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References to accountability are common throughout public administration 

literature. However, a clear model to assess accountability in government programs is 

not fully developed. This research fills this gap and provides policymakers with a tool 

they can use to assess accountability in both public and contracted programs and 

enables them to make more informed contracting-out decisions. In addition, the 

Integrated Accountability Framework introduced in this research will serve as a 

guideline for how public administrators can improve accountability in the programs 

they administer and oversee. For the public and private health care programs analyzed 

in this study, the findings indicate that the publicly delivered programs provided more 

accountability to the vulnerable populations served than the contracted-out health care 

programs.
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Chapter 1. Introduction 

Accountability is a public policy concept that appears often in the literature, that 

has a fundamentally agreed upon definition, but one that lacks a clear operational 

depiction. Within the literature, it is not uncommon to find a call for “greater 

accountability” within our governmental institutions. The perceived lack of 

accountability often stems from stories of abuse, fraud, waste, or poor performance 

from a public official or agency. Stories of elected officials abusing the power of their 

office for personal gain or public officials wasting taxpayer funds often result in 

demands for greater accountability. In public schools, if children are not learning 

parents insist that the schools must become more accountable. In healthcare, if children 

on Medicaid are not receiving the medical services they need advocates insist that the 

program become more accountable.  

The response by policymakers is often to implement checks and balances, 

auditing and controls, and performance measure reporting. Each of which are attempts 

to introduce expectations and a method to determine if the expectations are being met. 

However, when government services are contracted out to private organizations 

accountability takes on a new dimension. Under the contract model, the private 

company must also be held accountable for the services they are delivering on behalf of 

the government. Without accountability, there is no assurance that the public agency or
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private contracted organization is delivering the appropriate services, being responsible 

stewards of taxpayer funds, and treating all clients fairly.  

While references to accountability are common, a clear model to assess 

accountability in government programs is not fully developed. This study will fill this 

gap and provide policymakers with a tool they can use to assess accountability in both 

public and contracted programs and a guideline for how they can improve 

accountability in the programs they administer and oversee.  

In this study, the concept of accountability will be examined by reviewing the 

accountability literature within public administration, public procurement, and 

education policy. Based on the varying depictions of accountability, a new 

accountability framework will be developed to assess accountability of government 

programs. Then the new accountability framework will be applied to local government 

programs to assess accountability for programs administered through both the public 

and contract service delivery models. 

Delivering public services through a mixture of public and private delivery 

models is commonplace in government agencies today as policymakers decide how best 

to deliver services to the citizens they serve. The public policy decision between the 

public and private models carries accountability implications. Under the public delivery 

model, governments use the public sector and government employees to deliver 

services. Under the private delivery model, governments contract with private 

organizations and private sector employees to deliver services. Recognizing the dual 

models of service provision used by governments, this study attempts to examine the 
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extent to which public or contract services are accountable to the clients served by the 

programs as well as constituents, legislatures, the judiciary and similar influences.  

The premise that governments should be held accountable is found throughout 

the literature. Within the public procurement literature, demands for a high level of 

accountability are linked to the requirement to protect taxpayers’ funds (Kling, 2008). 

Specifically, the public procurement literature links accountability to the effort to fight 

corruption in the procurement process (Oluka & Ssennoga, 2008; OECD, 2007). Within 

education policy literature, public school districts and public schools are held 

accountable for the academic performance of the schools (Adams & Kirst, 1999). 

Examples of these education policies designed to increase accountability include the 

federal No Child Left Behind testing requirements and the Florida Comprehensive 

Assessment Test testing requirements. These testing requirements are designed to assess 

academic performance of school districts, schools, and teachers in an effort to hold the 

institutions and staff accountable for the academic performance of the students. 

  The public procurement and education policies designed for improving 

accountability are administrative in nature and carried out at the institutional level. A 

theoretical basis for accountability can also be found within public administration 

literature. There, the literature advances the notion that accountability is derived from 

democratic and representative principles where governments are required to be 

accountable to the voters thereby providing a check on the power of the government 

(Gordon & Milakovich, 1995; McKinney, 1981; McMillan, 2007; Shafritz, 1992). Both 

the administrative and theoretical basis for accountability in government programs form 

the foundation from which this study’s accountability requirements are built. 
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This study’s analysis of accountability within both the public and private service 

delivery models will not include an assessment of some of the more economic based 

reasons for contracting out government services. For example, cost benefit analysis, 

market efficiency assessments, and the value of competition are outside the scope of 

this study. While these reasons and others are identified as common reasons 

governments will choose a private delivery model, the research in this study will not 

analyze the merits of those issues within the contracting out decision. 

