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INTRODUCTION 

For many professionals, public and professional accountability is an important 

element of their work context (Freeman, McWilliam, MacKinnon, DeLuca, & Rappolt, 

2009; Von Nordenflycht, 2010). They face the possibility of having to justify and explain 

their conduct to audiences outside their organization (Schlenker, Britt, Pennington, 

Murphy, & Doherty, 1994). Professional associations issue Codes of Conduct, and 

tribunals and national institutions monitor whether professionals adhere to these codes 

and the social values in place (Evetts, 2011). These institutions may sanction 

professionals if negligence is observed, and this may lead to withdrawing one’s license 

to practice. Professionals can also face public accountability through legal action by their 

clients, and be called to disciplinary, civil, or penal courts (e.g. Dekker, 2012). 

Traditionally, only professionals such as physicians, lawyers, and aircraft pilots have 

worked in a context that provides such public and professional accountability but, more 

recently, other professionals such as bankers (Ferguson, 2015) and teachers (Valli & 

Buese, 2007) increasingly experience that they may need to justify their actions. In 

addition, many professionals are faced with an increase in regulations and guidelines 

(Evetts, 2011), often fueled by safety concerns raised by clients and the public 

(Noordegraaf, 2011) who have become more demanding regarding the quality and 

safety of services (Noordegraaf, 2016). Furthermore, professionals are confronted with 

an increased media focus on incidents and failures (Millenson, 2002; Noordegraaf, 

2011), and this exposes them to the risk of losing their public reputation. These 

developments have extended and increased accountability pressures on professionals, 

and led to calls for research into how individuals perceive their accountability context 

(Hochwarter, Parker Ellen III, & Ferris, 2014). My research contributes to extending 

knowledge on this topic. 

Accountability is seen as an important driver of individual behavior (Hall, Frink, 

& Buckley, 2017). Individuals may perceive accountability as an obligation to achieve 

prescribed goals (Schlenker et al., 1994) and this may increase their determination to 

achieve these goals (Frink & Ferris, 1999; Davis, 2007). However, if individuals 

anticipate they are going to fail, they will probably try to minimize personal impact 

through disengagement and excuse-making (e.g. Schlenker et al., 1994). More than thirty 

years ago, Tetlock (1985) was already arguing in his social contingency model that 
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individuals act as pragmatic ‘intuitive politicians’ in coping with accountability and 

maintaining their image and status. However, studies about the effects of accountability 

on the organizational behavior of individuals are scarce and, further, show conflicting 

results on the direction of the relationship (Hall, Frink, & Buckley, 2017). Some 

researchers, for example, report a negative relationship between accountability and 

prosocial organizational behavior (Mitchell, Hopper, Daniels, Falvy, & Ferris, 1998) 

while others have found a U-shaped relationship between accountability and extra-role 

behaviors (Hall & Ferris, 2011). Given the importance attached to accountability in the 

work of professionals (Noordegraaf, 2016), and given the lack of empirical evidence on 

the relationship between accountability and individual behavior (Hall, Frink, & Buckley, 

2017), the focus of this thesis is on the relationship between how professionals perceive 

their individual accountability and how they behave in a context of public and 

professional accountability. My research on this topic aims to add to accountability 

theory, risk-as-feelings and job crafting theory, and I will first provide a short 

introduction on these theoretical perspectives.  

 

THEORETICAL FOUNDATIONS AND RESEARCH OBJECTIVES 

Accountability and the role of emotions 

Accountability refers to having to answer for one’s conduct (Schlenker, Weigold, 

& Dohorty, 1991). Bovens (2007; p. 452) defines accountability as a relationship 

between an actor and an audience in which the actor is obliged to explain and justify 

their conduct, and the audience can ask questions, pass judgement, and maybe sanction 

the actor. Schlenker et al. (1994) refer to a ‘responsibility triangle’ consisting of three 

key elements on which an accountable individual is judged by the audience: 1) 

prescriptions, 2) event, and 3) identity. Prescriptions contain the standards or codes of 

conduct to which an individual is expected to adhere. The event refers to how the 

specific individual handled the situation, and the consequences of the action, which is 

subject to evaluation. Identity refers to how others view an individual’s role, 

qualifications, and commitment. Together, these three elements establish the extent to 

which someone is responsible for a particular action and, if they are to be judged by an 

audience, how accountable they are. In this study, I focus on professionals’ attitudes 

towards accountability and their behavior in this challenging context. Attitude refers to 



