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Abstract 

Background Central to Safety‑II is promoting resilience of healthcare practices. In the “Room for Resilience” research 
project we focus on the role of horizontal and vertical accountability in healthcare teams and aim to discover 
how the relation between the two impacts team reflections and discussions. In this article, we report on an explora‑
tive study at the start of the project which aimed to assess the structures and dynamics of horizontal and vertical 
accountability.

Methods A qualitative study in six teams in three hospitals in the Netherlands. For the project, each team selected 
a specific clinical process to work on (e.g. pain assessment). We interviewed healthcare professionals, managers, 
and quality advisors about these processes, how they are discussed in practice and how teams need to account 
for them. Additionally, we observed the processes and how teams discuss them in practice. In total, we conducted 35 
interviews and 67.5 h of observation. Transcripts and field notes were analyzed using thematic analysis.

Results Professionals at times varied in what they considered the right approach in the clinical process, with differ‑
ing views on the importance of certain actions. When processes were discussed, this mostly was done during clini‑
cal work, and it often concerned reflections about the care for a specific patient instead of reflecting on the team’s 
general approach of the clinical process. Organized reflections on the processes were sparse. How processes were 
conducted in practice deviated from guidelines, mainly due to staff shortages, a perceived lack of value of a guideline,  
equipment issues, and collaboration issues. For most processes, accountability to hierarchical layers consisted of quality 
indicator scores. Professionals were tasked with registering indicator data but did not find this meaningful for their work.

Conclusions The observed different perspectives within teams on what good quality care is show the importance 
of having team reflections about these processes. How vertical accountability was organized at times impacted 
the conditions for teams to discuss resilient performance. Following these findings, we recommend that reflec‑
tion on resilient practice and the role of accountability processes is organized on all levels in (and outside) 
the organization.
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Background
Safety-II is considered a new paradigm of safety and 
improvement in healthcare [1]. It has come from a belief 
that traditional approaches that focus on preventing and 
addressing risks and harms (Safety-I) are insufficient in 
understanding and further improving patient safety [2]. 
Safety-II comes from the recognition that healthcare is a 
complex adaptive system and that acceptable and unac-
ceptable outcomes in healthcare are both the result of 
performance variability in individuals and systems [2, 3]. 
Safety-II has found its way from theory to practice and 
is now included in national safety policies [4]. Central to 
Safety-II is the concept of resilience, which is increas-
ingly considered a key factor in sustaining and improving 
patient safety [2, 5, 6].

There is a myriad of conceptualizations of resilience. 
This is partly due to the range of disciplines that have 
applied resilience in theory and practice [7–9]. To add to 
the multitude of interpretations and conceptualizations, 
resilience may be applied to individuals, teams, organi-
zations and systems [10]. Most literature on resilience in 
healthcare however, has focused on the work being done 
by healthcare professionals, the so-called sharp end [10]. 
Less is known about the influence of actors and processes 
further away from the work, the so-called blunt end. 
Previous studies have suggested that more research is 
needed into contextual, structural, and relational details 
of how adaptive capacity is unfolding on multiple sys-
tem levels, and how these contribute to resilience and 
responsiveness in healthcare systems [11].The concept of 
accountability might be helpful in studying this, as it cap-
tures the relational dynamics within and between organi-
zational layers [12]. It can be used to demonstrate the 
way individuals, teams and healthcare providers account 
for their performance, which in turn may impact and 
explain how they work and are able to adjust to specific 
situations. In operationalizing resilience through the con-
cept of accountability, we define resilience as “the capac-
ity to adapt to challenges and changes at different system 
levels, to maintain high quality care” [13].

Accountability can be seen as ‘a relationship in which 
an actor feels an obligation to explain and to justify 
conduct to someone else’ [14]. Two types of account-
abilities can be distinguished, horizontal accountability 
and vertical accountability [15, 16]. Horizontal account-
ability refers to how actors on the same hierarchical 
level – for example nurses in a team – account for their 
actions to each other, whereas vertical accountability 
refers to how actors account for their actions to higher 

hierarchical levels, for example how nurses account for 
their work to managers or how hospitals account to 
external regulators [17].