Accountability and Vulnerable Populations 

Building upon the requirement for accountability in government programs, this 

study will focus on the situation where the citizens served come from vulnerable 

populations. When the citizens served come from vulnerable populations, the need for 

accountability becomes even more important and thus a central public policy issue 

because these populations are often defenseless and can be easily victimized (Dicke and 

Ott, 1999; Hammack & Young, 1993; Lucas, 1991; Salamon, 1995; Smith & Lipsky, 

1993; Stone, 1996;).  Without accountability, there are increased chances of abuse, 

neglect, and exploitation (Miner & Capps, 1996; Post, 1995). The defenseless nature of 

vulnerable populations affords them few if any avenues to hold the service provider 

accountable for the services provided. The lack of voice experienced by vulnerable 

populations combined with the difficult time vulnerable populations have navigating 

fragmented systems like the health care system leave them at a disadvantage when 

compared to other population segments (Mechanic & Tanner, 2007).  

Vulnerable populations are defined in this study to include populations such as 

the homeless, minorities, chronically ill, the elderly, undocumented immigrants, 
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uninsured, underinsured, Medicaid recipients or those individuals that are susceptible to 

harm (Asplin, et al., 2003; Gelberg, Andersen, & Leake, 2000; Mechanic & Tanner, 

2007). Recognizing the movement toward greater government accountability, and the 

increased sensitivity when vulnerable populations are being served, this study will 

develop a new accountability framework to assess accountability effectiveness in both 

the public and contract service models.  

Accountability effectiveness is defined based on the presence of key 

accountability mechanisms in government programs (Romzek & Johnston, 2005). 

These mechanisms are referred to in multiple ways throughout the literature including 

determinants, processes, and elements. For the purpose of this study, the word 

mechanism will be used to collectively refer to any processes, determinant, or element 

that helps to foster accountability.  

Drawing on theories of accountability, this research constructs a theoretical 

framework for assessing accountability effectiveness in public and contract programs 

delivered to vulnerable populations. This study will focus on the specific mechanisms 

that can foster accountability. A special focus on mechanisms that provide clients, in 

this case vulnerable populations, with an avenue to hold a government program 

accountable will be a distinguishing feature of this study. Vulnerable populations 

warrant a heightened level of attention based on their current state in society and the 

new accountability framework proposed in this study will focus attention on the 

accountability practices that most benefit vulnerable populations.  

This study will analyze accountability in government health service programs 

delivered to vulnerable populations through both the public and contract service 
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delivery model. When a government is providing health care services to vulnerable 

populations, a heightened expectation of accountability is present. Health care services 

that are delivered through government programs are fulfilled either through direct 

public provision or through private contract arrangements. The recipients or 

beneficiaries of these government health care services are often vulnerable populations. 

This vulnerability can be based on illness, disability, traumatic injury, socio-economic 

conditions, or demographic features. These vulnerable populations often cannot go 

without needed health care services that in many cases are essential for their well being 

(Link & Phelan, 2004; Mechanic & Tanner, 2007). Accountability in government health 

care programs serving vulnerable populations is especially important as the recipients of 

care rely on the expertise and the presumed institutional protections and support 

inherent in government programs (Reed & Meyer, 2004). The public relies on the 

government to ensure that the well being of clients who receive services are protected. 

Stated in other words, the public and the clients served rely on the government to ensure 

that quality services are delivered. This obligation of the government ties directly to the 

issue of accountability.  

Problem Statement  

When the government delivers health care services to vulnerable populations 

both the government and the nongovernmental organizations providing the services 

must be accountable to prevent the abuse, neglect, and exploitation of our most 

vulnerable citizens (Miner & Capps, 1996; Post, 1995). In addition, ensuring 

accountability for services delivered to vulnerable populations is an important public 

responsibility as many human services are provided to the poorest and most vulnerable 
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members of society (Dicke & Ott, 1999; Hammack & Young, 1993; Smith & Lipsky, 

1993). While there is an expectation that the institutional protections ensured by the 

government provider, and those contained in a private contract relationship, provide 

mechanisms for accountability, it is not clear if accountability is a reality or myth. 