514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM
Processed on: 25-10-2017Processed on: 25-10-2017Processed on: 25-10-2017Processed on: 25-10-2017 PDF page: 12PDF page: 12PDF page: 12PDF page: 12

Chapter 1 – General introduction 

12 

 

one’s cognitive (thoughts) and affective (emotions) evaluation of an object or situation 

(Ajzen, 2001) and is an important driver of individual behavior (Ajzen, 1991). Given that 

accountability evokes evaluative thoughts and emotions, which then drive behavior, it is 

important to consider the emotions that accountability systems evoke.  

In the literature, a distinction is made between anticipated and anticipatory 

emotions (Baumgartner, Pieters, & Bagozzi, 2008; Lerner, Li, Valdesolo, & Kassam, 

2015). Anticipated emotions are emotions that people currently expect they will 

experience after some future event occurs. Although any emotion could be anticipated, 

certain emotions such as guilt and anger are more likely than others to be anticipated 

(Baumgartner, Pieters, & Bagozzi, 2008). Studies have shown that anticipated emotions 

have a powerful influence on work behavior (Baumgartner, Pieters, & Bagozzi, 2008) 

and health behavior (Lawton, Conner, & McEachan, 2009), and that interventions that 

take these emotions into account may be effective in changing health behavior (Lawton, 

Conner, & McEachan, 2009). The risk-as-feelings theory (Loewenstein et al., 2001; 

Lerner & Loewenstein, 2003; Golman, Hagmann, & Loewenstein, 2016) stresses the role 

of anticipatory emotions, i.e., emotions that people currently experience in reaction to the 

likelihood of some future event occurring. Loewenstein et al. (2001) argue that, in risky 

situations, emotional reactions diverge from evaluative thoughts and, in those contexts, 

emotions often drive behavior. The prototypical category for negative anticipatory 

emotions is ‘fear’, which includes worry and feelings of discomfort (Baumgartner,  

Pieters, & Bagozzi, 2008). Emotions such as fear, disgust, and anger have been shown to 

guide choice in various judgmental tasks and situations (Lerner & Keltner, 2001). Worry 

leads to risk-avoidance behavior (Maner et al., 2007) and fear is associated with 

heightened perceptions of negative outcomes (Maner and Gerend, 2007). In a recent 

paper, Lerner et al. (2015) highlight gaps in the organizational behavior literature 

related to empirical research on emotions: 

“The field of emotion and decision making is growing at an accelerating rate but is 

far from mature. Most subareas contain few competing theories, and many areas 

remain relatively unexplored. Existing studies can raise as many questions as they 

answer. The research pathways ahead therefore contain many fundamental 

questions about human behavior, all ripe for study.” (Lerner et al., 2015, p. 817). 
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Accountability can act as a work stressor causing job tension and emotional 

exhaustion (Hall et al., 2006) and a depressed mood at work (Lanivich, Brees, 

Hochwarter, & Ferris, 2010). Within health care, for example, the threat of 

accountability can lead to physicians adapting their behaviors in ways that run counter 

to patient safety. Some studies report behaviors such as ‘defensive medicine’ (Studdert 

et al., 2005), a failure to report incidents (Pfeiffer, Manser, & Wehner, 2010), or to 

disclose incidents to patients (O’Connor, Coates, Yardley, & Wu, 2010). In this thesis, I 

therefore pay specific attention to the emotions evoked within professionals in a context 

of public and professional accountability. In order to start filling the knowledge gaps on 

the role of emotions from an actor’s perspective in relation to their behavior in a public 

and professional accountability context, my first two research objectives are as follows: 

Research objective 1: To increase knowledge about the attitudes, specifically 

emotions, and the potential variations in attitudes that professionals have towards 

the public and professional accountability context in which they work.  