Horizontal accountability is about how people com-
municate, solve problems, and build accountability for 
positive outcomes. It creates trust, whereas when there 
is little or no horizontal accountability in an organiza-
tion, people tend to engage in blaming and avoiding 
conflict [18, 19]. Horizontal accountability is an impor-
tant concept to study in relation to resilience, as key 
processes of resilience concern activities of communi-
cation, collaboration, and learning and development 
through reflexive practice [13]. These processes are at 
the core of effective team interactions [20]. Good com-
munication is a crucial aspect of resilient team perfor-
mance, as it is essential for finding out what challenges 
must be faced and what resources are available to adapt 
to these challenges [21, 22]. Reflection is an impor-
tant aspect of learning behaviour within teams that 
can improve how work is done and promote effective 
teamwork in the future [23, 24]. For this, it is important 
that team members experience psychological safety, 
so they dare to discuss concerns, share ideas, remain 
self-critical and reflect on challenging conditions in the 
past, present and future without the fear of rejection or 
blame [25]. Ultimately, the benefit of teams with a high 
psychological safety and established reflective prac-
tices is twofold: such teams will 1) be better equipped 
to adapt to emerging challenges and 2) will be better 
equipped to learn or draw lessons from adapting to 
these challenges to further improve.

Vertical accountability in healthcare is often built 
on Safety-I principles and designed from a work-as-
imagined (WAI) perspective on healthcare [26]. Audit 
criteria set and inspected by external regulators and 
institutions are an example, or guidelines translated 
toward protocols and departmental work agreements. 
What healthcare professionals actually do to make 
sure all challenges and changes are met can be diver-
gent on a daily basis, the work-as-done (WAD) [27]. 
Consequently, the concerns and impracticalities met in 
practice might not resonate well with how healthcare 
professionals need to account for their work to higher 
levels in healthcare. While this might lead to frustra-
tion and distrust upwardly in the organisation, it could 
possibly also disrupt horizontal accountability pro-
cesses and reflection on current standards in teams.

In the “Room for Resilience” research pro-
ject we focus on the role of horizontal and vertical 
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accountability in healthcare teams and aim to discover 
how the relation between the two types of account-
ability impacts team reflections on concurrent prac-
tices and discussions of resilience. In this article, we 
report on an exploratory study that was conducted at 
the start of the project. In this exploratory study, we 
aim to investigate how healthcare professionals, team 
supervisors, managers and quality advisors view qual-
ity in terms of the carried out working activities (WAD) 
in relation to the general discourse and reflections sur-
rounding quality instruments and performance (WAI). 
The objective was to assess the structures and dynam-
ics of horizontal and vertical accountability prior to the 
improvement project and as a means to provide input 
to teams to work on safety improvement themselves. 
Teams will use these insights to work on improving a 
clinical process in the second phase of the “Room for 
Resilience” project.

Methods
Study design
This study is part of a larger action research project 
in which six healthcare teams in three hospitals in the 
Netherlands worked on improving a clinical process 
using a Safety-II perspective. Different teams and hospi-
tals were included in the study to be able to distinguish 
team- and organization-specific from more general find-
ings about accountability and resilience. We approached 
hospitals in our professional network of which we knew 
they were working on Safety-II or had identified it as a 
key area for quality improvement. Teams were selected in 
consultation with quality advisors from the three hospi-
tals, based on their motivation for working on Safety-II 
and whether the project would fit in with their work and 
schedule. Each team selected a specific clinical process to 
work on, based on their perceived improvement potential 
or because they felt there were issues regarding account-
ability. Table  1 describes the teams and their clinical 
processes.

Data collection
Data collection comprised of interviews and observa-
tions. We conducted interviews with involved healthcare 
professionals from the teams, supervisors, managers, and 
quality advisors. Participants were selected in consulta-
tion with the involved quality advisor of the hospital and 
team supervisors and were informed about the research 
through an informed consent letter. Researchers did not 
have a professional or personal relationship with inter-
viewees. A topic list (Appendix 1) was developed which 
focused on three main topics: 1) how the clinical process 
is being done in practice, 2) how teams discuss, reflect 
on, and try to improve the clinical process (horizontal 

accountability), and 3) how teams account for the clini-
cal process to higher levels in the organization (verti-
cal accountability). In total, we conducted 35 interviews 
across six teams and upper management layers of the 
three hospitals. Interviews were conducted in Dutch, 
recorded and transcribed verbatim. Selected quotes for 
this publication were translated into English.

Observations were conducted in concert with the 
interviews to better understand the clinical processes, 
how they are being done in practice (WAD), and if and 
how healthcare professionals reflect on these processes 
in practice. Observations were done non-participatory 
by shadowing professionals during working hours. After 
each observation, a report of the observation with reflec-
tions from the researcher was made. In total, we con-
ducted 67,5 h of observations.

