey respondents were asked if they felt motivated to take responsibility for 

timely discharge, 97.9% of respondents indicated they were. However, only 68.7% indicated that 

they are given the opportunity to demonstrate accountability for timely discharge. Open 

communication, mutual respect, and trust were themes that arose in response to interview 

questions about what shared accountability would look like (SIM-1, SIM-2, SIM-7, SIM-8) and 

small-group analysis discussions (SGA-1, SGA-3). 
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SIM participants were asked to elaborate further by asking what they or others would 

need to do differently to share accountability. The theme of power and control over discharge 

plans and dates surfaced, with one participant commenting that “the PCC holds the power” 

(SIM-2). Another participant noted that there may be some relation to the perceived lack of 

opportunity and the survey result that 44.4% of respondents reported the physician, patient care 

coordinator, or manager are exclusively determining the date and time of discharge (SIM-9). 

Participants strongly asserted that early and active involvement of patients, families, and 

registered nurses in discharge planning discussions (i.e., not just as recipients of information 

about the discharge plan) was critical for providers to be able to demonstrate greater 

accountability (SGA-3). Another participant noted that discussions about discharge occur in 

different venues involving different participants: daily unit rounds are held with providers, 

patient and family meetings occur as needed, and weekly complex discharge rounds occur with 

administrators and patient care coordinators (SIM-10). 

One participant shared the belief that there is currently very little accountability and 

challenged the paradigm that each party is currently being asked to answer to others (SIM-1). 

Examples were given of physicians not adhering to care pathways, and others resultantly not 

following them given the lack of accountability—they are hampering the use of the existing 

processes and tools, such as the 48/6 care plans and bedside whiteboards (SIM-1). Participants 

noted that if no one were checking to see if each patient and his or her overall length of stay were 

appropriate, then change would not occur (SIM-1). 

Given that health care providers at BUH described a shared accountability model that has 

high levels of open and honest communication, mutual respect, and trust, the third finding 
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emerged as how these values are demonstrated in a shared accountability model would differ 

from current practice. 

Finding four: The positive and negative consequences associated with timeliness of 

discharge would be distributed and approached differently in shared accountability model 

than it is at present. Survey results related to liability may also offer insight into missed 

opportunities for demonstrating accountability. The majority of survey respondents (95.5%) 

reported the success of timely discharge rests, at least in some part, with health care providers; 

only one participant indicated feeling primary ownership of the success of a patient’s discharge. 

However, many respondents (84.9%) indicated the consequences of untimely discharge were 

distributed among the same group, with 9.1% believing that physicians were the primary owners 

of the consequences of an untimely discharge. 

While there were varied responses in the survey regarding the feasibility of increasing 

timely discharge through using practices that would celebrate successes and see untimely 

discharges as an opportunity for learning, the participants of the SIM consistently discussed that 

health care providers and administrators want to celebrate and be acknowledged for successful 

discharges and want to learn from discharges in which the desired outcomes were not achieved 

(SGA-4). When SIM participants were asked how any consequences (positive or negative) could 

be shared, SIM participants discussed the importance of involving all stakeholders—patients, 

families, health care providers, and administrators—in the process (SGA-4). One participant 

described the desired method for sharing consequences as shifting away from assigning 

individual blame to “talking and learning” (SIM-6). Another participant emphasized the 

importance of a supportive environment and a designated forum for this to occur, with shared 
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responsibility for applying learnings “to facilitate more timely discharges and mitigate negative 

consequences” (SIM-7). Given that health care providers at BUH described a shared 

accountability model in which liability is shared among stakeholders and focused on learning 

rather than blame, the fourth finding emerged as the positive and negative consequences 

associated with timeliness of discharge would be distributed and approached differently in shared 

accountability model than it is at present. 

Finding five: Shared accountability strategies were more strongly favoured than 

neoliberal accountability strategies to increase timely discharge. When survey respondents 

were asked to indicate their level of agreement or disagreement with strategies that were likely to 

achieve timely discharge at BUH, 55.8% agreed or strongly agreed that sharing responsibility for 

discharge decision-making and goals and working towards an EDD that has been clearly 

articulated, understood, and supported by all team members would be effective. However, survey 

respondents were divided in response about whether having a manager, coordinator, or a team 

that holds care providers, patients, and families accountable for timely discharge would be 

effective. Of the respondents, 69.7% agreed or strongly agreed on the proposed strategy’s 

effectiveness, while 16.3% remained neutral, and 14.0% disagreed or strongly disagreed, as 

illustrated in Table 6. 
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Table 6 

Response Breakdown for Hierarchical Strategy 

Hierarchical Strategy 

Participant 

Response 

Likert Scale 

Total 1 2 3 4 5 

Having a manager, coordinator, 

or a team that holds care 

providers, patients, and families 

accountable for timely 

discharge 

% 7.0 7.0 16.3 58.1 11.6 

43 

No. 3 3 7 25 5 

Note. N = 43. Likert Scale Ratings: 1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 

5 = Strongly Agree. 

The accountability strategies that received highest responses of agree/strongly agree for 

increasing likelihood of achieving timely discharge at BUH were associated with a 

communitarian method of accountability, which included the following: 

1. Sharing responsibility for discharge decision making and goals and working towards 

an EDD that has been clearly articulated, understood, and supported by all team 

members. 

2. Educating care providers, administrators, patients, and family members about 

discharge best practices. 

3. Allow interdisciplinary teams to define how they will take responsibility for 

improving a patient’s health outcomes, provide a quality care experience, and make 

the best use of available resources. 

The specific accountability strategies that received the highest rating of disagree or 

strongly disagree were associated with neoliberal and procedural accountability: 
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1. Introducing incentives for achieving timely discharge and sanctions for discharge 

delays. 

2. Having a manager, coordinator, or team that holds care providers, patients, and 

families accountable for timely discharge. 

3. Increasing transparency and reporting the number of timely discharges or discharge 

delays and the associated cost to care providers, patients, families, and the public. 

Given that health care providers at BUH demonstrated relatively consistent preferences, 

the fifth and final finding emerged as shared accountability strategies were more strongly 

favoured than neoliberal accountability strategies to increase timely discharge at BUH. 

Study Conclusions 

As a result of the themes identified and a review of pertinent literature, I derived four 

conclusions that aim to provide BUH leadership with an understanding of shared accountability 

as a potential accountability model for increasing timely discharge at BUH. They are listed here 

and are described in detail below: 

1. The existing components of responsibility, answerability, and trustworthiness, and 

liability for timely discharge at BUH may be creating some barriers to timely 

discharge. 

2. Providers at BUH conceptualize shared accountability as a collaborative contribution 

towards a common set of outcomes, enabled through common understanding and 

shared decision making, reinforced by individual and interpersonal elements of 

answerability, and supported by organizational learning. 
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3. In order for shared accountability for timely discharge to be enhanced, providers, 

patients, families, and administrators require shared understanding of best practices 

for timely hospital discharge and triple aim framework goals. 

4. Health professionals, patients, and families at BUH need to be given greater 

opportunity to define, own, and demonstrate accountability for timely discharge. 

Conclusion one: The existing accountability components of responsibility, 

answerability, and trustworthiness, and liability for timely discharge at BUH may be 

creating some barriers to timely discharge. The research findings suggested there are 

predominantly two models of decision making in practice at BUH: medical paternalism and 

shared decision making. Despite shared decision making growing in acceptance (Ipsos Reid, 

2011), Rodriguez-Osorio and Dominguez-Cherit (2008) proposed that models of decision 

making may be attributable to varying patient preferences around medical decision making, 

cultural beliefs, and the extent of critical illness. Conversely, this may also be related to 

providers who exercise this type of decision making in the name of efficiency, to avoid difficult 

conversations, to exercise authority, or simply as a matter of beneficence—acting out of concern 

for the patient (Groll, 2014). The findings of the inquiry also suggested that accountability for 

the outcomes of patient experience, health outcomes, and cost of care are not held by a single 

individual (IHI, 2015). 

The discrepancy between the values that professionals hold about open communication, 

respect, and trust and the consistency with which they observe those behaviours in the discharge 

planning process may be a result of some of the barriers to collaborative practice. These include 

the time requirements, perceived loss of autonomy, lack of confidence of decisions of others, 
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differences in opinion, territorialism, and lack of understanding of the education, knowledge, and 

skills of another discipline (O’Daniel & Rosenstein, 2008). 

The relationships that exist between health providers, patients, families, administrators, 

and other stakeholders can be described as individualistic and hierarchical. The existing model at 

BUH is characterized by individuals primarily being accountable to themselves and to managers 

and/or patients, weak connections existing outside of the interdisciplinary team, and 

nonreciprocal accountability connections existing between individuals (Gelfand et al., 2004). 

Lingard et al. (2012) illustrated that dynamics of health care, education, and liability systems 

continue to reinforce a hierarchical model, even if those at the top of the hierarchy may not 

acknowledge or recognize it. 

In the existing accountability model, the rewards and consequences of discharge timing 

are not perceived to reside with the same group of individuals. In traditional systems, physicians 

are believed to assume the majority of liability associated with care related decisions and 

outcomes (DiGiacinto et al., 2013). While the success of a timely discharge was perceived to be 

shared among providers, patients, and families, more of the liability for the consequences of 

untimely discharge was perceived to fall to physicians and health care providers. Carrier, 

Reschovsky, Katz, and Mello (2013) demonstrated the association between provider-perceived 

levels of risk, concerns about liability, and increased utilization of health services. Concerns 

about liability have also been demonstrated to influence decision making regarding hospital 

admissions, use of diagnostic tests, and willingness to discharge low-risk patients (Katz et al., 

2005). 
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Conclusion two: Providers at BUH conceptualize shared accountability as a 

collaborative contribution towards a common set of outcomes, enabled through common 

understanding and shared decision making, reinforced by individual and interpersonal 

elements of answerability, and supported by organizational learning. The meaning of 

accountability in health care can often be elusive and varied (Savage & Moore, 2004; Lakoff & 

Smith, 2007), yet it is increasingly called for in order to improve health system functioning 

(Brinkerhoff, 2003). Accountability is often further confused in situations in which clinicians 

from various professions must work together (Savage & Moore, 2004). While many modern 

teams espouse that accountability for decision making is collaborative and mutually respectful 

(Savage & Moore, 2004), Rowe (1999) demonstrated that there is an underlying awareness that 

physicians tend to dominate discharge decision-making processes. As such, defining 

accountability in context of the beliefs and values held by those who are involved and the 

associated observable behaviours serves to bridge the gap between collaboration and 

accountability beliefs and practice for all members of the team (Argyris & Schön, 1978). 