Research objective 2: To uncover how professionals’ attitudes to public and 

professional accountability contribute to behaviors that run counter to the safety of 

their clients. 

 

Job crafting  

Job crafting refers to actions that proactively modify work tasks, personal 

interactions, or work cognitions (Wrzesniewski & Dutton, 2001) in order to achieve 

personal, self-serving work-related goals (Tims & Bakker, 2010). Researchers have 

highlighted accountability as a work context that potentially triggers job-crafting 

behavior (Grant & Parker, 2009). However, little is known about what employees 

themselves can do to reduce the pressures they might be experiencing from working in 

an increasingly evident accountability context and to deal with this environment. 

Uncovering how employees themselves act in dealing with this environment, and which 

personal aims guide this self-acting, will provide knowledge which will help physicians 

and their clinical leaders, and other professionals, to deal smoothly with these 

challenging demands. In crafting their jobs, employees change the number or type of 

tasks, the quality or amount of interaction with others at work, and the way they see 

their job (Wrzesniewski & Dutton, 2001). Wrzesniewski and Dutton (2001) suggest that 
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the motivation for crafting stems from (1) the need to have control over one’s job, (2) 

the desire to create a positive image of oneself in one’s own and others’ eyes, and (3) the 

need to interact with other human beings. Employees generally work within a system of 

‘bureaucratic’ or ‘hierarchical’ accountability (Burke, 2005) where they are often in a 

hierarchical relationship with their managers. They are entitled to expect specific tasks 

and roles while being guided and monitored (Romzek & Dubnik, 1987). Within 

hierarchical work relationships, accountability stimulates people to craft their job in 

order to create a positive image of themselves (Grant & Ashford, 2008; Lyons, 2008), to 

maintain their work-related wellbeing (Berg, Grant, & Johnson, 2010; Tims, Bakker, & 

Derks, 2015), and to perform well (Bakker, Tims, & Derks, 2012; Leana, Appelbaum, & 

Shevchuk, 2009). Research has shown that, in a hierarchical context, accountability can 

stimulate employees to proactively revise tasks (Staw & Boettger, 1990), to introduce 

new working methods or improve work procedures (Fuller, Marler, & Hester, 2006), to 

be more alert and interested in performance information (Mero, Guidice, & Anna, 2006), 

and/or to demonstrate creativity and innovation (Hochwarter et al., 2007).  

However, in contrast, many professionals work in a system of ‘public and 

professional accountability’ in which they are bound to professional rules of conduct set 

by public laws and professional institutions (Evetts, 2011). Although the sanctioning 

powers of these institutions may lead to compliance with intended behaviors (Freeman, 

McWilliam, MacKinnon, DeLuca, & Rappolt, 2009), they can also trigger negative 

thoughts and emotions (Frink et al., 2008; Hall, Frink, & Buckley, 2017) referred to as 

the ‘dark side’ of accountability (Frink & Klimoski, 2004). The fear is that this dark side 

might trigger behaviors that run contrary to the goals of the accountability system, such 

as disengaging oneself to minimize personal responsibility (Schlenker et al. 1994). While 

it has been argued that it is important to take the context in which individuals operate 

into account when studying organizational behavior (Johns, 2006), it is not clear how 

the public and professional accountability context influences the types of job-crafting 

behavior employed. Furthermore,  the personal aims that people strive for when crafting 

their job have hardly been studied and could, within this strong context, differ from 

those related to job performance (Bakker, Tims, & Derks, 2012; Leana, Appelbaum, & 

Shevchuk, 2009) and wellbeing (Berg, Grant, & Johnson, 2010; Tims, Bakker, & Derks, 

2015) that have been identified in earlier research. In my research, I therefore focus on 

how professionals craft their job, and their aims in crafting, in the context of public and 



514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM514791-L-bw-Renkema-SOM
Processed on: 25-10-2017Processed on: 25-10-2017Processed on: 25-10-2017Processed on: 25-10-2017 PDF page: 15PDF page: 15PDF page: 15PDF page: 15

  Chapter 1 – General introduction 

15 

 

professional accountability. Given the potential dark side of accountability, I especially 

look to identify new ways of job crafting, and other aims of people in crafting their jobs, 

than the ones identified in previous research.  