Data collection was conducted by four researchers 
experienced in qualitative research (JWW, JT, IvdV, TvM) 
and different scientific backgrounds (health services 
research, psychology, organizational learning). Data was 
collected between September 2021 and July 2022 dur-
ing the first two months of acquaintance with the teams 
before commencing the improvement project. Prior 
and during data collection we held fortnightly meetings 
to reflect on the process of data collection and share 
experiences. Preliminary findings of the interviews and 
observations were discussed with the teams as a mem-
ber-check and to determine strategies for reflection and 
learning as next steps in the project. Table 2 provides an 
overview of collected data in the teams.

Analysis
All data were thematically analysed to identify overarch-
ing themes and patterns in the data [28–30]. First, four 
researchers read the interview transcripts and obser-
vation reports and made notes, after which these were 
discussed with all researchers to come to a code tree 
based on preliminary themes. These preliminary themes 
focused on discussion about quality between profes-
sionals, different perspectives, differences between 
work-as-done and work-as-imagined, the role of verti-
cal accountability, vertical accountability in practice, the 
role of the organizational context, and resilient prac-
tices. Transcripts and reports were then analysed by four 
researchers using the code tree and afterwards discussed 
with all researchers to come to a finalized set of themes 
in the data. This led to three main themes in our data.

Ethics
The Research Ethics Review Committee (RERC) of the 
Erasmus School of Health Policy & Management con-
cluded that the research proposal sufficiently respected 
the safety and rights of participants and recognized the 
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responsibilities of the researchers involved, and as such 
approved the study (ETH2021-0121).

Results
We present our results according to three main themes: 
1) presence of horizontal accountability in teams 2) ver-
tical accountability processes, and 3) consequences for 
quality improvement. A summary of the thematic analy-
sis for each team is provided in Appendix 2.

Presence of horizontal accountability in teams
When analysing horizontal accountability mechanisms 
in teams, a few things stood out. First, there were few 
formatted or systematically organized discussions about 
quality on the six clinical processes. Second, health pro-
fessionals looked differently at the processes and what 
is the right approach to take. Consequentially, different 
working methods were present within the clinical pro-
cesses. Finally, interpretations of WAI and WAD differed 
between involved professionals. These were not only 
linked to simple normative causes but also to more fun-
damental considerations inherent to the care process or 
the work environment.

Talking about quality
Discussion of and reflection on the clinical processes by 
sharp end health professionals mainly took place regard-
ing individual patient treatment as part of the primary 
process. Asking a colleague for advice, pointing out 
lapses and discussing what should be done next, as well as 
keeping each other informed and giving feedback, were 
essential elements of daily patient treatment. This way, 
health professionals keep each other in the loop about 
the current status of care processes and stimulate learn-
ing in less experienced colleagues. For instance, patients 
who have a high risk of developing pressure ulcers yet do 
not want to have their position changed, are deliberated 
among nurses and reported between shifts:

“No, it is more with direct colleagues with whom 
you provide that care. You pass it on to the other 
colleagues, and you describe it in the patient 

record. You write down like, “in consultation”, in 
the activity plan. You show that it is not a posi-
tion change every 3 hours, you know, that there’s an 
aspect that makes it a little more problematic. But 
that way we do talk about it, it does get passed on. 
It doesn’t stay with the professionals attending at 
that time.” Participant #7 H1

When discussions occurred separate from daily activi-
ties, these primarily took the form of case reviews or dis-
cussions based on impactful incidents. These discussions 
often were unstructured and situated in the hallway or 
during end of day evaluation. For the most part, teams 
did not engage in structurally organized talks about 
practice standards or separate team reflection sessions 
regarding the state of the quality of care or how the team 
approaches or conducts the clinical process in general. As 
one health professional mentioned concerning whether 
to count instruments, discussions are not held recur-
rently but only temporarily surface after an incident:

“In the break room, we do not really discuss instru-
ment counts. If an incident has taken place, we 
talk about it for a little while. But it’s not that we 
discuss this daily, weekly, monthly or anything.” 
Participant #2 H2

Different perspectives on quality between healthcare 
professionals
Different opinions about what quality of care entails and 
how it should be achieved existed. Such differences were 
related to whom has which share within the processes 
(for example between different professions), distribution 
of responsibilities, opposing priorities or the added value 
of quality instruments such as protocols and registra-
tions. Questioning the merits of the quality instruments 
like a protocol or registration form happened throughout 
the teams. While teams unequivocally named the short-
comings in the quality instruments in relation to carry-
ing out the clinical processes, in some teams, healthcare 
professionals disagreed if strict adherence to the instru-
ments was ultimately preferred or conversely not possi-
ble at all. For some, the quality instruments were seen as 
just a convenient additional tool to normal clinical skills, 
while others viewed them as nonsensical, being an insult 
toward professional identity or creating a false sense of 
safety.