Successful discharge planning for patients is dependent on interprofessional 

collaborations (Shepperd et al., 2013). BUH aims to achieve timely discharge through 

interprofessional collaborative practice, a model of practice that recognizes and values the 

separate and shared knowledge and expertise of health care providers who work towards a 

common set of goals (Nolte, 2005). The simultaneous pursuit of improving the patient 

experience of care, improving health outcomes, and reducing the per capita cost of health care is 

ultimately desired as the result of timely discharge (IHI, 2015). 
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In pursuit of this goal, a SIM participant highlighted the importance of achieving 

common understanding through “open communication, mutual trust, and mutual respect” 

(SIM-4). Open communication incorporates comprehensive information sharing in all 

interactions with patients, clients, and families (Suter et al., 2009) and has been demonstrated to 

contribute to successful patient discharge (McKenna, Keeney, Glenn, & Gordon, 2000), whereas 

inadequate information can lead to reduced efficiency and effectiveness of care delivery 

(Canadian Interprofessional Health Collaborative, 2010). Mutual respect implies recognition of 

the contributions of the various members of the team and of their interdependence (San Martín-

Rodríguez, Beaulieu, D’Amour, & Ferrada-Videla, 2005) and is thus established by those who 

demonstrate respect for others, maintain honest and open communication, deliver on assigned 

responsibilities and assist others when required, and take ownership for decision making 

(Caldwell et al., 2010). Shared accountability, therefore, includes mutual respect, trust, and 

inclusive decision making (Moore & Hutchison, 2007). 

Shared decision making is a collaborative process that allows solutions to be applied that 

utilize best available evidence as well as patient values and preferences. Health professionals 

offer clinical findings, potential courses of intervention, and outline risks and benefits, and the 

patient expresses his or her goals, preferences, and values (Barry & Edgman-Levitan, 2012). 

Shared decision making requires that responsibility for discharge decisions be distributed among 

all care providers and patients; this model inherently implies that physicians, nurses, allied health 

providers, managers, patients, and families must be engaged in the discharge decision-making 

process. Shared accountability, therefore, can be seen as a process reflecting the interdependence 

of social relationships between these parties (Roberts, 1991). 
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Relational responsiveness, or the extent to which a social relationship is hierarchical or 

horizontal, unidirectional or bidirectional, is viewed as a key indicator of the model of 

accountability in practice (Painter Morland, 2006). In a shared accountability model, providers at 

BUH have indicated that greater horizontal and bidirectional accountability relationships would 

be the dominant feature of answerability, with health providers, patients, families, and 

administrators equally accountable to one another and other stakeholders (SGA-3). Horizontal 

accountability refers to a “form of accountability where the accountee is not hierarchically 

superior to the accountor” (Schillemans, 2011, p. 390), while bidirectional accountability reflects 

social equality in which standards are mutually adhered to, regardless of the status of the position 

or status of the individuals involved (Schwartz, 1994). Gelfand et al. (2004) illustrated that in 

addition to the social relationships between different health providers, an individual would also 

be accountable to oneself, “wherein one evaluates one’s actions or decisions and compares them 

with some internal standard” (p. 140). These mechanisms of accountability have been found to 

have promising effects on organizational learning (Schillemans, 2011). 

In contrast to many hierarchical or politically charged relationships, horizontal 

accountability models focus more on increasing reflective capacity, growth, and learning, rather 

than faultfinding or negativism (Schillemans, 2011). Accordingly, health care providers at BUH 

indicated a desire to see a greater focus on organizational learning, improvement, and symbolic 

celebration of successes (SGA-4). As one participant described, 

Consequences need to be presented in a supportive environment . . .with clear processes 

of accountabilities for follow-up so learnings can come from negative consequences to 

facilitate more timely discharges and mitigate issues. Celebrating the positive 
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consequences would help recognize the good work happening and build confidence 

individually and in teams. (SIM-7) 

Conclusion three: In order for shared accountability for timely discharge to be 

enhanced, providers, patients, families, and administrators require shared understanding 

of best practices for timely hospital discharge and triple aim framework goals. Appropriate 

timing of discharge from hospital is of known significance, as patients who are discharged from 

hospital too early face concomitant risks of failed discharge and readmission (Kuo & Goodwin, 

2011). Conversely, those who have long lengths of hospital stay are not only at greater risk for 

poorer health outcomes (Baker et al., 2004), but resultantly may occupy bed days in excess of 

what could be considered necessary (Kuo & Goodwin, 2011). 

Three of the key practices for timely discharge identified by Lees (2012) include early 

identification of an EDD, identification of potential barriers to discharge, and finding solutions to 

discharge barriers. These responsibilities should be part of the role of every member of the health 

care team (Ou et al., 2011); however, many health providers at BUH indicated that the date and 

time of discharge are determined by the physician, patient care coordinator, or manager. Health 

providers at BUH agreed that they consistently identify, discuss, and seek solutions to issues that 

delay discharge, but they are less proactive in identifying an EDD. 

Care providers are required to hold timeliness of assessment, estimating the length of 

stay, and discharge planning as important goals and key responsibilities of providing hospital 

care (Ou et al., 2011). In the triple aim framework, care providers, administrators, patients, and 

families are also being asked to hold accountability for the outcomes of patient experience, 

health outcomes, and cost of care at the same time (IHI, 2015). 
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There is a specific need for emphasizing shared ownership and responsibility for 

outcomes related to the cost of care. Many care providers struggle with why setting an EDD is 

important (Ballard, 2007). Lees (2008) offered that this may be due a required shift in culture for 

health professionals in which time is viewed as a valuable resource and unnecessary hospital 

stays are considered the equivalent of adverse patient outcomes. There is a general societal 

misperception that Canadian’s universal health care system is free because Canadians do not 

directly incur direct expenses for health service utilization (Fraser Institute, 2015). 

Conclusion four: Health professionals, patients, and families at BUH need to be 

given greater opportunity to define, own, and demonstrate accountability for timely 

discharge. I found a consensus in the literature and amongst study participants that effective 

discharge planning is based on the principles of involvement and input from health care 

providers, patients, and families. The patient, family, and carer should all be actively involved in 

the discharge planning process as well as consideration being given to community services 

(Anthony & Hudson-Barr, 2004; Watts et al., 2007). 

The presence of key stakeholders in discharge planning discussions is necessary for 

timely discharge to occur. Nurses are often the only profession available to patients and families 

on a continuous basis, and nurses play a primary role in providing discharge instructions to 

patients (Watts et al., 2007). Without a presence in discharge rounds, direct care nurses do not 

feel they have sufficient understanding of the complex medical, social, psychological, and 

functional dynamics being addressed within the discharge plan (SGA-3). 

From a patient perspective, there is a considerable shift in values towards shared decision 

making. Patients value having information that provides them with a level of understanding that 
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enables them to work in partnership with health care providers to make decisions regarding care 

(Ipsos Reid, 2011). From a family perspective, satisfaction with the discharge plan is identified 

as important, and there is a demonstrated relationship between discharge planning and patient 

experience outcomes (Maramba, Richards, Myers, & Larrabee, 2004). Family caregivers who 

may be responsible for providing care in the community frequently perceive discharge planning 

as lacking education, communication, and invitation to be involved in the process (Bull, Hansen, 

& Gross, 2000). A primary concern of families postdischarge is a lack of preparation to take on 

the role of caregiving outside of the hospital (Goodwin & Happell, 2006; Shepperd et al., 2013). 

From an interdisciplinary team perspective, there is strong support at BUH for allowing 

teams to define how they will take responsibility for improving a patient’s health outcomes, 

provide a quality care experience, and make the best use of available resources. Moore and 

Hutchison (2007) illustrated that improved outcomes and higher levels of satisfaction have been 

achieved through interdisciplinary and multisystem collaborations facilitated by a diverse set of 

administrators, providers, and patient representatives. Forster and van Walraven (2012) also 

emphasized the importance of providers being fully engaged in the measurement, analysis, and 

interpretation of indicators that truly measure the outcomes the team is striving to achieve—

standards defined solely by academics and governments often fail to “take into account 

important nuances at the level of the individual patient, clinic, or hospital” (p. 79). 

Scope and Limitations of the Inquiry 

This inquiry provided an opportunity for health care providers and administrators at BUH 

to offer their perspectives and vision regarding a shared accountability model for timely 

discharge. The research explored how the domains of responsibility, answerability, 
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trustworthiness, and liability could be enacted to increase the likelihood of timely discharge. 

Ultimately, my purpose in conducting this inquiry was to generate new knowledge that enabled 

the hospital operations committee and BUH executive to take a new approach to addressing 

accountability. 

The scope and limitations of this inquiry were primarily related to participant 

representation and sample size. Participants represented in the inquiry were limited to, and only 

representative of, the individuals who met inclusion criteria and self-initiated participation in the 

study. Therefore, the values, beliefs, and observations of providers at BUH were represented, 

with no contribution from others who were identified as stakeholders in the discharge process 

(e.g., community care providers, patients and families, and executive). Additionally, the response 

rate of key stakeholder groups – physicians and nurses – was relatively low when compared to 

other eligible professions.  

Triangulation was achieved through the use of two data collection methods and review of 

pertinent literature on accountability models. Sample size was smaller than initially desired, as 

the survey did not receive responses from enough members of each profession for the sample 

size to be considered statistically significant; in addition, there was no representation from 

licensed practical nurses or home health liaisons. Two fewer participants than anticipated took 

part in the SIM, with higher representation of nursing in this group method and lack of 

representation of other professions during the session (possibly due to scheduling conflicts and 

summer holidays on the August date selected for the session). 

The online survey was open for 3 weeks during the month of July, which is a time with 

considerable clinical volume and high amounts of vacation. FHA ethics required that the survey 
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was advertised through managers of each unit. Despite those constraints, a reasonable response 

was received, with 48 online surveys completed. 

Given a change in employment status and geographical constraint, I was unable to 

balance the dual roles of researcher and manager within my organization (Coghlan & Brannick, 

2014). Despite this, consideration of my previous role as Clinical Services Manager and 

recognition that participants may be influenced by prior relationships that I may have had with 

them required that I took utmost care to incorporate consent and confidentiality requirements to 

increase trustworthiness, concern for welfare, respect, and justice of participants. 