Osborne and Gaebler (1992) contend that a heavy reliance on external control methods 

has led to an overabundance of rules. The overabundance of rules has not necessarily 

created an environment that fosters greater accountability (Anachario & Jacobs, 1996). 

In addition, a serious concern is that many of the shifts and reforms to contract out 

services to private organizations are undertaken without much attention to 

accountability (Frederickson, 1997; Garvey, 1995; Moe, 1984). The assumption is that 

contracting will ensure effective performance, greater clarity and transparency with 

performance responsibilities, and a clear contractual recourse when performance fails to 

meet expectations (Light, 2000; Sclar, 2000). Unfortunately, studies have shown that 

governments have a difficult time holding contractors accountable for their performance 

(Fossett et al., 2000; Romzek & Johnston, 2002). 

Government health care programs, whether publicly or privately delivered, 

should be able to demonstrate that they are accountable to the vulnerable populations 

being served. In addition, policymakers need to understand whether the public or 

private delivery model affords greater accountability to the vulnerable populations. The 

objective of this study is to address this public policy challenge by answering the 

following research questions. 
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 Research Questions 

1. Does the public model or the private contract model provide the most 

accountability to vulnerable health care populations? 

2. Which accountability mechanisms provide the most accountability to 

vulnerable health care populations? 

To address the study’s research questions, the focus area will be publicly 

delivered health care programs and privately contracted health care programs. Five 

publicly delivered health care programs and four health care programs utilizing private 

providers will be analyzed in this study. 

Public/Private Delivery of Health Care Services 

The provision of health care by the public sector is a well-established function 

of governments throughout the United States (Reed & Meyer, 2004; Rosen, 1998). The 

federal government has been providing health insurance to senior citizens, the disabled, 

and the poor through the Medicare and Medicaid programs since the 1960’s (Reed & 

Meyer, 2004; Rosen, 1998). State and local governments partner with the federal 

government to provide Medicaid coverage and children’s insurance. Local governments 

also provide health care services to their community’s through local health initiatives. 

In Florida, local governments have been established to deliver health care services 

(Studnicki, et al., 2007) to vulnerable and needy populations for many years. Currently, 

there are 69 special taxing districts in Florida providing health care service or operating 

a hospital or other medical facility (Florida Department of Community Affairs, 2007). 

As these taxing districts provide health care services, government accountability to the 

vulnerable populations served is essential. The Health Care District of Palm Beach 
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County is a local taxing district that operates several health care programs serving low-

income residents, children, and other vulnerable populations. The Health Care District 

will serve as the research setting for this case study which will assess accountability in 

public – private health care programs serving vulnerable populations. Appendix A 

provides some background information on the enabling acts that established the Health 

Care District. 

Research Setting 

The research setting for the study is Palm Beach County, Florida and the Health 

Care District of Palm Beach County’s health care programs. The Health Care District 

was selected as the research setting because its program offerings and organizational 

structure are very compatible with the research goals and objectives of the study. The 

study intends to review health care programs delivered to vulnerable populations 

through both the public and contract service delivery model through an assessment of 

five programs operated by the Health Care District and four programs contracted out by 

the Health Care District. In addition, the vulnerable populations served by the Health 

Care District’s public and private programs are very similar in demographic, 

geographic, and socio-economic characteristics. The populations served are universally 

in need of medical services that they would typically be unable to access without the 

Health Care District. 

The Health Care District also presents a research setting where the focus areas 

fall under a consistent management structure, mission, and governing board. These 

consistent organizational features will control for the managerial and administrative 

differences that would exist if the study were undertaken using separate and distinct 
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organizations. In addition, operating under the same governing board avoids the 

political and policy differences that could decrease the validity of the study findings. 