“I think that we should do those checks. It’s a nice 
feeling that you have a basis to start with. In addi-
tion, you also have your clinical view, don’t you. It’s 
not just about the controls. I mean all the checks can 
be really good yet someone can lay half dead in bed.” 
Participant #6 H3

Table 2 Interviewed participants

Team (researcher) Interviews Observations

1. Obstetrics (JWW, JT) 6 7,5h

2. Neurology and neurosurgery ward 
(JWW, JT)

6 9,5h

3. Operating rooms (IvdV) 4 18,5h

4. Emergency department (IvdV) 7 15h

5. Vascular surgery (TvM) 6 6h

6. Gastroenterology (TvM) 6 11h
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Consequently, working methods also differed within 
the teams, relating to for example the amount of experi-
ence or the feeling of a sense of control. While inexpe-
rienced healthcare professionals argued that the quality 
instruments provide a useful handhold and thus used 
them more often, more experienced healthcare profes-
sionals often agreed that clinical skill and the patient 
inform the consideration between sticking to the quality 
instruments or using them more pragmatically. In some 
processes, healthcare professionals structurally deviated 
from the prescribed work practices since aspects were 
found redundant or inappropriate, while new colleagues 
had to find out about these local adaptions on the job. 
A health professional explained about double checking 
medication:

“We are a little more relaxed about that. You 
notice new colleagues who do not belong to the 
team, they really come after you [when the assess-
ment is not done]. And then I try to put myself in 
their shoes. Look, we have agreed with each other, 
if you are busy, we will do it later. But I also under-
stand them. They just got here, first department, 
and so they follow up on this. And then I also 
think, don’t be so difficult, this will also be possible 
later. But on the other hand, I also have to lead by 
example.” Participant #3 H3

Differences between WAI and WAD
The gap between WAI and WAD had different reasons. 
Practical reasons were found in missing and ill-func-
tioning equipment, or limited availability of time and 
colleagues causing extra work when trying to follow 
the ‘imagined’ work process. The suboptimal design of 
WAI in some quality instruments within the electronic 
patient records system significantly discouraged their 
use or made it challenging clarifying their usefulness to 
patients. Also, the mutual dependencies in some clinical 
processes made it hard to work conform protocol when 
a colleague took another route. On the possibility of re-
evaluating early warning scores within 2 h as demanded 
by the system, a health professional stated:

“In terms of being compliant, it is more about, some-
thing came up, so you didn’t make it within those 
two hours. It became two hours and fifteen minutes. 
Then the computer already says: you’re out. Or when 
the patient went for an examination, since he is so 
sick. The early warning score is bad and so he goes to 
the scan. He comes back from the scan, you do your 
checks again, but then you are three hours later. 
Then the computer says: failed. Yet the patient just 
went through the scan.” Participant #9 H3

Normative reasons were also given for WAI and WAD 
differences. A sceptical stance toward the benefits for 
the patient, a focus on prevention or an absence of per-
ceived safety risks made healthcare professionals feel that 
strictly following WAI is unnecessary or not useful.

“Right, I see my patient is in excruciating pain. I’m 
not going to spend 10 hours looking for my colleague. 
I want my patient to be pain free, that’s my goal, 
that’s why I became a nurse, I want to help.” Partici-
pant #2 H3

Besides these normative causes, more fundamental 
considerations inherent to the care processes could be 
attributed to WAI and WAD misalignment. Unpredict-
ability during surgery, acutely admitted patients or han-
dling in the interest of patient treatment in ward care 
place a nuance on working strictly compliant and made 
priorities shift. Healthcare professionals in these clini-
cal processes accounted for these surprises by making 
trade-offs in directing their time and effort, anticipating 
on possible unwanted surprises or unnecessary actions in 
the interest of the clinical process or the patient.

“We also have situations where people are admit-
ted acutely. So, someone is giving birth at home 
and things are not going well and then are sent in. 
They come to the hospital, and everything has to 
be done. Well then you understand that we are not 
going to ask for the medication verification first. 
But then, when will we do it? And then it is forgot-
ten because that patient has already given birth 
and will go home tomorrow. Big deal, or whatever.” 
Participant #4 H1

Vertical accountability processes
When exploring vertical accountability regarding the 
clinical processes, we noticed that this was structured in 
several ways. Additionally, the role of managers and their 
perspective were important to understand the way health 
professionals need to account for clinical care. Finally, we 
observed different ways of how vertical accountability 
impacted the work of health professionals.