Summary 

The inquiry findings indicated a potential need to explore changes to the existing 

accountability model at BUH in order to increase the likelihood of timely discharge. The 

conclusions verified that a transition to a shared accountability model may occur by building on 

existing components of accountability at BUH, increasing shared understanding of best practices 

for timely hospital discharge and IHI’s (2015) triple aim framework goals, and giving greater 

opportunity to patients, families, and health providers to define, own, and demonstrate 

accountability for timely discharge. 

The research results indicated an opportunity for BUH’s executive team and hospital 

operations committee to support patients, families, health providers, and administrators in order 

to enhance practices of shared accountability. I recommend the executive team and hospital 

operations committee consider and leverage each conclusion in their ongoing work to improve 

access and capacity management at BUH while improving population health outcomes, patient 

experience, and cost of care. Specific strategies would include providing patients, families, and 
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providers with a greater understanding of IHI’s (2015) triple aim framework goals, implementing 

timely discharge best practices, and using facilitative leadership techniques to implement and 

sustain a model of shared accountability. Additionally, changes in system processes and tools, 

funding, organizational structure, and continuing professional development will need to be 

explored. The following chapter outlines study recommendations built upon these conclusions 

and presents a case for how BUH could take action on the findings. 
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Chapter Five: Inquiry Project Findings and Conclusions 

The final chapter combines the literature review, inquiry findings, and conclusions to 

provide five recommendations for BUH to consider as they explore alternate accountability 

strategies for increasing timely discharge. Next, the chapter provides an assessment of 

organizational risk if BUH decides not to implement the recommendations that follow. Finally, 

opportunities for further research are presented. 

Throughout the research I explored the following inquiry question: Can shared 

accountability among health professionals improve timely patient discharge at Burnaby 

Hospital? I also utilized the following subquestions: 

1. What components of accountability for timely patient discharge currently exist? 

2. How do health care providers conceptualize shared accountability? 

3. What possibilities exist for enhancing shared accountability for timely patient 

discharge? 

4. What do health professionals at Burnaby Hospital need in order to practice shared 

accountability for timely patient discharge? 

5. What are the recommendations for Fraser Health to assist in transitioning to an 

improved accountability model of discharge decision making? 

Study Recommendations 

In consideration of the societal and financial importance of health care delivery in BC, 

Forster and van Walraven (2012) pointed out that “it is imperative that individuals and 

organizations are held accountable for the role they play within it” (p. 76). If timely discharge of 

patients at BUH is to be improved, a model of shared accountability presents a promising 
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direction for BUH to become a hospital leader in discharge practices that generate optimal 

patient outcomes and experiences at the best cost. 

Participant involvement and ownership are key principles of action research. Study 

participants were asked what would need to change for care providers, administrators, patients, 

and families to share accountability for timely discharge. The survey and interview responses, in 

addition to the literature review, informed the following four recommendations, which are 

presented in detail below: 

1. Define and emphasize the value and importance of common goals for timely 

discharge. 

2. Include patients, families, and all health care providers in discharge decision-making 

processes. 

3. Support providers to achieve timely discharge through focusing on educational, role 

development, and team development needs. 

4. Address liability concerns with institutional policies and forums for increasing 

organizational learning. 

Recommendation one: Define and emphasize the value and importance of common 

goals for timely discharge. In the current health care climate, managers and care providers are 

under administrative and political pressure to keep the ALOS low. Participants who took part in 

the survey and SIM identified the need to educate managers, providers, patients, and families 

about the ultimate goals of timely discharge: improving the patient experience of care, improving 

the health of populations, and managing the per capita cost of health care. Participants described 

an existing culture in which health services are misperceived as being free and that efforts to 
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decrease length of stay are being viewed as “pushing patients out.” The majority of Canadians 

believe that more money is needed along with fundamental change in the system, despite the fact 

that Canada has high expenditures on health care per capita (Snowdon, Schnarr, Hussein, & 

Alessi, 2012). In order to change existing perceptions, transformational leadership is required to 

enhance motivation and effectiveness to strive for timely discharge through providing clarity and 

placing emphasis on the value and importance of the goals of the organization including person-

centred care (Aarons, 2006; Moynihan & Pandey, 2005). The transformational leader must not 

only communicate the vision, but also engage stakeholders in a way that inspires, motivates, and 

influences stakeholders’ beliefs, attitudes, and behaviours (Murphy, 2005). Emphasizing IHI’s 

(2015) triple aim framework as has been described by some organizations as enabling a grander 

vision that forces leaders to confront purpose and core values (IHI, 2012; McCarthy & Klein, 

2010). 

This transformation can start with an “identified population, a commitment to 

universality for its members, and the existence of an organization that accepts responsibility for 

all three aims for that population” (Berwick, Nolan, & Whittington, 2008, p. 759). By selecting a 

population of focus and working towards IHI’s (2015) triple aim framework goals, many 

organizations are seeing early successes. Implementing the IHI (2015) triple aim framework 

requires a new way of thinking about health care, and thus the Commonwealth Fund is 

examining the efforts and outcomes of organizations to learn how they are engaging in the IHI 

(2015) triple aim framework and what lessons their experience holds for others (Klein & 

McCarthy, 2010). Organizations are finding that a focus on the IHI (2015) triple aim framework 

goals results in enhanced collaboration and whole communities aligning towards meeting these 
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goals in innovative ways (Klein & McCarthy, 2010; McCarthy & Klein, 2010). Given the health 

and demographics of individuals in the Burnaby and East Vancouver communities, BUH could 

readily select a target population categorized by age, socioeconomic status, or chronic illness 

given that disease, level of disability, and psychosocial concerns that lead to acute hospitalization 

are commonly associated with prolonged bed stays (Quinn et al., 2007). 

The concern raised by participants multiple times during the SIM was that patients and 

families do not appear to have realistic expectations about their care in the hospital, which often 

has implications for patient experience of care (Bowling et al., 2012). While more investigation 

into the expectations of patients at BUH may be warranted, a European study that evaluated 

patient expectations and level of satisfaction found patients generally expected (a) care to be 

supplied by knowledgeable providers, (b) to be involved in decisions regarding their treatment, 

and (c) to experience a reduction in symptoms or problems while in hospital (Bowling et al., 

2012). Gaining a greater understanding of patients’ met and unmet expectations at BUH should 

enable providers to understand their perspectives better, and it may remain subjective as to 

whether expectations are too high or too low (Bowling et al., 2012). 

Appealing to patients, families, and providers about managing the cost of care is likely to 

pose a greater challenge. It is not only challenging, but often a contrarian perspective to ask 

individual practitioners, families, or patients to consider cost in care decisions (Abbo & 

Volandes, 2006). An appropriate goal of any health care delivery system is to improve the 

patient outcomes achieved per dollar expended; however, actual costs of patient care are poorly 

understood given existing reimbursement and allocation systems (Kaplan & Porter, 2011). While 

the services at BUH most certainly are not free, it is unclear to most managers, providers, 
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patients, and families what the cost of a hospital stay is and more importantly, what the outcome 

of care is. In absence of accurate cost and practices that measure outcomes and expenses at the 

patient level or the ability to control resource allocation at regional health authority or provincial 

levels, practitioners do have the ability to hold the resource of hospital beds as valuable and treat 

timeliness of discharge with the same importance as interventions that prevent adverse outcomes 

(Lees, 2008). Another lever in shifting this cultural system is appealing to the widely held value 

of access (Snowden et al., 2012) or the desire to have “health services available . . . in the future” 

(SIM-8), which was reflected among SIM participants. Access, however, when redefined in the 

context of today’s health care system needs, is centred less around a supply-driven system based 

on what providers offer than towards a high-value patient-centred system based on what patients 

need (Porter & Lee, 2013). Access to poor care is certainly not the objective, and Porter and Lee 

(2013) emphasized the goal of achieving value more than cost, where value is defined as “the 

health outcomes achieved that matter to patients relative to the cost of achieving those outcomes” 

(p. 24). Indeed, this should be central to the discussion of shifting acute care resources to 

community based or preventative care. The goal is not necessarily to reduce overall system 

spending; increasing value means either improving outcomes without increasing costs or 

lowering costs without compromising outcomes, or both (Porter & Lee, 2013).  

Once the goals have been clarified, effective measurement of the key indicators of 

achieving these goals is required. Most current health care indicators focus on provider and 

process issues, such as length of stay, rather than patient issues, such as health outcomes (Forster 

& van Walraven, 2012). Requirement to align performance measures will require significant 

modifications in measurement methodology at BUH, which, if undertaken, would benefit greatly 
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from provider engagement in indicator selection, measurement, analysis, and interpretation 

(Forster & van Walraven, 2012). In anticipation of such an initiative, a simpler, albeit less 

representative, analysis could occur through follow-up inquiries and case studies to obtain an in-

depth appreciation of discharge in a real-life context (Crowe et al., 2011). Participants in the 

study identified a desire to learn about what patients have experienced following their 

discharges, as there currently is no feedback mechanism to understand what went well and what 

did not go well from the patient perspective—unless a patient is readmitted to BUH. Finally, 

study participants emphasized the importance of recognizing and celebrating the successful 

achievement of timely discharge in alignment with Kouzes and Posner’s (2007) theory of 

transformational leadership. 

Recommendation two: Include patients, families, and all health care providers in 

discharge decision-making processes. Study participants agreed that patients, families, and 

health care providers all need to be part of the discharge decision-making process in order for 

timely discharge to be successful. Not only would it represent a shift in practice to bring patients 

and families into the discussion to a greater extent, but it would also require the deeper inclusion 

of direct care nurses and other health professionals in the process. Prior to making such changes, 

BUH may benefit from a formal evaluation of the patient desire for active participation in 

decisions and education about the process and outcomes (Légaré et al., 2008). In addition, direct 

care nurses are well suited and ready to identify barriers and opportunities in discharge-planning 

processes and contribute to evidence-based reform initiatives (Nosbusch, Weiss, & Bobay, 

2011). Participants also identified a strong desire to have administrators directly involved in 

discharge-planning discussions with the health providers, patients, and families, especially in 
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cases of complex discharges. Focused input from these groups about how to best incorporate 

stakeholders into the decision-making process will help guide the mechanism. 

There are multiple mechanisms whereby providers, patients, and families can participate 

in discharge-planning discussions at the same time. One such mechanism is a discharge-planning 

conference, which would not routinely be held for all patients, but instead reserved for those with 

complex discharge requirements (Almborg, Ulander, Thulin, & Berg, 2009; Carroll & Dowling, 

2007; Popejoy, 2011). Another method, rounding at bedside, has been demonstrated to improve 

patient satisfaction (Kalisch, McLaughlin, & Dabney, 2012; Tea, Ellison, & Feghali, 2008), 

increase engagement of patients and family, and improve communication (Castledine, Grainger, 

& Close, 2005). 