Only limited attempts have been made to elaborate the theory of job crafting 

since the term was introduced by Wrzesniewski and Dutton (2001). Tims and Bakker 

(2010) have offered a different perspective on job crafting that refers to the Job 

Demands and Resources (JD/R) model (Bakker & Demerouti, 2008; Demerouti, Bakker, 

Nachreiner, & Schaufeli, 2001). Tims and Bakker define job crafting as: “…a specific form 

of active behavior on the part of the employee in which he/she makes proactive changes 

in the level of job demands (e.g., decrease workload, or emotional demands that are too 

high; or increase demands when in need of more challenge) and job resources (e.g., 

increase social support, autonomy, feedback)” (2010, p. 1). I have adopted this second 

perspective in my research into how professionals behave in the context of public and 

professional accountability and to investigate whether they make proactive changes in 

their job demands and resources to cope with their potential accountability. Previous 

research shows that one of the interesting research questions is whether professionals, 

when in a very challenging job environment, craft their jobs to increase their own 

wellbeing (Tims, Bakker, & Derks, 2013). A second interesting question is whether 

professionals tend to change their job resources rather than their job demands. Previous 

research has suggested that job demands are more of a given; that is, that work 

characteristics require large-scale interventions if they are to be changed (Cooley & 

Yovanoff, 1996), whereas job resources are relatively easy to alter in the short-term 

(Hakanen, Bakker, & Schaufeli, 2006, in: Tims, Bakker, & Derks, 2013). The third 

objective of this thesis is formulated as: 

Research objective 3: To deepen understanding of how, in a context of public and 

professional accountability, professionals craft their job, and to identify the aims of 

this job crafting.  

 

DATA COLLECTION 

One field where professionals’ public and professional accountability is very 

prominent is health care (Dekker, 2007). Physicians are obliged to work in line with 

professional standards that are set and checked by regulatory bodies (Chaudhry, Gifford, 
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& Hengerer, 2015). Furthermore, physicians can be held accountable by patients 

through civil, disciplinary, and penal courts (Khaliq, Dimassi, Huang, Narine, & Smego, 

2005; Mello, Studdert, Kachalia, & Brennan, 2006). Table 1.1 summarizes several 

potential accusations that a physician might face. Although high professional and ethical 

standards are intrinsic to physicians’ work, potential litigation (i.e. legal action) could 

induce them to behave in ways that run counter to the safety of their patients. These 

behaviors include defensive actions in response to litigation risk (Studdert et al., 2005) 

such as carrying out unnecessary medical procedures (DeKay & Asch, 1998) or avoiding 

high-risk procedures and patients (O'Leary, Choi, Watson, & Williams, 2012). Other 

behaviors that can be seen as running counter to the safety of patients include 

physicians’ reluctance to report incidents (Pfeiffer, Manser, & Wehner, 2011), or disclose 

them to the patients themselves, in case this leads to litigation (e.g. Iedema, Allen, 

Sorensen, & Gallagher, 2011). 