The Health Care District serves the vulnerable residents of Palm Beach County 

by operating a school health program, the county’s only public nursing home, a rural 

safety-net hospital, a retail pharmacy program, and an air ambulance program. In 

addition, the Health Care District funds and contracts out to provide health coverage 

programs for uninsured, indigent, and medically needy residents, the county’s trauma 

centers, free and federally qualified health clinics, and HIV Spectrum disease case 

management programs. The Health Care District provides these services as a special 

taxing district of the State of Florida using ad valorem property taxes through its 

mission to ensure access to a comprehensive health care system and the delivery of 

quality services for the residents of Palm Beach County (Health Care District of Palm 

Beach County, 2008). 

In the interest of full disclosure, the research setting also offers the opportunity 

for the most comprehensive access to the information, documents, and stakeholders 

possible. The study author is currently an administrator with the Health Care District 

with direct experience supporting each of the programs that will be included in the 

study analysis. 

Policy Issues 

According to Thai (2001), “Determining whether to meet program needs by in-

house performance or by contracting out” is a central public procurement policy 

decision. The decision to contract out is often justified based on economic efficiency 

grounds whereby the goal of contracting out is to reduce costs and increase efficiency 
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(Ni & Bretschneider, 2007; Romzek & Johnston, 1999). However, the question of 

accountability is often outside the criteria used to make the contracting out decision. 

Therefore, this study intends to examine the policy issue confronting public 

administrators related to accountability and the decision of whether a service should be 

provided directly or through private contract relationships. 

According to Romzek and Dubnick (1987, p. 228), “Accountability is a 

fundamental but underdeveloped concept in American public administration.” They 

contend that government agencies and administrators are accountable only to the extent 

that they are required to answer for their actions. 

 In an effort to assess accountability, many scholars have developed frameworks 

to assess accountability in government programs. This study intends to add to the 

literature by developing a new accountability framework to analyze both public and 

contract programs.  This side-by-side analysis of accountability in public and privately 

delivered programs will provide policymakers with additional information to use when 

faced with contracting-out decisions. 

Chapter Summary 

This chapter began by presenting the case that government programs delivered 

publicly or through private contract relationships should be accountable to the citizens 

served. When government programs are delivering health care services to vulnerable 

populations the requirement for accountability takes on additional significance since the 

services are often critical to the well being of the client. The problem statement 

proposed that it is not clear if government health care programs can demonstrate that 

they are accountable to the vulnerable populations they serve. In addition, the idea was 
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presented that policymakers should maintain an understanding of whether the public or 

private delivery model offers the greatest level of accountability. 

To address the problem statement, two research questions will be developed to 

assess accountability in public and private delivery models. Utilizing five publicly 

delivered programs and four programs delivered through private contract providers, the 

study will assess whether the public or private model affords the most accountability. 

The rationale for the selection of the research setting for the study was also presented. 

The research setting was selected based on the presence of a variety of both public and 

private contract health care programs and the ability to conduct the study utilizing a 

single organization operating under a consistent management and governing structure. 

Lastly, the policy issue related to accountability and the decision to deliver services 

through either the public or private delivery was presented.
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Chapter 2. Literature Review 

The requirement that public administrators and private contractors that deliver 

public services be accountable to the citizens served is the fundamental premise of this 

study. Public accountability at its core is based on the answerability for actions of the 

government (Kearns, 1996). Accountability focuses on the use of external controls to 

compel public agencies to account for, or answer for, their actions (Bardach & Lesser, 

1996; Dicke & Ott, 1999; Donohue, 1989; Gordon & Milakovich, 1995, p. 503; 

Rehfuss, 1989). Mulgan (2000) defines accountability as the act of being held to 

account for actions through external scrutiny, justification, and sanctions where citizens 

can seek redress or remedy to rectify or resolve an issue. Examples of ways that people 

can try to make public agencies account for actions include appeal processes, the ability 

to speak with someone to help resolve an issue, and a way for people to challenge or 

question a service that the government agency is providing. 

Public organizations are accountable to a number of competing influences 

including the U.S. Constitution, federal and state legislatures, federal, state, and local 

executive branches, the judiciary, constituents, and the public (Gordon & Milakovich, 

1995; Meier, 1993; Moe & Gilmour, 1995; Wamsley et al., 1990). In a representative 

government, as found in the United States, it is essential to hold public officials 

accountable for the actions of their agencies (Gordon & Milakovich, 1995; McKinney, 

1981). Within the literature, several accountability mechanisms can be found that are 
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intended to ensure accountability of public administrators and private contractors 

delivering services. This study will examine accountability relationships within the 

context of public and private healthcare services and will identify mechanisms that 

promote accountability effectiveness.  