These processes are intended to create the structure necessary for promoting shared 

decision making, a policy based on an ethical imperative to involve patients that is increasingly 

demonstrating positive outcomes (Elwyn et al., 2010). Elwyn et al. (2010) emphasized the 

importance of three conditions required for shared decision making: provide evidence-based 

information about treatment options, offer guidance on how to evaluate the benefits and 

consequences of options, and foster a supportive clinical culture that facilitates patient 

engagement. Many health providers believe that shared decision making already occurs (Gravel, 

Légaré, & Graham, 2006), which the data from the survey also supported; however, this cannot 

be verified until patients are asked for their perspectives (Légaré et al., 2008). The Health 

Foundation (2013) has compiled the experiences of various organizations that have implemented 

a shared decision-making model; common recommendations from the report include gaining 

staff engagement and commitment, using evidence to model and train participants, and adopting 
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decision quality measures as part of an evaluation strategy. Regardless of the method or process 

used to involve patients and families, meaningful and ongoing discussions around goals of care 

are of central importance. 

Recommendation three: Support providers to achieve timely discharge through 

focusing on educational, role development, and team development needs. Survey and SIM 

participants as well as authors within the reviewed literature noted the need for staff training, 

alignment, and empowerment. For timely discharge to occur, care providers are first required to 

hold timelines of assessment, estimating length of stay, and discharge planning as important 

goals and key responsibilities of providing hospital care (Ou et al., 2011). Individuals responsible 

for establishing the EDD must have sufficient knowledge of clinical pathways of similar patients, 

as well as the ability to assess for any factors that could potentially extend a patient’s length of 

stay (Lees, 2004, 2012). While some of this knowledge and skill can be trained, it has been 

demonstrated that providers who work with caseloads of a particular population develop 

specialized skills and are more clinically efficient (Lemieux-Charles & McGuire, 2006). 

Interdisciplinary teams in which nurses have had long experience and high levels of competency 

also contribute to a higher level of trust established with physicians and other health 

professionals (Roy & Sylvain, 2004). To establish greater levels of competency with a 

population and trust within the team, this would require that health providers develop clinical 

specialty for a population, rather than rotating through different areas of care as is the current 

practice for some disciplines at BUH. Trust is needed among collaborative teams for team 

members to hold each other accountable for discharge decisions, especially in circumstances of 

conflict regarding workload, perspective, or direction of care (Branson & Armstrong, 2004). The 
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National Interprofessional Competency Framework proposed by the Canadian Interprofessional 

Health Collaborative (2010) identified six competencies required for effective interprofessional 

collaboration: interprofessional communication, patient-centred care, role clarification, team 

functioning, collaborative leadership, and interprofessional conflict resolution. BUH should 

continue to provide opportunities for hospital employees to learn and practise these competencies 

given that they are demonstrated to contribute to mutual trust and respect among teams  

(Canadian Interprofessional Health Collaborative, 2010), which should also remember to include 

patients and families. By using the framework to bring clarity to the standards and expectations 

of administrators, providers, patients, and families, the strength of the connection is enhanced 

and mutual accountability increased (Frink & Klimoski, 2004). Mutual trust and respect can be 

further enhanced among the team by addressing dynamics of power associated with a 

hierarchical model of accountability; reducing the level of hierarchical dominance encourages 

the contributions of all team members and thus enhances patient care (Gair & Hartery, 2001). 

Finally, improved outcomes and higher levels of satisfaction have been achieved through 

interdisciplinary and multisystem collaborations that have been facilitated by a diverse set of 

administrators, employees, and patient representatives (Moore & Hutchison, 2007). Building 

frontline leaders by providing skills to set out an agenda, consider relevant data, engage 

stakeholders, and facilitate consensus decision making will be important in engaging direct care 

staff in implementing shared accountability for timely discharge (Moore & Hutchison, 2007; 

Gair & Hartery, 2001). 

Recommendation four: Address liability concerns with institutional policies and 

forums for increasing organizational learning. The final recommendation for implementing a 
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shared accountability model relates to how BUH will manage the consequences of untimely 

discharge. This recommendation includes three key strategies: dispelling liability myths through 

education and implementing institutional policies for reducing risks,  using personal stories of 

patients and providers or patient reported outcomes to facilitate communication and dialogue 

about patient discharge, and consider intervention mapping and action science as quality 

improvement tools.  

There is evidence from this study that demonstrates that health providers perceive themselves to 

hold liability for untimely discharge, with very little liability attributed to patients and families. 

When liability becomes a focus of a health care provider, the aim of clinical practice may shift 

from the patient’s well-being to legal self-protection (Hauser, Commons, Bursztajn, & Gutheil, 

1991). This may be further complicated by common misconceptions in interprofessional practice 

about legal liability and scope of practice (Canadian Health Human Resources Network, 2015). 

Canadian Health Human Resources Network (2015) outlines the facts regarding case law in 

reference to interprofessional practice liability in Canada in addition to emphasizing good 

practices for reducing liability, such as documentation standards, understanding roles and 

responsibilities, and holding adequate liability insurance. The Conference Board of Canada 

(2007) recommended organizations implement institutional policies to “guide interdisciplinary 

care . . . clarify roles and responsibilities and processes related to communication, decision-

making and patient management within the team approach” (p. 21) in order to mitigate risks 

associated with collaborative initiatives. Health professionals can also manage inherent risks by 

understanding and following provincial legislation and regulations governing the practices of the 
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other members of the team, ensuring adequate supervision of staff, and following institutional 

policies (The Conference Board of Canada, 2007). 

To shift away from assigning individual blame, study participants identified that a 

supportive environment with a designated forum for learning would be required. For example, a 

forum which would bring together patients, families, acute care, primary care and community 

care providers to hold dialogue about the positive and negative aspects and outcomes of  

discharge from the hospital with the intent of learning about and improving untimely and timely 

discharge, would meet this description.  Placing the patient and family’s story central in such a 

forum would emphasize the importance of their lived and subjective experience in the discharge 

process above any interpretation or preconceived theories (Hawkins & Lindsay, 2006) in 

addition to considering the experience of care providers who assume responsibility for providing 

care in the community. Additionally, providing alternative  channels from the feedback and 

complaints process for patients and families to seek resolution and influence care providers while 

avoiding litigation could offer constructive pathways for the expression of feelings and concerns 

about their experience of care (Hauser et al., 1991). For example, collection of patient reported 

outcomes about their physical, functional, and psychological health and care experience has been 

demonstrated to facilitate patient-provider communication and promote a model of shared-

decision making (Valderas et al., 2008).  

Regardless of the mechanism with which the perspectives of those who experience the 

discharge are gathered, various frameworks can guide the learning and change process for health 

professionals. Intervention mapping is one framework that has been used to gain insight into 

hospital discharge issues and underlying causes (Hesselink et al., 2014). Intervention mapping 
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provides a systematic process for gathering quantitative data and qualitative experiences of 

patients to further analyze the problem, with the later intent to identify outcomes and objectives, 

select the theory-based methods and strategies, implement, and evaluate an intervention 

(Hesselink et al., 2014). Action science is another process whereby researchers can help 

individuals see their espoused theories, test them, and redesign their subsequent actions in light 

of their learning (Argyris, 1990). Regardless of the framework selected, the ultimate aim is 

organizational learning, or the capacity of an organization to improve performance based on 

experience and reflection (Senge, 2006). 

Organizational Implications 

The findings and conclusions of this research resulted in four recommendations, each of 

which requires action to be taken by organizational leaders and other stakeholders in the 

discharge of patients from BUH. As described in Chapter 3, the study design and analysis of the 

needs of health professionals were categorized according to structural, human resource, political, 

and symbolic paradigms (Bolman & Deal, 2008). Bolman and Deal’s (2008) model allows the 

deliberation on the recommendations through these four frames. Organizational implications of 

the recommendations of the inquiry are outlined below. 

Human resource frame. Bolman and Deal (2014) described the human resource frame 

as focusing on the needs of individuals, including their roles, skills, values, and interactions. A 

shift in all roles to have greater involvement in decision-making practices was highlighted, with 

a specific focus on the greater need for patient, family, and direct care nursing involvement. This 

change will not only require investment from the organization in relationship to allocating the 

time that will be required to broaden the participants in discharge planning discussions, but may 
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also require a considerable redesign of current discharge rounding methods in order to find a 

mechanism in which patients, families, and nurses can readily participate (Wrobleski, Joswiak, 

Dunn, Maxson, & Holland, 2014). 

Competencies and skills required to implement discharge best practices and shared 

accountability include estimating discharge dates, shared decision-making skills, 

interprofessional collaboration competencies, and facilitative leadership competencies. These 

needs will require opportunities for deepening organizational conversations about the experience 

of patients, families and staff, structured patient, family, and staff training regarding estimating 

discharge dates and shared decision-making, as well as opportunities for new professionals to 

practice under the mentorship of another practitioner (Lees, 2012). 

The values of mutual trust, respect, and honesty were highlighted as foundational ways of 

interacting in a desired state in which accountability for timely discharge is shared among 

managers, providers, patients, and families. A change to a shared accountability model also 

requires a cultural shift in which interactions are characterized by their collectivism, close bonds, 

and egalitarianism (Gelfand et al., 2004). Such a change would need to be largely related to a 

change in organizational structure and functioning. 

Structural frame. The structural frame highlights the architecture of an organization, 

specifically focusing on organizational structure and reinforcing mechanisms such as policies 

and procedures (Bolman & Deal, 2008). In order for shared accountability to be practised, the 

existing hierarchical structure of accountability within BUH would essentially need to be 

confronted. Shared accountability places a much greater emphasis on fostering relationships of 

answerability among interdisciplinary teams (managers and providers), patients, and families 
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than it does on reporting to administrators (Bovens, 2010). As an example, this might involve a 

change in process in which complex rounds are conducted as a forum to allow patient care teams 

in BUH to confer directly with care teams in the community, rather than unit teams reporting to 

hospital managers, managers to directors, and directors to executive in order for discharge 

barriers to be removed. That is not to say that vertical accountability could not continue to exist, 

as accountability to administration, government, and professional regulators remain important 

(Emanuel & Emanuel, 1996). 

The current distribution of roles on discharge planning teams contribute to a hierarchical 

structure, whether it is recognized or not. Teams in which the physician or patient care 

coordinator are primarily responsible for determining the date and time of discharge likely 

operate in an inherent hierarchical fashion with issues related to power and power structures 

(Bolman & Deal, 2008). 