 

Table 1.1 List of potential accusations against physicians 

Accusation 

category 

Institutions involved Litigation type Consequences 

� Financial 

claim 

� Liability insurer � Out of court � Increased insurance fee 

� Civil court � Civil � Indemnity payment 

� Disciplinary 

charge 

� Employer (e.g. 

hospital) 

� Out of court � Disciplinary measures 

 � Regulating agency/ 

health inspectorate             

� Disciplinary 

committee/ tribunal 

� Disciplinary/ 

financial 

� Disciplinary/ 

financial 

� Disciplinary measures 

and/or financial penalties 

� Disciplinary measures 

and/or financial penalties 

� Criminal 

charge 

� Penal court � Criminal � Penal measures 

 

In addition, there is an ongoing safety debate within the healthcare field. The 

report ‘To err is human’ by Kohn et al. (2000) calculated that the annual number of 

deaths due to medical errors in the US was between 44,000 and 98,000. This report 

triggered efforts to improve healthcare quality (Berwick, 2008), but also increased the 

focus on healthcare incidents (James, 2013). Such incidents, and how relevant 
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stakeholders, including healthcare organizations respond to these incidents, have a 

profound impact on healthcare workers and their wellbeing (Seys et al., 2013a) and 

have led to the assessment that physicians and other healthcare workers are the ‘second 

victims’ of healthcare incidents (Wu, Cavanaugh, McPhee, Bernard, & Micco, 2000; Seys 

et al., 2013b). For example, physicians face increased risks of burnout should they 

become involved in healthcare incidents, and a ‘blame culture’ increases the 

psychological impact of these incidents on physicians (Van Gerven et al., 2016). Given 

the strong public and professional accountability context present in health care, 

physicians were an appropriate choice of study object given the subject of this thesis. 

Two qualitative and one quantitative datasets were established for the empirical 

investigations of this thesis. These datasets are briefly described below (see Table 1.2).  

 

Table 1.2 Dataset topics, contribution to the objectives, and chapters where used 

Datasets and topics 

investigated 

Objective 1: 

Increase 

knowledge of 

accountability 

attitudes, 

focusing on 

emotions 

Objective 2: 

Uncover link 

between 

accountability 

attitude and 

behaviors that 

run counter to 

safety of clients 

Objective 3: 

Deepen understanding of 

how specific stimuli in a 

context of public and 

professional  

accountability induce job 

crafting and the personal 

aims of this crafting 

Dataset 1 (2010/ 2011) 

� Conditions 

  

� Chapter 2 

 

� Chapter 2 

Dataset 2 (2011) 

� Litigation attitude 

� Incident disclosure 

� Job crafting 

 

� Chapter 3 

 

 

� Chapter 3 

 

 

� Chapter 5 

� Chapter 5 

Dataset 3 (2014/ 2015) 

� Litigation attitude 

� Perceived patient 

pressure 

� Assurance and 

avoidance 

 

� Chapter 4 

 

� Chapter 4 

� Chapter 4 

 

� Chapter 4 

 

 

� Chapter 4 

 

� Chapter 4 
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Dataset 1 

The first dataset contains qualitative data from semi-structured interviews with 

stakeholders in the litigation process. The aim of these interviews was to explore the 

context of my research and gather narratives about potential conditional factors that 

affect the impact of the risk of malpractice litigation on physicians’ behaviors that run 

counter to patient safety (objective 2). For this explorative component of my research, I 

approached 20 organizations in the Netherlands that are relevant stakeholders in all the 

stages of the litigation process: ten hospitals, three governmental healthcare bodies, 

three law institutions, two insurance companies, one physician organization, and one 

patient organization. All these organizations agreed to participate. From November 

2010 until April 2011, I interviewed 22 members of these organizations: five physicians, 

two hospital board members, five hospital staff members involved with patient safety, 

three representatives from governmental healthcare bodies, three healthcare law 

specialists, two managing directors from the insurance companies, one representative 

from a patient organization, and one representative from a physician organization. I 

used an interview guide that was semi-structured around several key areas including 

the handling of complaints, impact of malpractice litigation, open communication about 

incidents both within hospitals and towards patients, the occurrence of defensive 

medicine, and responsibility for incidents. Each interview lasted between one and two 

hours. Chapter 2 is based on the data obtained from these interviews. 

 

Dataset 2 

In 2011, I collected a second set of data from in-depth interviews with 31 

physicians (other than those interviewed for dataset 1) in eight Dutch hospitals. The aim 

of these interviews was to collect participants’ attitudes towards public and professional 

accountability (objective 1), their incident disclosure behavior (objective 2), and to 

collect narratives and real-life accounts of how participants responded in their daily 

work to stimuli from the public and professional accountability context (objective 3).  