How vertical accountability processes are structured 
and organized
Differences existed in how teams had to account for the 
clinical processes to higher levels in the organization. For 
almost all processes, data needed to be registered that 
served as input for indicator scores or other quantitative 
quality information. These indicator scores had set cri-
teria, resulting in, for example, coloured results (green, 
orange, red) or sufficient and insufficient assessments, 
and are a topic of discussion between team management 
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and higher hierarchical layers in the hospital. Indicator 
scores predominantly concerned whether a process or 
activity had been registered and was seldom linked to 
actual clinical outcomes.

“Because I do think that we have quite some indi-
cators that look at the process and not so much at 
the outcomes. Though you’d prefer to look at the out-
come and then look back like: could we have seen 
this? Does a registration process really help us with 
that or not? But in practice it actually went the other 
way around: if you just register this, it will help us to 
get less pressure ulcers later. And that’s questionable. 
That is very much questionable.” Participant #1 H1

Indicator scores were mainly calculated on a team or 
department level. For the process of registering early 
warning scores and pain assessment though, indicator 
scores were calculated on an individual level, in which 
insufficient scores resulted in a ‘talk’ about improvement 
with the specific professional. Instead of focusing on 
quality improvement of the team, it focused on singling 
out the ‘cause’ of low indicator scores. Team management 
in this instance realized that this might lead to unpleas-
ant situations. The choice for individualizing these scores 
seemed to come from a sense of hopelessness and unsat-
isfying experiences with targeting the whole team. In 
other teams, management purposefully did not single out 
individuals, but targeted improvement on a team level.

“This morning A. was busy, because they couldn’t get 
the scores any further up, so they were really doing a 
bit of research in the electronic record system to see 
which professional has low scores. And that sounds 
very bad, but you just can’t do anything else. Con-
tinuing to address the group does not seem to work, 
because it is ineffective for everyone who does a good 
job and it does not contribute to improvement. On 
the one hand, that’s the beauty of the system [that 
you can single out causes] and on the other hand it 
is quite a far-reaching measure. But we are responsi-
ble. So we have to do it on an individual level.” Par-
ticipant #10 H3

Managers’ need for grip and control
Even though most managers had a clinical background, 
some realized they had been away from the floor for a 
while. This resulted in having difficulty in really under-
standing what happens in clinical work and for what 
reason, and at times in keeping up with the latest profes-
sional developments in taking care of patients.

“Well, the focus is much more on management and 
less on content. And we do try, at least, I’m talking 
about myself, I notice that I do no longer follow all 

developments in the workplace and clinical work. 
But I do trace whether we are still well-organised 
and what the quality of our care is. Of course, you 
have a lot of conversations about: how are things 
going in your department.” Participant #1 H1

For managers, to have a grip on quality and safety is 
important, making sure they have potential risks for 
patient safety in view. Between teams, managers had dif-
ferent experiences with whether they had a clear view on 
the quality and safety of the clinical process. Indicators 
designed from a WAI-perspective function as a tool to 
grasp this, but in practice then become a synonym for 
high quality. So instead of being just ‘an indication’ of 
whether quality is good or bad, it becomes the assess-
ment of whether quality is sufficient. As a quality advisor 
wondered:

A., a quality advisor, now indicates that these scores 
do not say much and are separate from good care. 
But she does wonder how management can focus 
on quality without those percentages. [observation 
notes H3]

Perceived impact of vertical accountability processes
The need to have a grip on quality might result in asking 
for as much quality information as possible, instead of a 
focused query of specific information. What comes into 
play here as well is that managers often need to account 
to their internal supervisors (e.g. hospital CEO) or exter-
nal regulators, in which they have to show that they are 
in control and, in case of insufficient indicator scores, 
are doing the right things to improve. In some cases, this 
resulted in a feeling of professionals that they are doing 
things for an accreditation organization, health insurer or 
regulator. It might leave a false sense of safety, instead of 
really being convinced that the quality and safety benefits 
from strictly following protocol or registering data.

“In practice we work differently. Whenever we think 
this is a patient who does not mobilize, gets little or 
poor nutrition and is also not resilient, we use a spe-
cific mattress. And we almost never have pressure 
ulcers, so I’m fine with that. In that vertical account-
ability, based on the reports submitted, I was told 
that I was using the beds for the wrong patients. I 
used the more expensive beds for patients to prevent 
pressure ulcers instead of letting them develop pres-
sure ulcers first and then giving them the right bed to 
counter ulcers.” Participant #5 H1

There was not only a perceived impact of the pres-
ence of vertical accountability; the quote above shows 
that vertical accountability can also be misaligned with 
the normative orientation of the care workers. Regarding 
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instrument counts, team members experienced rather 
a lack of vertical accountability as team leaders did not 
need to account for this specific process to higher lev-
els in the organization. It resulted in some professionals 
experiencing instrument counts not to be of high priority. 
This does not mean that professionals want management 
to get actively involved in instrument counts, but they 
did indicate that they would appreciate it if management 
showed more interest in how the clinical process unfolds 
in practice. This preferred visibility of management and 
showing interest in the clinical work, is something that 
came back in multiple teams and could help managers to 
get a better view on what happens in patient care as well.