Political frame. The political frame highlights the use of resources and power within the 

organization (Bolman & Deal, 2008). In a shared accountability model, power and ownership is 

intended to be distributed among managers, providers, patients, and families and requires shared 

leadership, interprofessional collaboration, and shared decision making. In a shared 

accountability model, leaders are just as accountable to their followers as followers are to 

leaders. Teams in which medical dominance prevails, or in which the patient care coordinator 

takes an authoritative (versus facilitative) role, will be challenged to distribute leadership among 

the team members. Health practitioners, even if they believe that they are currently practicing 

shared accountability, will be required to reevaluate if they are in fact including patients and 

families in the discharge decision-making process to the extent that they wish to be. 
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In order for interdisciplinary teams to be able to make local decisions and access the 

resources they require in order to facilitate timely discharge, leadership will need to place 

considerable focus on empowerment of patients and families through better understanding their 

values, beliefs, and needs as well as on team empowerment. The economics of health care 

services will likely also be impacted in response to the need to free up resources for where they 

are required most for facilitating timely discharge as well as to furthering the understanding of 

managers, providers, patients, and families about health care costs and value. 

Symbolic frame. Finally, the symbolic frame looks at the significance and meaning of 

organizational life (Bolman & Deal, 2008). Shared accountability moves away from a culture of 

blame-finding towards one that learns based on experience and reflection (Senge, 2006). The 

meaning obtained from the stories shared by patients, families, and care providers about 

discharge successes and failures can be used as a tremendously powerful tool for learning and for 

celebrating the achievement of shared goals. How these stories are told will require significant 

investment on part of the organization, whether it be through engaging providers in redesigning a 

measurement system that captures progress towards the IHI (2015) triple aim framework goals of 

improved health of populations, experience of care, and per capita cost of care or through 

creating evaluation strategies that engage patients and families to share their experiences in 

interviews or focus groups post discharge. 

Implications for Future Inquiry 

This inquiry investigated whether shared accountability at BUH could improve timely 

patient discharge. The findings and conclusions led to four recommendations designed to 

(a) define and emphasize the value and importance of common goals for timely discharge; 
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(b) include patients, families, and all health care providers in discharge decision-making 

processes; (c) support providers to achieve timely discharge through focusing on educational, 

role development, and team development needs; and (d) address liability concerns through 

organizational learning. 

If  embraced , these recommendations provide a high-level implementation path for 

introducing a shared accountability model for timely discharge through: focusing on the IHI 

(2015) triple aim framework goals; introducing shared decision making and other discharge best 

practices such as estimating discharge dates; and strengthening the connection and accountability 

mechanisms among administrators, providers, patients, and families. For a change of this scope 

to be executed, strong sponsorship from a learning and development perspective—with an 

inclination towards health system integration—is required. To this effect, the organizational 

sponsor, Sheila Finamore, Executive Director of BUH and the Community of Burnaby, is well 

positioned to champion the effort. 

There is much yet to learn about shared accountability and timely discharge. The 

following list presents further research challenges that, if pursued, would continue the 

exploration undertaken within this inquiry: 

1. Understand the perspectives of patients and families regarding a shared accountability 

model for timely discharge. The following questions could be explored: What are the 

expectations of patients and families regarding discharge from hospital? How are 

these expectations influenced by beliefs, values, and attitudes? What would the 

definition of reasonable expectations be? How can discrepancies between the 
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patients’ and families’ expectations and the services health care teams provide be 

rectified? 

2. Understand the perspectives of patients and families regarding shared decision 

making. The following questions could be explored: To what extent do patients desire 

active participation in decisions and education about the discharge process and 

outcomes? How do culture, language, education, gender, socioeconomic status, and 

health literacy influence participation in discharge decision making? What can be 

done to address any barriers in these areas for patients to become active participants 

in decision making? 

3. Understand the perspectives of physicians regarding shared decision making. The 

following questions could be explored: What would be required to foster greater 

engagement of physicians in a shared accountability model? What would physicians 

require to move to a model of shared decision making with patients? How do funding 

models contribute to physicians’ admission and discharge decisions and participation 

in discharge-planning processes? How do concerns about liability contribute to 

physicians’ admission and discharge decisions? 

4. Understand how to implement a shared accountability model on a larger systems 

level. The following questions could be explored: What would a shared accountability 

model among hospitals and community providers look like? What funding and 

performance measurement approaches would be best suited for such a shared 

accountability model? 
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Thesis Summary 

In response to the need for BUH to demonstrate accountability for timely hospital 

discharge, I explored the following inquiry question: Can shared accountability among health 

professionals improve timely patient discharge at Burnaby Hospital? As a result of a survey and 

SIM conducted with managers and health care providers at BUH, I found that responsibilities for 

timely discharge were not necessarily clear or aligned, answerability among the interprofessional 

team was inconsistent, behaviours were not observed to be consistent with values, and liability 

for rewards and consequences was not shared equally among team members. 

The research demonstrated that providers at BUH conceptualize shared accountability as 

collaborative contribution towards a common set of outcomes, enabled through common 

understanding and shared decision making, reinforced by individual and interpersonal elements 

of answerability, and supported by organizational learning. Managers and health providers 

highlighted many areas of opportunity and possibility to enhance shared accountability, which 

resulted in the recommendations to improve timely patient discharge at BUH through 

implementing components of shared accountability. The recommendations were as follows: 

(a) define and emphasize the value and importance of common goals for timely discharge; 

(b) include patients, families, and all health care providers in discharge decision-making 

processes; (c) support providers to achieve timely discharge through focusing on educational, 

role development, and team development needs; and (d) address liability concerns with forums 

for increasing organizational learning. A high-level implementation plan was provided and 

organizational implications that highlighted the different perspectives that should be considered 

if a decision to implement the recommendations were made. It is my hope that all stakeholders 
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may benefit from this research and that the outcomes of this inquiry can be applied to improve 

timely patient discharge. BUH has demonstrated care in embarking on this research and will 

undoubtedly value the contribution of all who participated. Should the organization believe in 

stakeholders’ capability and commitment to improve the health, experience, and financial 

outcomes associated with timely patient discharge,  accountability will surely follow (O’Donnell, 

2009).    
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Appendix A: Fraser Health Authority Hospital Organizational Reporting Structure 
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Appendix B: Stakeholder Involvement in Timely Discharge Inquiry 

Direct Care Nurses 

Direct care nurses have an important roles and responsibilities in ensuring the timely discharge 

of patients, however, the systems, processes, and culture of the care teams have evolved to a state 

where nurses do not demonstrate that they “know the patient and know the plan” (S. Finamore, 

personal communication, June 2, 2014). This disconnect is often a frustrating experience for 

nurses, who may be the last to know the discharge plan yet are responsible for the education and 

communication that is required for smooth care transition (Anonymous, personal 

communication, August 28, 2014). Involvement of direct care nurses in the inquiry process to 

explore how their participation in the discharge planning process may potentially reduce these 

frustrations, as well as leverage the important role they play as the most consistently present care 

provider to the patient and their families. 

Allied Health Providers 

Allied Health providers, specifically occupational therapists, physical therapists, social workers, 

pharmacists and home health liaisons consistently participate in discharge planning rounds, 

however, depending on the dynamics of the team and the style of the individual leading the 

rounds, have experienced difficulty with understanding and asserting their role in the discharge 

planning process (Anonymous, personal communication, April 12, 2014). Allied Health 

contributions to the inquiry process will offer not only perspectives on addressing functional and 

psychosocial issues in the timely discharge of patients but also promote increased professional 

identity of this group. 

Hospitalists 

Hospitalists play a key role in facilitating the timely discharge of patients. This group of 

physicians that have practiced at BUH since 2001, are responsible for “admission and ongoing 

care for patients who don’t have a family physician with admitting privileges…,liaising with 

necessary specialists and participates in the transfer of care and ongoing care from other 

services” (McGowan & Nightingale, 2003). The majority of medical patients and, specifically, 

patients with chronic medical conditions in BUH are admitted under Hospitalists. A correlation 

between Hospitalist as most responsible physician and higher than expected length of stay was 

made by the review committee (ABC Working Group, 2014); recent operational staffing changes 

and the findings of the review are placing considerable pressure on Hospitalists to provide high-

quality care patients with greater efficiency. Multidisciplinary discharge rounds, when not run 

effectively, are considered an inefficient use of time (Anonymous, personal communication, 

August 20, 2014). Those who do attend rounds often take over the role of leading the process 

with considerable knowledge and authority; this style, while focused and efficient, has left other 

members of the multidisciplinary care team struggling to contribute their professional expertise 

(Anonymous, personal communication, August 28, 2014). The inquiry may lead to learning for 

Hospitalists and other stakeholders who may improve the efficiency and effectiveness of patient 

care rounds and harness the collective knowledge of the interdisciplinary team. 
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Patient Care Coordinators 

Patient care coordinators, Registered Nurses who currently facilitate the discharge planning 

process, have expressed that they feel that the burden of coordinating the team, patient, and 

family and ensuring timely discharge rests primarily with them (Anonymous, personal 

communication, September 9, 2014). Participation for this group in the inquiry process can 

harness the key skills, knowledge, and behaviours of individuals within this role, in addition to 

exploring how responsibilities and accountability for timely discharge can better be shared 

among the team. 

Managers, Directors, and Executive Directors 

Long stay and access and flow coordinators, managers, directors, and executive directors have 

recently been asked to have an increased presence in daily discharge rounds with the 

responsibility of “asking curious questions and identifying supports needed for timely discharge” 

(C. Hart, personal communication, August 2, 2014). The increased presence of leaders in rounds 

is at times met with mixed emotions and responses, and can be perceived by care providers as 

“watching over the teams as if [they] are doing something wrong” (Anonymous, personal 

communication, August 20, 2014). Participation of leaders in the inquiry process can clarify their 

role and increase understanding of the accountabilities these stakeholders have for timely patient 

discharge. 
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Appendix C: Survey Recruitment Email 

Can sharing accountability improve health outcomes, patient experience, and health care 

spending at Burnaby Hospital? 

A research study is being conducted in Emergency, Intensive Care, Medicine, Surgery, Patient 

Assessment and Transition to Home (PATH), and Acute Care of the Elderly units at Burnaby 

Hospital to learn about accountability practices and timely discharge from the hospital. 

Hospitalists and Physicians, Registered and Licensed Practical Nurses, Patient Care 

Coordinators, Clinical Service Managers, Occupational Therapists, Physical Therapists, Social 

Workers, Pharmacists, Speech Language Pathologists, Dietitians, and Home Health Liaisons are 

eligible to participate. 