Initially, I approached twelve hospitals to participate in the study, of which three 

declined because they found the subject too sensitive or their staff were too busy. One 

hospital did not respond. The participating hospitals were a mixture of academic and 

general hospitals, peripheral and urban, and were geographically spread across the 

country. After approval by the heads of medical staff, potential participants were 
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approached for an interview on a voluntary basis. Fifty-four physicians were 

approached, of which 32 physicians agreed to be interviewed, 17 declined, and 5 did not 

respond. One interview was cancelled because the physician asked to be paid for the 

interview time. The participants were physicians from the following disciplines: 

anesthesiology, gynecology, surgery, internal medicine, and neurology. These 

specialisms were selected as they are relatively vulnerable to patients’ complaints and 

litigation. In selecting the participants, care was taken to ensure a mixture in terms of 

gender, medical experience, specialization, experience with litigation, and having a 

specific task related to patient safety. The participants were assured that all information 

provided would only be used anonymously.  

The interviews were again based on a semi-structured interview protocol, which 

was checked by a physician and tested in two test interviews with physicians (these did 

not form part of the dataset). To examine the participants’ litigation awareness, each 

interview began by asking physicians about their litigation knowledge. Subsequently I 

asked questions regarding their emotions and the thoughts that litigation evokes, 

encouraging them to share their experiences on this delicate topic (Cunningham & 

Wilson, 2011; Pereira, Lewin, Yousem, & Yousem 2014; Waring, 2005). Next, the 

participants were invited to complete a small survey containing 12 statements: six on 

thoughts and six on emotions that could be evoked by litigation (Bark., Vincent, Olivieri, 

& Jones, 1997; Benbassat, Pilpel, & Schor, 2001; Bovbjerg, Miller, & Shapiro, 2001). The 

interviews then continued by asking participants about their experience with litigation. 

Subsequently, a general question was asked about how the perception of working in a 

public and professional accountability context influences their behavior. In the final part 

of each interview, further specific questions were asked regarding incidents and adverse 

outcomes, and about the disclosure of incidents to patients. Participants were asked to 

elaborate and explain their answers with concrete examples of their behaviors. The 

interviews lasted between 35 and 120 minutes, with an average of 75 minutes, were 

recorded, fully transcribed, and checked for accuracy. Chapters 3 and 5 are based on the 

data obtained from these interviews.  

 

Dataset 3 

Between September 2014 and March 2015, I collected a third dataset comprising 

quantitative data from a cross-sectional survey among physicians. The aim of the survey 
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was to collect data on physicians’ thoughts and emotions towards the potential personal 

consequences of, in their eyes, justified and unjustified litigation, perceived pressure 

from patients demanding care, and defensive medical behavior (objectives 1 and 2). 

Data were collected from physicians in eight Dutch hospitals (four that had contributed 

to dataset 2 and four additional ones). Initially, I approached the board and medical staff 

of 12 hospitals by email to ask if they would participate in this study. The email 

contained a short explanation of the study’s purpose and the subject covered by the 

survey questions. Two hospitals declined due to other priorities, and while the board 

agreed in two other hospitals, the medical staff declined without explaining why. The 

participating eight hospitals are a mixture of general and academic hospitals, 

geographically spread across the country. 

After approval of the heads of medical staff, participants were approached by 

email with a short explanation of the research and a hyperlink through which the 

electronic survey could be completed. The email and questionnaire both stressed that all 

information would be used anonymously. Data were collected from six departments 

(Anesthesiology; Colon, Stomach, and Liver; Gynecology and Obstetrics; Internal 

Medicine; Neurology; and Surgery). The study sample contained 214 physicians 

(response rate 25%) who completed the full questionnaire. In addition, 24 physicians 

partly completed the questionnaire. The response rate of 25% was in line with other 

studies among physicians and junior doctors regarding their safety attitudes and 

medical incidents (Cole, Block, & Wu, 2013; Durani, Dias, Singh, & Taub, 2013) and 

acceptably high given that it was professionals being approached (Baruch & Holtom, 

2008).  