They (the nurses) talk about the people from above, 
who never come to the department, but who deter-
mine what happens. Another nurse says: ‘if she 
would just follow along for a day.’ They also never 
see a quality advisor from Quality & Safety. Nobody 
knows the names of the quality advisors. They indi-
cate that sometimes someone comes to have a look 
and then says it has to be done this way. And then 5 
minutes later, once that person is gone, the nurses do 
it their own way again. [observation notes H3]

Consequences for quality improvement
From our data, it became evident that accountability may 
impact reflection and learning of teams and their resilient 
practices. At the same time, other aspects than account-
ability had an impact on reflection and learning as well. 
The design of quality structures directed discussions and 
efforts surrounding quality improvement, which in turn 
were influenced by contextual factors within and outside 
the organisation.

Accountability: a focus on registering indicators
We noticed a focus on registration of indicators instead 
of quality improvement. In these cases, the registration 
then becomes reality, meaning that if care activities or 
measurements are not registered, they are considered 
not done. This has consequences for the satisfaction and 
work experience of healthcare professionals and might 
lead to management not having a specific interest in how 
things are going and could improve, but solely focusing 
on that the numbers improve.

“A manager who steers for green checks [i.e. who goes 
by the books and aims for the registration of indica-
tor scores] does well with the board of directors, but 
this is also what makes nurses dissatisfied. My main 
concern is nurse turnover, staff retention is the most 
important.“ Participant #12 H3

This also relates to the previous observation that 
in some instances there was a felt lack of guidance or 
involvement from vertical layers, which makes that 
quality improvement for the specific process is not con-
sidered a high priority by the team. As a result, health-
care professionals might focus on the registration when 
prompted, but are not stimulated to have discussions 
about the quality of their clinical work when managers 
are going by the books and aiming for the registration of 
indicator scores.

A part of this is also how indicator scores and ‘quality 
information’ is organized and fed back to teams. Perfor-
mance was often not fed back to teams or did not meet 
their needs. If there was feedback from vertical layers, 
the feedback was at times based on incorrect numbers or 
too much focused on WAI and insufficiently in line with 
health professionals’ clinical work. This then resulted 
in discussions about the validity of numbers instead of 
reflections about the care behind these numbers and how 
they could contribute to quality improvement.

“Where do these numbers come from? I can’t follow 
it. And that irritates me because you are working on 
quality improvement in a constructive way and then 
you receive these scores, and you think ‘I think this is 
not possible at all because no people are admitted to 
the outpatient clinic’.” Participant #3 H1

Previous and ongoing attempts for quality improvement
Teams had previously worked on quality improvement 
on the selected processes, and this was almost always 
approached from a pragmatic perspective looking for 
practical solutions. Quality efforts on the nursing ward-
level for example, were mostly centred around dedicated 
task groups made responsible for spending attention and 
effort at improving the clinical process. The initiatives 
deployed by these groups initially took off quite well, but 
after some time got bogged down and it seemed hard to 
keep initiatives on the agenda and in the minds of people. 
Similar observations were made in other teams, where 
energy and motivation to learn and reflect had dropped 
because of previous experiences, or the team struggles to 
keep momentum after a reflective meeting:

“We had that FRAM-analysis, we have written out a 
lot of processes. And then it falls silent again. Now, of 
course, we have the planned appointment next week, 
but still will we send those people a reminder say-
ing ’hey, look at that flowchart to see if there are still 
things in it that you want or can do something with’? 
Because now you actually hear nothing. A number 
of people know that they have to do something with 
it and that things are not good yet. And some people 
are still very annoyed.” Participant #1 H2



Page 9 of 13Weenink et al. BMC Health Services Research         (2023) 23:1048  

Organizational context
What at times makes quality improvement difficult as 
well, are the organizational context and organizational 
mechanisms: for example, big teams without much 
social cohesion or professional interaction, when there 
is a history of intervention by an external regulator, 
or after a hospital merger when two different organi-
zational cultures need to go together. Combined with 
budget cuts, the impact of COVID-19, a feeling that 
departments work independently on their quality and a 
top-down accountability approach from the blunt-end 
toward healthcare professionals, these contextual fac-
tors impact the felt urgency and believed significance in 
healthcare professionals and their direct superiors. One 
team leader indicated how a layered organization hinders 
the efficiency of decision making in quality improvement 
processes:

“Everyone wants to have their say about it. That can 
be quite annoying. Because then you have to wait for 
that one and then that one again. And if you have a 
small organization where one or two people decide, 
then it’s done quickly. But now everyone has to agree 
with it. Everyone has to say something about it. And 
all that has waiting time. And you also have differ-
ent divisions for whom it can be different. So if you 
just had a small organization, I think it would be 
much more efficient.” Participant #6 H1

Discussion
In this study, we explored the role of horizontal and ver-
tical accountability and the impact it has on how hos-
pital teams view and discuss WAI and WAD. We found 
that horizontal accountability mechanisms are often 
related to the treatment of individual patients and less 
so to more general care processes within the team. Over-
all discussions moreover tend to be decoupled from 
actual work practices. Vertical accountability was often 
focused on the registration of indicators or keeping up 
with protocols and professionals did not experience this 
as contributing to quality improvement within teams. 
Consequently, how vertical accountability was organized 
at times impacted the conditions for teams to discuss 
resilient performance, yet other aspects such as organi-
zational context, played a role as well. In the next section, 
we reflect on the methods and subsequently discuss the 
main findings of this study.

Methodological reflection
A strength of this study is the variety of included teams 
and hospitals, which means that we can draw conclu-
sions about accountability and resilience that go beyond 

a specific organizational context. By focusing on the lay-
ered nature of healthcare and including both sharp end 
and blunt end professionals in our interviews and obser-
vations, we add to the literature on resilience and Safety-
II [11]. Another strength is the combination of interviews 
and observations in data collection, allowing us to check 
certain aspects in practice, and ask about certain obser-
vations in interviews. At same time, a limitation is that to 
be fully able to identify resilient practices, longer obser-
vations and structural embedding in the teams would 
be needed. We heard a lot about practice but were not 
always able to observe things we heard in interviews. 
Also, making use of group sensemaking would be benefi-
cial for understanding the relational dynamics in the dif-
ferent processes and on multiple levels.

In interpreting the findings, it is important to consider 
certain contextual factors of the study. First, we chose to 
use accountability as a concept to study how teams work 
on quality improvement. Although we identified other 
relevant aspects that impacted this (i.e. previous attempts 
and organizational context), using other concepts could 
result in further insights. Second, we approached hospi-
tals that had Safety-II on their agenda and selected teams 
that were motivated to work on Safety-II and had time to 
fit the project in their work. Working with less motivated 
or experienced teams and hospitals (in relation to Safety-
II) could impact the findings. Additionally, the study only 
focused on the Netherlands. In other countries, verti-
cal accountability processes regarding regulation and 
accreditation might be organized differently. The identi-
fied mechanisms and impact of such processes on hori-
zontal accountability are most likely similar though, and 
as such of international relevance as well.

Talking about quality in teams
Discussion about the clinical processes seemed to take 
place predominantly during direct patient treatment, 
limiting reflection to the individual patient level. At the 
same time, perspectives, working practices and their 
believed importance differed between healthcare pro-
fessionals within the teams. For the most part, teams 
did not engage in team discussions separate from daily 
patient treatment as a means to share and discuss differ-
ent beliefs and working methods within the clinical pro-
cesses on a meta-level. Through sharing and recalibrating 
contemporary working practices, quality of care could 
potentially become more tangible, while it could also 
help new team members to learn and progress toward an 
explicit working standard.

Little guidance and attention were seen in the verti-
cal accountability structures for having such reflective 
discussions. A missed opportunity, as literature sug-
gests that teams that are able to share and reflect show 
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great potential for innovation [23]. While often missed in 
popular research endeavors, studies of healthcare teams 
utilizing reflection resulting in improved team effective-
ness exist [31]. For example, teams have demonstrated 
successful engagement in reflection in after-action 
reviews with positive effects on speaking-up behaviour 
across hierarchy structures [32], sharing experiences 
about patient and clinical cases positively impacting 
team building and effectiveness [33], and video-assisted 
performance debriefings [34] resulting in increased 
team performance and better adherence to best prac-
tice guidelines. Other interventions aimed at improving 
patient safety have conversely created a need for reflec-
tive meetings as a side-effect [35]. Such studies frequently 
touch upon the importance of open communication and 
knowledge sharing, highlighting the importance of psy-
chological safety throughout the teams. While reflection 
arguably might stimulate a shift within the psychological 
safety of teams [32], the positive associations with (inter)
professional collaboration and learning behaviour [36–
38] cannot be omitted. Psychological safety can be an 
important aspect when considering a reflective practice 
and should not easily be neglected.