The study “Timely Patient Discharge from a Large Acute Care Hospital: Sharing 

Accountability” is being conducted by Erin (Shalley) Just. Although Erin Just was previously a 

Clinical Services Manager at Burnaby Hospital, during this research project she will be acting 

solely as researcher. Participation in the study is entirely voluntary. 

The first phase of the study is a survey designed to better understand your role and 

responsibilities for patient discharge, your values and beliefs about accountability and timely 

discharge, and what current accountability practices you observe at Burnaby Hospital. The 

survey will require you to respond to 11 survey questions and will take approximately 10 

minutes of your time. The survey will remain open until July 31, 2015. 

If you are interested in participating, please contact [email address] or go directly to [survey 

link]. 

Thank you! 
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Appendix D: Letter of Agreement for Inquiry Team Member 

In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at Royal 

Roads University, Erin Just (The Researcher) will be conducting an action research study at 

Burnaby Hospital to explore if shared accountability can improve timely discharge. The 

Researcher’s credentials with Royal Roads University can be established by Dr. Brigitte Harris, 

Director, School of Leadership, at [telephone number] or email [email address]. 

As a volunteer research advisor assisting the Researcher with this project, your role may include 

one or more of the following: providing advice on the relevance and wording of questions, 

recruitment letters, supporting the logistics of the data-gathering methods, including, observing 

or facilitating a structured interview matrix, taking notes, transcribing, or analyzing data, to assist 

the Researcher and Burnaby Hospital’s organizational change process. In the course of this 

activity, you may be privy to confidential research data. 

In compliance with the Royal Roads University Research Ethics Policy, under which this 

research project is being conducted, all personal identifiers and any other confidential 

information generated or accessed by the research team advisor will only be used in the 

performance of the functions of this project, and must not be disclosed to anyone other than 

persons authorized to receive it, both during the research period and beyond it. Recorded 

information in all formats is covered by this agreement. Personal identifiers include participant 

names, contact information, personally identifying turns of phrase or comments, and any other 

personally identifying information. 

In situations where potential participants in a work setting who have reported directly to the 

Researcher, you, as a neutral third party with no supervisory relationship with either the 

researcher or potential participants, may be asked to work closely with the Researcher to bridge 

this potential or actual conflict of interest in this study. Such requests may include asking the 

Research Team Advisor to: send out the letter of invitation to potential participants, receive 

letters/emails of interest in participation from potential participants, independently make a 

selection of received participant requests based on criteria you and the researcher will have 

worked out previously, formalize the logistics for the data-gather method, including contacting 

the participants about the time and location of the structured interview matrix, facilitate the 

interview matrix using the protocol and questions worked out previously with the Researcher, 

and producing written transcripts of the structured interview matrix for the data analysis phase of 

the study. 

This strategy means that potential participants with a previous direct reporting relationship will 

be assured they can confidentially turn down the participation request from the Researcher, as 

this process conceals from the Researcher which potential participants chose not to participate or 

simply were not selected by you, the third party, because they were out of the selection criteria. 

Research Team members asked to take on such duties in this study will be under the direction of 

the Researcher and will be fully briefed by the Researcher as to how this process will work, 

including specific expectations, and the methods to be employed in conducting the elements of 

the research, and will be given every support possible by the Researcher, except where such 

support would reveal the identities of the actual participants. 
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Personal information will be collected, be recorded, corrected, accessed, altered, used, disclosed, 

retained, secured and destroyed as directed by the Researcher, under the direction of the Royal 

Roads Thesis Supervisor. 

Research advisors who are uncertain whether any information they may wish to share about the 

project they are working on is personal or confidential will verify this with Erin Just, the 

Researcher. 

 

Statement of Informed Consent: 

I have read and understand this agreement. 

 

Name: (Please Print): __________________________________________________ 

 

Signed: _____________________________________________________________ 

 

Date: _______________________________________________________________ 
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Appendix E: Accountability Survey Interview Questions 

Timely hospital discharge may be defined as the discharge of a patient within the timeframe 

whereby patient identified needs and medical criteria for discharge are met, coordination for 

provision of ongoing medical, rehabilitation, and psychosocial services has occurred, the patient 

and family and community-based providers are prepared to assume responsibility for provision 

of ongoing care needs. Timeliness is achieved when no delays past the date of medical readiness 

for discharge occur due to gaps in assessment, planning, intervention, coordination, and 

communication between care providers, patients, and families. 

SECTION A - The following questions are meant to learn more about your role and your values 

and beliefs about timely hospital discharge. 

1. Please select the discipline that best describes your role at Burnaby Hospital. 

__Physician 

__RN 

__LPN 

__Patient Care Coordinator 

__Physiotherapist 

__Occupational Therapist 

__Social Worker 

__Speech Language Pathologist 

__Home Health Liaison 

__Pharmacist 

__Manager 

 

2. What discharge related activities do you have responsibility for? Choose all that apply. 

_ Improving a patient’s health and/or function 

_ Educating patients and families about the discharge process and ongoing care needs 

_ Informing patients and families of their care options and the risks and benefits and 

encouraging them to share their values and preferences 

_ Engaging patients and families in the discharge planning process 

_ Ensuring patients have access to the services they need 

_ Establishing an estimated discharge date 

_ Monitoring hospital length of stay 

_ Managing cost of care 

_I am not responsible for any discharge activities 

_Other: please specify 

 

3. Please evaluate the following statements and utilizing a rating scale of 1-strongly disagree, 

2-disagree, 3-neutral, 4-agree, 5-strongly agree, indicate your level of 

agreement/disagreement. 

 

a. I value honest and open communication about discharge with team members, patients, 

and families 
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b. I consistently observe behaviours among team members, patients, and families that 

demonstrate honest and open communication 

 

c. I respect the various perspectives that my team members, patients, and families bring 

to discussion about care and discharge planning 

 

d. I consistently observe behaviours that demonstrate respect for the various perspectives 

of team members, patients, and families 

 

e. I trust that team members, patients, and families will take responsibility for achieving 

a timely discharge 

 

f. I consistently observe behaviours that demonstrate trust that team members, patients, 

and families will take responsibility for achieving a timely discharge 

 

g. I believe it is important to demonstrate accountability for timely discharge to my team, 

peers, patients and families 

 

h. I consistently observe behaviours that demonstrate accountability for timely discharge 

 

 

SECTION B - The following questions are meant to evaluate how responsibility and 

accountability for timely discharge currently works at Burnaby Hospital. 

4. The responsibility for determining the timing of discharge currently belongs to: 

_Me 

_Another member of the health care team 

_The health care team, patient, and their family/supports 

_The patient and their family/supports 

 

5. Please evaluate the following statements and utilizing a rating scale of 1-strongly disagree, 

2-disagree, 3-neutral, 4-agree, 5-strongly agree, indicate your level of 

agreement/disagreement. 

 

a. I am proactive in identifying an estimated discharge date 

 

b. I identify and discuss any potential factors that may delay discharge 

 

c. I take responsibility for finding solutions to the issues which delay discharge 

 

6. To a great extent, I believe the success of a patient’s discharge currently rests with (select 

one): 

_Me 
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_Another member of the health care team 

_Me and another member of the health care team 

_The health care team (me included) 

_The health care team, patient, and their family/supports 

_The patient and their family/supports 

 

7. To a great extent, I believe the consequences of an untimely discharge currently rest with 

(select one): 

_Me 

_Another member of the health care team 

_Me and another member of the health care team 

_The health care team (me included) 

_The health care team, patient, and their family/supports 

_The patient and their family/supports 

 

8. I hold the following people to be accountable for the timely discharge of patients from 

Burnaby Hospital: (choose all that apply) 

__Members of the interdisciplinary team 

__My peers 

__Management 

__Patients and their families 

__ Community care providers 

__Members of the Burnaby/East Vancouver community 

__Other (please specify) 

 

9. I am accountable to the following people for the timely discharge of patients from 

Burnaby Hospital: (choose all that apply) 

__Members of the interdisciplinary team 

__My peers 

__Management 

__Patients and their families 

__ Community care providers 

__ Members of the Burnaby/East Vancouver community 

__Government 

__Professional regulatory body 

__Other (please specify) 

 

SECTION C - The following questions are meant to understand how the likelihood of timely 

discharge could be increased. 

10. Please evaluate the following statements and utilizing a rating scale of 1-strongly disagree, 

2-disagree, 3-neutral, 4-agree, 5-strongly agree, indicate your level of 

agreement/disagreement. 
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a. I feel motivated to take responsibility for timely discharge 

 

b. I am given the opportunity to demonstrate accountability for timely discharge 

 

11. Please evaluate the following statements and utilizing a rating scale of 1-strongly disagree, 

2-disagree, 3-neutral, 4-agree, 5-strongly agree, indicate your level of 

agreement/disagreement. I believe that the likelihood of achieving timely discharge at 

Burnaby Hospital can be increased by: 

 

a. Implementing incentives for achieving timely discharge and sanctions for discharge 

delays 

 

b. Educating care providers, administrators, patients, and family members about 

discharge best practices 

 

c. Increasing transparency and reporting the number of timely discharges/discharge 

delays and the associated cost to care providers, patients, families, and the public 

 

d. Having a manager, coordinator, or a team that holds care providers, patients, and 

families accountable for timely discharge 

 

e. Increasing the amount of timely and reliable feedback on the functioning of the team 

and achievement of timely discharge 

 

f. Including all health care providers, administrators, patients and families in discharge 

planning discussions, sharing responsibility for discharge decision making and goals, 

and working towards an estimated discharge date that has been clearly articulated, 

understood, and supported by all team members 

 

g. Having each member of the patient care team agree to take full responsibility for the 

success and/or failure of the team to improve a patient’s health outcomes, provide a 

quality care experience, and make best use of available resources 

 

h. Enabling the patient care team to directly mobilize the support(s) they need to 

successfully achieve timely discharge 

 

i. Integrating different groups within and outside of the hospital to understand how each 

influences the other and impacts timely hospital discharge 

 

j. Sharing the organizational and personal consequences – both positive and negative – 

associated with timely discharge among the team 
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Appendix F: Structured Interview Matrix Questions 

1. If care providers, patients and families, and administrators were to work towards timely 

discharge in a way that shared accountability for patient outcomes, experience, and cost 

of care, what would it look like? 

2. If the interdisciplinary care team, patients, and families, and administrators shared 

accountability, who would they be accountable to? 