I measured physicians’ attitudes towards justified and unjustified litigation 

through 22 statements based on the outcomes of the analysis of dataset 2 and existing 

research concerning thoughts and emotions regarding potential consequences of 

litigation (Bark et al., 1997; Benbassat, Pilpel &, Schor, 2001; Bovbjerg, Miller, & Shapiro, 

2001). There were an additional 12 statements about the frequency that physicians 

perceive pressure from patients that were derived from earlier studies on this topic 

(Little et al., 2004; Ring, Dowrick, Humphris, & Salmon, 2004; Salmon, Humphris, Ring, 

Davis, & Dowrick, 2006; Salmon & Marchant-Haycox, 2000). These statements 

addressed perceived patient pressure to examine, to refer, and to prescribe medicine. 

Finally, there were seven further statements about the frequency at which physicians 
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apply defensive medical behaviors. These statements were derived from previous studies 

on physicians applying defensive medicine (Studdert et al. 2005; Ortashi, Virdee, Hassan, 

Mutrynowski, & Abu-Zidan, 2013). Dataset 3 is used in chapter 4. 

 

THESIS OUTLINE 

In brief, I aim, in this thesis, to reveal how professionals perceive and behave in 

the context of public and professional accountability, and the personal goals they 

attempt to achieve through their behaviors. In chapters 2, 3, 4, and 5, I address the three 

research objectives stated earlier in relation to the public and professional 

accountability context: to increase knowledge on professionals’ attitudes and specifically 

emotions; to uncover their behaviors that run counter to the safety of their clients; and 

to deepen understanding of their job-crafting behaviors and aims in crafting. The 

research takes place within a healthcare setting and focuses on physicians’ attitude and 

behaviors in relation to the perceived risk of malpractice litigation.  

In chapter 2, I explore the litigation context in which physicians work, seeking 

potential conditional factors that affect the impact of the risk of malpractice litigation on 

those physicians’ behaviors that run counter to patient safety. Based on findings 

elsewhere, I expect that complexity of care, open communication and personalized 

responsibility could be influential factors in the relationship between litigation risk and 

physician behavior. Complexity of care has been identified as a moderator between a 

safe work climate and care outcomes of patients (Hofmann & Mark, 2006), and I 

therefore consider that it also might affect physicians’ behaviors. Open communication 

is a construct that reflects psychological safety within teams (Edmondson, 2004) and is 

positively associated with engagement in quality improvement work (Nembhard and 

Edmondson, 2006). As such, it might also reduce the impact of litigation risk on 

physicians’ behaviors that run counter to patient safety. Personalized responsibility 

implies individual responsibility, rather than shared or dispersed responsibility 

(Turusbekova, 2007), and could therefore be expected to strengthen the relationship 

between litigation risk and physicians’ behaviors that run counter to patient safety. The 

explorative empirical investigation of these conditions contributes to research objective 

2 by increasing understanding of how the public and professional accountability context 

affects physicians and evokes behaviors that run counter to patient safety. Investigating 
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these conditions also contributes to research objective 3 by showing that the complexity 

of care is one of the conditions that affect physicians’ behavior. 

In chapter 3, I investigate physicians’ attitudes to malpractice litigation, and how 

this relates to their incident disclosure behavior. Previous studies have only discussed 

the emotion of fear in relation to litigation risk as a barrier to incident disclosure 