Making indicator scores contribute to instead of hinder 
reflection and learning
Indicator scores dominated vertical accountability pro-
cesses and were not only used as an indication for qual-
ity, but in fact have become the definition of quality [39, 
40]. This often leads to discussions about the validity of 
numbers between the team and management, instead of 
reflections on provided care behind these numbers, and 
to health professionals feeling distanced to quality infor-
mation in the organization. A focus on numbers without 
trying to understand the underlying story does not con-
tribute to learning. This does not mean that indicator 
scores should be dismissed altogether, but it does require 
a different role of indicator scores in accounting for 
healthcare, namely as ‘tin openers’ instead of ‘controls’ 
[2]. As such, accountability might become generative in a 
sense that it will facilitate instead of hinder learning [41]. 
Narrative accountability processes that focus on the story 
behind the numbers, could provide tools to put this into 
practice [42]. It seems important that all those involved, 
such as professionals and managers, are included in 
designing these alternative accountability processes as 
this might lead to a better understanding of each oth-
er’s position and perspectives regarding accountability 
of care and a better alignment of vertical accountability 
with clinical work in teams.

A complicating factor is that accountability of care is 
not isolated to the relation between health professionals 

and team management. Accountability processes and 
quality improvement processes are influenced by exter-
nal parties such as governmental regulators as well [43, 
44]. We observed in our study that some health pro-
fessionals felt that registering quality information was 
primarily done for external parties. This means that a 
shift towards generative accountability from a Safety-II 
perspective, also requires change from these external 
regulators. This change should be focused on providing 
structures and mechanisms that support resilience, for 
example by shifting regulatory focus from compliance 
to consistency and recoupling gaps between WAI and 
WAD [45].

Organizing room for resilience
As a result of a persisting focus on indicator percent-
ages as a synonym for quality, little time and effort 
was directed at stimulating quality talks on the work 
floor by vertical accountability processes within the 
three hospitals. Concurrently, meta-reflections about 
working practices don’t seem to emerge spontane-
ously within the studied teams. As a consequence, little 
room for discussing the value of resilience seems pre-
sent within the six clinical processes. This is a missed 
opportunity for both horizontal and vertical accounta-
bility structures, as the concept of resilience might offer 
vantage points on the functioning of health systems on 
different levels [11]. To do so, not only a clear under-
standing of what objectives resilience aims to achieve is 
important, but also what resources are used when resil-
ience is enacted [46].

Counterintuitively, vertical accountability structures 
in turn would need to be curious and supportive toward 
deviations from rigid quality instruments. The focus 
should be on appreciatively inquiring the professionals 
on their perceived and documented outcomes and their 
worries. Not only have such management approaches 
been argued to positively influence safety climates 
[47, 48], also more specific managerial and leadership 
strategies to support resilience have been formulated 
[49–51]. Since resilience can be difficult to grasp on 
multiple system levels and time scales, future research 
could benefit from frameworks accounting for such 
difficulties [52]. Even so, seeking to understand what 
restructuring and reorganization of resources and prac-
tices needs to be done to better suit resilience in hospi-
tal teams, should not be subjected to instrumentalising. 
Similar to the quality indicators, resilience frameworks 
should aid in the sensemaking of entrenched relation-
ships and discussions between system levels, not inter-
preted as a golden standard of necessary requirements 
before resilience can be present in teams.



Page 11 of 13Weenink et al. BMC Health Services Research         (2023) 23:1048  

Conclusion
The current study highlights important dynamics and 
mechanisms between different system levels. In hori-
zontal accountability, different views, working meth-
ods and an absence of discussing quality on a team level 
seem important to address. In vertical accountability, 
the added value and current approach of quality instru-
ments, as well as a lack of vertical accountability within 
the larger organisational context, need to be questioned. 
These aspects should be integrally accounted for when 
advancing quality work beyond just stating WAI-WAD 
differences or exploring expressions of resilience, as pre-
vious literature on Safety-II and resilience seems to sug-
gest [53–55].

In the second phase of the “Room for Resilience” pro-
ject, we aim to translate these findings through action 
research back to the teams and vertical accountability 
structures. Teams and managers will discuss findings and 
together choose a method or approach to work on qual-
ity according to Safety-II principles. Subsequently, teams 
and managers will explore together how resilience in the 
healthcare processes can be addressed best from multiple 
needs and perspectives. By bringing together healthcare 
professionals, team supervisors, managers and quality 
advisors in these processes and making these mecha-
nisms explicit through (reflective) group discussions, we 
take a next step in creating and operationalising room for 
resilience.
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