3. What would you need to do differently in order for accountability for timely discharge to 

be shared among patients, families, care providers, and administrators at Burnaby 

Hospital? What would you need others to do differently? 

4. How could any consequences (positive and negative) be shared? 

5. What in Fraser Health would need to change in the following areas if care providers, 

administrators, patients, and families shared accountability for timely discharge: 

– Funding 

– Organizational Structure 

– Continuing Professional Development 

– Processes & Tools 

6. How could changes in two of the areas identified be made? 
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Appendix G: Introduction and Informed Consent For Survey 

 

Timely Patient Discharge from a Large Acute Care Hospital: Sharing Accountability 

 

 

 

Principal Investigator:  Lesley Bainbridge, BSR(PT), MEd, PhD 

 Associate Principal, College of Health Disciplines 

 The University of British Columbia 

 [telephone number] 

 

Co-Investigator(s): Erin Just, BScOT 

 Master’s Student, Royal Roads University 

 [telephone number] 

 

 Sheila Finamore, BScN, MSN 

 Executive Director, Burnaby Hospital 

INTRODUCTION 

You are invited to participate in a study of accountability for timely discharge. The objective of 

the research project is to determine if shared accountability can improve timely discharge at 

Burnaby Hospital. 

YOUR PARTICIPATION IS VOLUNTARY 

Participation in this study is voluntary; refusal to participate will involve no penalty. You are free 

to withdraw consent and discontinue participation in this survey at any time without prejudice or 

penalty. You are also free to refuse to answer any question within the survey. 

WHO IS CONDUCTING THE STUDY? 

This study of accountability is being conducted by Erin Just, and this research is part of the 

requirement for a Master’s Degree in Leadership (Health Specialization) at Royal Roads 

University. Her credentials with Royal Roads University can be established Dr. Brigitte Harris, 

Director, School of Leadership, at [telephone number] or email [email address]. Although Erin 

Just was previously a Clinical Services Manager at Burnaby Hospital, during this research 

project she will be acting solely as researcher. 

This research is being conducted under the supervision of Lesley Bainbridge, Associate 

Principal, College of Health Disciplines with the University of British Columbia and in 

partnership with Sheila Finamore, Executive Director of Burnaby Hospital. 

BACKGROUND 

Burnaby Hospital desires to become a hospital leader in discharge practices which generate 

optimal patient outcomes and experiences at the best cost. This action research methodology will 
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allow health professionals at Burnaby Hospital to define how they will share accountability for 

this desired outcome, starting with building an understanding about the values, beliefs, and other 

influences which lead them to think about and demonstrate accountability in the way they 

currently do (McNiff & Whitehead, 2006). 

WHAT IS THE PURPOSE OF THE STUDY? 

The survey is designed to better understand your role and responsibilities for patient discharge, 

your values and beliefs about accountability and timely discharge, and what current 

accountability practices you observe at Burnaby Hospital. 

WHO CAN PARTICIPATE IN THE STUDY? 

Any managerial or clinical team members at Burnaby Hospital in Emergency, Intensive Care, 

Medicine, Surgery, and Patient Assessment and Transition to Home (PATH), and Acute Care of 

the Elderly units who is involved in the discharge planning process is eligible to participate in 

this study. This includes Registered and Licensed Practical Nurses, Patient Care Coordinators, 

Clinical Service Managers, Hospitalists and Physicians, Occupational Therapists, Physical 

Therapists, Social Workers, Pharmacists, Speech Language Pathologists, Dietitians, and Home 

Health Liaisons. 

WHO SHOULD NOT PARTICIPATE IN THE STUDY? 

Staff and Physicians associated with Palliative Care, Maternity, Infant, Child and Youth (MICY), 

and Mental Health units will be excluded from the inquiry given that health professionals 

working on these units provide specialized care for these populations where the criteria for 

timely discharge significantly differs from those of the included care units. Those not directly 

involved in care planning or oversight of patient care on the included units – such as directors, 

acute care aides, and rehabilitation assistants – will also be excluded from the survey. 

WHAT DOES THE STUDY INVOLVE? 

Should you choose to participate in the study of accountability for timely discharge, you will be 

directed to a URL at the end of this page where you can respond to the survey questions. 

The survey will require you to respond to 11 survey questions. The survey can be completed on 

any computer with internet access and is anticipated to take between 15-20 minutes of your time. 

By completing the survey and clicking submit, you give free and informed consent to participate 

in this project. 

Once you have completed the survey, you will be given the option to submit your name to 

participate in a Structured Interview Matrix with other study subjects. A total of 12 subjects will 

be selected to participate in the Structured Interview Matrix. 

WHAT ARE THE POSSIBLE RISKS OF HARM AND SIDE EFFECTS OF 

PARTICIPATING? 

There are no known harms that will result from participation in the survey. Should you choose to 

participate in the Structured Interview Matrix, there is a possibility of breach of confidentiality as 
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your personal opinions will be expressed in a group setting with other study subjects. All 

subjects participating in the structured interview matrix will be required to sign a consent form 

understanding that they understand the requirement to maintain the confidentiality of fellow 

participants. 

WHAT ARE THE BENEFITS OF PARTICIPATING IN THIS STUDY? 

No one knows whether or not you will benefit from this study. There may or may not be direct 

benefits to you from taking part in this study. We hope that the information learned from this 

study can be used in the future to benefit other people and discharge processes at Burnaby 

Hospital. The researcher will be sharing the research findings with the Burnaby Hospital 

Operations Committee. In addition to submitting a final report to a Thesis Sponsor and Thesis 

Committee at Royal Roads University in partial fulfillment for a Master’s Degree in Leadership, 

a report of this research will published through the Thesis Canada Portal of Library and Archives 

Canada, and ProQuest/UMI. The researcher may also submit an abstract to a leadership 

conference or article for publication to an appropriate journal. 

WHAT HAPPENS IF I DECIDE TO WITHDRAW MY CONSENT TO PARTICIPATE? 

Your participation in this research is entirely voluntary. You may withdraw from this study at 

any time. If you decide to enter the study and to withdraw at any time in the future, there will be 

no penalty or loss of benefits to which you are otherwise entitled. 

The study investigators may decide to discontinue the study at any time, or withdraw you from 

the study at any time, if they feel that it is in your best interests. If you choose to enter the study 

and then decide to withdraw at a later time, all data collected about you during your enrolment in 

the study will be retained for analysis. 

WHAT HAPPENS IF SOMETHING GOES WRONG? 

By signing this form, you do not give up any of your legal rights. 

CAN I BE ASKED TO LEAVE THE STUDY? 

If you are not complying with the requirements of the study or for any other reason, the study 

investigator may withdraw you from the study. 

AFTER THE STUDY IS FINISHED 

The summary of survey results and final recommendation report will be shared with the hospital 

operations committee and made available to employees of Burnaby Hospital electronically. 

WHAT WILL THE STUDY COST ME? 

There are no costs associated with participating in this survey and you will not be paid for your 

participation. 

WILL MY TAKING PART IN THIS STUDY BE KEPT CONFIDENTIAL? 
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Your confidentiality will be respected. However, research records identifying you may be 

inspected in the presence of the Investigator or his or her designate by representatives of Fraser 

Health Ethical Review Board or Royal Roads Ethical Review Board for the purpose of 

monitoring the research. No information or records that disclose your identity will be published 

without your consent, nor will any information or records that disclose your identity be removed 

or released without your consent unless required by law. 

Questionnaires completed by subjects are de-identified and does not include your name, email, 

or IP address (unless provided for participation in the Structured Interview Matrix). Each 

respondent will be assigned a unique respondent number as a subject in this study. Only this 

number will be used on any research-related information collected about you during the course 

of this study, so that your identity [i.e. your name or any other information that could identify 

you] as a subject in this study will be kept confidential. Information that contains your identity 

will remain only with the Principal Investigator and/or designate. The list that matches your 

name to the unique respondent number that is used on your research-related information will not 

be removed or released without your consent unless required by law. 

Your rights to privacy are legally protected by federal and provincial laws that require safeguards 

to ensure that your privacy is respected and also give you the right of access to the information 

about you that has been provided to the sponsor and, if need be, an opportunity to correct any 

errors in this information. Further details about these laws are available on request to your study 

investigator. 

Your research-related information will not identify you in any way because all identifying 

information has been removed such that the information is now de-identified, and there is no 

possibility of linking your identity to your information. 

Your views/opinions are considered to be personal information. Survey Monkey stores 

information collected in the United States for an undetermined time period, and is, therefore, 

subject to U.S. law. By participating in the survey, you are consenting to having your personal 

information stored and accessed in the U.S. Any study related data sent outside of Canadian 

borders may increase the risk of disclosure of information because the laws in those countries, 

[e.g., the Patriot Act in the United States] dealing with protection of information may not be as 

strict as in Canada 

WHOM DO I CONTACT IF I HAVE QUESTIONS ABOUT THE STUDY DURING MY 

PARTICIPATION? 

If you have any questions or desire further information about this part of the study before or 

during participation, you can contact Erin Just at [email address] or [telephone number]. 

WHO DO I CONTACT IF I HAVE ANY QUESTIONS OR CONCERNS ABOUT MY 

RIGHTS AS A SUBJECT DURING THE STUDY? 

If you have any concerns or complaints about your rights as a research subject and/or your 

experiences while participating in this study, contact the Fraser Health Research Ethics Board 

Co-Chairs by calling [telephone number]. 
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If you wish to participate in this research study and are comfortable with the procedures 

described in this letter/form, please complete the survey and click submit. By completing 

the survey and clicking submit, you give free and informed consent to participate in this 

project. Because we do not collect identifying information such as your name, email 

address, or IP address, once responses have been submitted, they cannot be withdrawn. 
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Appendix H: Informed Consent for Interview Matrix 

 

 

Timely Patient Discharge From A Large Acute Care Hospital: Sharing Accountability - 

Structured Interview Matrix 

 

Principal Investigator:  Lesley Bainbridge, BSR(PT), MEd, PhD 

 Associate Principal, College of Health Disciplines 

 The University of British Columbia 

 [telephone number] 

 

Co-Investigator(s): Erin Just, BScOT 

 Master’s Student, Royal Roads University 

 [telephone number] 

 

 Sheila Finamore, BScN, MSN 

 Executive Director, Burnaby Hospital 

INTRODUCTION 

You are invited to participate in a study of accountability for timely discharge. The objective of 

the research project is to determine if shared accountability can improve timely discharge at 

Burnaby Hospital. 