(Kaldjian, Jones, Rosenthal, Tripp-Reimer, & Hillis, 2006; O’Connor et al, 2010). I 

research whether physicians have other emotions and thoughts regarding litigation that 

may impact on their incident disclosure behavior. My working hypothesis is that, 

besides fear, also thoughts about the possible consequences of litigation and additional 

emotions such as worry, anger, and stress regarding malpractice litigation will affect 

physicians’ behavior in disclosing medical incidents. Based on quantitative attitude 

scores, I divide the participating physicians into clusters and analyze the disclosure 

behavior of the physicians in each cluster. Furthermore, I investigate the principles that 

physicians use when it comes to disclosing incidents, and how risk calculations, 

motivation, and other factors influence the principles adopted. This knowledge 

contributes to satisfying objectives 1 and 2 of this thesis by identifying physicians’ 

attitudes to litigation and revealing specific emotions that play a role in being reluctant 

to disclose incidents to patients. As this form of behavior is seen as a form of job crafting, 

this knowledge also contributes to research objective 3 by showing how a reluctance to 

disclose incidents is established.  

Whereas chapters 2 and 3 are almost fully based on qualitative research, a 

quantitative approach is adopted in chapter 4. Here, I measure physicians’ attitudes 

towards litigation in relation to their defensive medical behaviors. Research shows that 

a large proportion of litigation cases are dismissed in court (Jena, Chandra, Lakdawalla, 

& Seabury, 2012; Barendrecht-Deelen et al., 2015) with physicians’ actions not being 

regarded as negligent (Peters Jr., 2009). Therefore, I make a distinction between 

litigation which physicians view as ‘justified’, e.g. when someone has made a mistake or 

was negligent, and litigation which they view as ‘unjustified’, e.g. when litigation follows 

an adverse event where the physician does not feel that anyone has acted incorrectly. I 

therefore expect a negative attitude towards justified litigation to be positively related 

to defensive medical behaviors, and a negative attitude towards unjustified litigation to 

be unrelated to such behavior. In addition, I investigate the relationship between 

physicians’ perceived pressure from patients demanding care and their defensive 
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medical behaviors. Research shows that perceived pressure from patients is associated 

with higher rates of referrals by physicians (Armstrong, Fry, & Armstrong, 1991), an 

increased likelihood of examining and investigating patients, and of prescribing drugs 

(e.g. Little et al., 2004). Combining litigation attitude with perceived patient pressure 

may create a better representation of physicians’ work situation and thereby provide a 

more complete view of the predictors of defensive medicine. I hypothesize that 

perceived patient pressure for care will strengthen the positive relationship between 

physicians’ negative attitude towards what they regard as justified litigation and their 

defensive medical behaviors. The knowledge that is accrued in this chapter contributes 

to objectives 1 and 2 of this thesis by measuring litigation attitude and relating it to 

defensive behaviors that run counter to patient safety. As this thesis views such 

behaviors as a job-crafting activity, this knowledge also contributes to objective 3 by 

helping to unravel job-crafting behavior.   

In chapter 5, I use a job-crafting lens to study how physicians craft their work in 

the context of public and professional accountability. Previous research has suggested 

that accountability might trigger job-crafting behavior (Grant & Parker, 2009) but has 

not looked at context in relation to job crafting. Therefore, I investigate physicians’ 

behaviors and the aims they hope to satisfy in the context of public and professional 

accountability. The potential sanctioning powers on physicians in this context are severe 

in that they could have their professional license revoked (Barendrecht-Deelen et al., 

2015). In addition, accountability has a strong salience for physicians in the sense that 

they know that they can be held accountable for mistakes, with harmful outcomes whose 

impact goes beyond the organization (Gawande, 2010; Dekker, 2012). In this context, I 

expect physicians to craft their job and to adopt behaviors (ones that have not been 

addressed in previous studies) that undermine achieving the goals set by professional 

accountability institutions and expected by the public. By studying how physicians craft 

their job in a context of potential litigation, I contribute to objective 3 by extending the 

empirical knowledge on how this context induces professionals to craft their job and 

identify the corresponding aims of this crafting.     

Chapter 6 contains a general discussion of the main findings. The chapter also 

provides the theoretical contributions and practical implications of this thesis, as well as 

the strengths and limitations of the various studies. Furthermore, suggestions for future 
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studies are given before the chapter, and this thesis, ends with some concluding 

remarks. 
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