YOUR PARTICIPATION IS VOLUNTARY 

Participation in this study is voluntary; refusal to participate will involve no penalty. You are free 

to withdraw consent and discontinue participation in this structured interview matrix at any time 

without prejudice or penalty. You are also free to refuse to answer any question within the 

interview. 

WHO IS CONDUCTING THE STUDY? 

This study of accountability is being conducted by Erin Just, and this research is part of the 

requirement for a Master’s Degree in Leadership (Health Specialization) at Royal Roads 

University. Her credentials with Royal Roads University can be established Dr. Brigitte Harris, 

Director, School of Leadership, at [telephone number] or email [email address]. Although Erin 

Just was previously a Clinical Services Manager at Burnaby Hospital, during this research 

project she will be acting solely as researcher. 
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This research is being conducted under the supervision of Lesley Bainbridge, Associate 

Principal, College of Health Disciplines with the University of British Columbia and in 

partnership with Sheila Finamore, Executive Director of Burnaby Hospital. 

BACKGROUND 

Burnaby Hospital desires to become a hospital leader in discharge practices which generate 

optimal patient outcomes and experiences at the best cost. This action research methodology will 

allow health professionals at Burnaby Hospital to define how they will share accountability for 

this desired outcome, starting with building an understanding about the values, beliefs, and other 

influences which lead them to think about and demonstrate accountability in the way they 

currently do (McNiff & Whitehead, 2006). 

WHAT IS THE PURPOSE OF THE STUDY? 

The structured interview matrix is designed to better understand how shared accountability for 

timely discharge can be fostered among health professionals at Burnaby Hospital. 

WHO CAN PARTICIPATE IN THE STUDY? 

Any managerial or clinical team members at Burnaby Hospital in Emergency, Intensive Care, 

Medicine, Surgery, and Patient Assessment and Transition to Home (PATH), and Acute Care of 

the Elderly units who is involved in the discharge planning process is eligible to participate in 

this study. This includes Registered and Licensed Practical Nurses, Patient Care Coordinators, 

Clinical Service Managers, Hospitalists and Physicians, Occupational Therapists, Physical 

Therapists, Social Workers, Pharmacists, Speech Language Pathologists, Dietitians, and Home 

Health Liaisons. 

WHO SHOULD NOT PARTICIPATE IN THE STUDY? 

Staff and Physicians associated with Palliative Care, Maternity, Infant, Child and Youth (MICY), 

and Mental Health units will be excluded from the inquiry given that health professionals 

working on these units provide specialized care for these populations where the criteria for 

timely discharge significantly differs from those of the included care units. Those not directly 

involved in care planning or oversight of patient care on the included units – such as directors, 

acute care aides, and rehabilitation assistants – will also be excluded from the survey. 

WHAT DOES THE STUDY INVOLVE? 

The Structured Interview Matrix will be held at Burnaby Hospital and will require 90 minutes of 

your time. A total of 12 subjects will be selected to participate in the Structured Interview 

Matrix. Upon arrival, consent forms will be reviewed. 

Subjects will be assigned to one of four colour coded and numbered tables, for a total of three 

participants at each table. The facilitator will review the purpose of the study, the intended 

activities for the session, and establish ground rules for participants. The facilitator will share the 

analyzed results of the survey which have been compiled and presented by the researcher with 
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the group and provide time for reflection upon the findings of the first phase of the inquiry. The 

participants will then be instructed to partner with their assigned interviewee for the first round 

of the interview matrix and will be given five minutes time to administer their questions and 

capture the responses of the interviewee verbatim. After five minutes, the interviewer will 

become the interviewee, responding to their partner’s question. This will proceed for a total of 

three rounds of interviewing/and being interviewed. 

When all interviews have been completed, each participant will return to their assigned table and 

select a recorder to capture their shared findings on a flipchart. The facilitator will provide paper 

to each table to capture the discussion, and each group will be provided with up to 15 minutes 

time to compile their results. Each group will then present their table’s findings to the larger 

group in the order that the questions were presented. 

The facilitator will debrief the group, ask final questions, and collect and send the interview 

forms and papers to the researcher for analysis. Following the analysis of the raw data from the 

structured interview matrix, the researcher will associate the findings from the research methods 

to relevant literature and produce a written report and presentation of the findings and 

recommendations arising from the inquiry process and submit for review to the inquiry team. 

WHAT ARE THE POSSIBLE RISKS OF HARM AND SIDE EFFECTS OF 

PARTICIPATING? 

There is a possibility of breach of confidentiality as your personal opinions will be expressed in a 

group setting with other study subjects. All subjects participating in the structured interview 

matrix will be required to sign a consent form understanding that they understand the 

requirement to maintain the confidentiality of fellow participants. 

WHAT ARE THE BENEFITS OF PARTICIPATING IN THIS STUDY? 

No one knows whether or not you will benefit from this study. There may or may not be direct 

benefits to you from taking part in this study. The benefit of participating in this research is that 

recommendations made from the findings may result in implementation of new practices, 

processes or tools which aim to improve patient outcomes, enhance patient and provider 

experience of care, and make sustainable use of healthcare resources. The researcher will be 

sharing the research findings with the Burnaby Hospital Operations Committee. In addition to 

submitting a final report to a Thesis Sponsor and Thesis Committee at Royal Roads University in 

partial fulfillment for a Master’s Degree in Leadership, a report of this research will published 

through the Thesis Canada Portal of Library and Archives Canada, and ProQuest/UMI. The 

researcher may also submit an abstract to a leadership conference or article for publication to an 

appropriate journal. 

WHAT HAPPENS IF I DECIDE TO WITHDRAW MY CONSENT TO PARTICIPATE? 

Your participation in this research is entirely voluntary. You may withdraw from this study at 

any time. If you decide to enter the study and to withdraw at any time in the future, there will be 

no penalty or loss of benefits to which you are otherwise entitled. The study investigators may 

decide to discontinue the study at any time, or withdraw you from the study at any time if they 
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feel that it is in your best interests. If you choose to enter the study and then decide to withdraw 

at a later time, all data collected about you during your enrolment in the study will be retained 

for analysis. 

WHAT HAPPENS IF SOMETHING GOES WRONG? 

By signing this form, you do not give up any of your legal rights, and you do not release the 

researchers from their professional and legal duties. There will be no costs to you for 

participation in this study. 

CAN I BE ASKED TO LEAVE THE STUDY? 

If you are not complying with the requirements of the study, the study investigator may ask you 

to withdraw from the study. 

AFTER THE STUDY IS FINISHED 

The summary of survey results and final recommendation report will be shared with the hospital 

operations committee and made available to employees of Burnaby Hospital electronically or by 

paper. 

WHAT WILL THE STUDY COST ME? 

There are no costs associated with participating in this survey and you will not be paid for your 

participation. 

WILL MY TAKING PART IN THIS STUDY BE KEPT CONFIDENTIAL? 

Your confidentiality will be respected. However, research records identifying you may be 

inspected in the presence of the Investigator or his or her designate by representatives of Fraser 

Health Ethical Review Board or Royal Roads Ethical Review Board for the purpose of 

monitoring the research. No information or records that disclose your identity will be published 

without your consent, nor will any information or records that disclose your identity be removed 

or released without your consent unless required by law. 

Each respondent will be assigned a unique study number as a subject in this study. Only this 

number will be used on any research-related information collected about you during the course 

of this study, so that your identity [i.e. your name or any other information that could identify 

you] as a subject in this study will be kept confidential. Information that contains your identity 

will remain only with the Principal Investigator and/or designate. The list that matches your 

name to the unique study number that is used on your research-related information will not be 

removed or released without your consent unless required by law. 

Your rights to privacy are legally protected by federal and provincial laws that require safeguards 

to ensure that your privacy is respected and also give you the right of access to the information 

about you that has been provided to the sponsor and, if need be, an opportunity to correct any 

errors in this information. Further details about these laws are available on request to your study 

investigator. 
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Your research-related information will not identify you in any way because all identifying 

information has been removed such that the information is now de-identified, and there is no 

possibility of linking your identity to your information. 

Your views/opinions are considered to be personal information. Information gathered from the 

structured interview matrix will be accessed and stored in the United States for the duration of 

the research study, and is therefore subject to U.S. law. By participating in the structured 

interview matrix, you are consenting to having your personal information stored and accessed in 

the U.S. Any study related data sent outside of Canadian borders may increase the risk of 

disclosure of information because the laws in those countries,[e.g., the Patriot Act in the United 

States] dealing with protection of information may not be as strict as in Canada. 

WHO DO I CONTACT IF I HAVE QUESTIONS ABOUT THE STUDY DURING MY 

PARTICIPATION? 

If you have any questions or desire further information about this part of the study before or 

during participation, you can contact Erin Just at [email address] or [telephone number]. 

WHO DO I CONTACT IF I HAVE ANY QUESTIONS OR CONCERNS ABOUT MY 

RIGHTS AS A SUBJECT DURING THE STUDY? 

If you have any concerns or complaints about your rights as a research subject and/or your 

experiences while participating in this study, contact the Fraser Health Research Ethics Board 

Co-Chairs by calling [telephone number]. 

SUBJECT CONSENT TO PARTICIPATE 

This consent form is not a contract and as such that the subject does not give up any legal rights 

by signing it. You are signing the form to indicate that have read, understood and appreciate the 

information concerning the study. 

o I have read and understood the subject information and consent form and am consenting 

to participate in the study Timely Patient Discharge From A Large Acute Care Hospital: 

Sharing Accountability 

o I have had sufficient time to consider the information provided and to ask for advice if 

necessary. 

o I have had the opportunity to ask questions and have had satisfactory responses to my 

questions. 

o I understand that all of the information collected will be kept confidential and that the 

result will only be used for scientific objectives. 

o I understand that my participation in this study is voluntary and that I am completely free 

to refuse to participate or to withdraw from this study at any time without effecting my 

participation in the main study and without changing in any way my current employment 

status. 
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o I understand that I am not waiving any of my legal rights as a result of signing this 

consent form. 

o I understand that there is no guarantee that this study will provide any benefits to me. 

o I have read this form, and I freely consent to participate in this study. 

o I understand the requirement to maintain the confidentiality of other subjects in this 

study. 

o I have been told that I will receive a dated and signed copy of this form. 

 

SIGNATURES 

_____________________________________________________________________________ 

Printed name of subject Signature Date 

_____________________________________________________________________________ 

Printed name of subject Signature Date 

_____________________________________________________________________________ 

Printed name of principal investigator/ 

designated representative  Signature  Date 

 

 

 

 