This chapter begins with a review of the theoretical basis for public 

accountability through the principles of democratic and administrative accountability. 

Next, the contracting decision is reviewed based on public choice economics and the 

principle-agent relationship. The study then defines the characteristics of vulnerable 

populations and how they apply to the research setting and the objectives of the study. 

Democratic Accountability 

Accountability is inherent in government programs. According to Shafritz 

(1992, p. 4), “elected officials are accountable to the political sovereignty of the voters.” 

When the public becomes dissatisfied with the performance or actions of the 

government then voters have the ability to vote the elected officials out of office 

(Gordon & Milakovich, 1995; McKinney, 1981; McMillan, 2007; Shafritz, 1992). 

Similarly, non-elected “public” officials, also have an obligation to be accountable to 

the citizens by nature of their representative status. In some situations, public officials, 

often appointed by elected office holders, are similarly representatives of the citizens 

and accountable to them for their actions and programs they administer. Elected and 

non-elected public officials often symbolize their obligation to be accountable to the 

citizens through the use of sworn oaths of office and by agreeing to promote certain 

values or standards of conduct of a government entity. When the obligation is 
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transferred to administrators, the responsibility may even be explicitly stated in a job 

description. 

Administrative Accountability 

Carl Friedrich (1935) in Responsible Government Service Under the American 

Constitution presented the idea of administrative accountability. Friedrich argued that 

responsible and accountable government action could not be held in check simply 

through the political or judicial process. Friedrich believed that internal mechanisms 

were needed to check administrative action through the form of scientific and 

professional standards to establish a sense of responsibility. The administrative 

specialist, according to Friedrich, is the only one who can adequately judge the results 

of government work balancing efficiency and the need to achieve program objectives. 

Disagreeing with Friedrich’s position, Herman Finer (1941), in Administrative 

Responsibility in Democratic Government, argued that accountability could only be 

found through external controls over administrators rather than any sense of 

administrative responsibility. Finer did not believe that public administrators could be 

trusted to decide their own course of action but instead were responsible to the elected 

representatives. 

Friedrich and Finer left the debate open with respect to the mechanisms of 

accountability. Friedrich’s professional standards and sense of responsibility internal to 

the administrator and Finer’s external controls through political and judicial 

mechanisms remain as viable means to ensure accountability. The combination of 

internal and external accountability approaches can be observed today with the 

accountability frameworks found in the literature.  
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Accountability and the public bureaucracy. Programs operated by the 

government are usually associated with bureaucracy. Weber (1922) characterizes 

bureaucracy as an organization structure based on centralized hierarchy, control, 

regulations, rules, and specialization. Bureaucracy provides protections from corruption 

and arbitrary power and offers fairness and uniformity to operations. The values 

presented by government bureaucracy protect the citizens by mitigating corruption and 

insuring uniformity in service provision. As a result, government bureaucracies are an 

acceptable choice for programs serving vulnerable populations. 

In Weber’s bureaucracy, accountability is managed through decision making 

governed by rules and through hierarchical subordination where close supervision by 

career professionals enforce the rules and adhere to professional norms. Accountability 

therefore to the citizens served by a bureaucratic program is dependent on the extent to 

which the organization’s rules and routines are accountable to the interests and input of 

the clients. 

Accountability and the private contractor. Public programs operated by 

private contractors are frequently viewed as an acceptable mechanism to avoid the 

potential inefficiencies often found in public bureaucracies. Contracting out is a way for 

policymakers to replace the inefficient government monopoly with market competition 

and to reduce costs. Hatry (1983, p. 13) explains the concept of contracting out as 

follows: 

In contracting out, the local government contracts with private firms (profit or 

nonprofit) to provide goods or deliver services. The local government may 

contract to have all or a portion of the service provided by the private 
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firms…The major purpose for contracting with the private sector is to reduce 

costs. His assumption is that private firms are able to deliver the service at a 

lower cost than the government can. 

Others have also identified cost savings as a primary reason for contracting out public 

services (Buttarazzi, 1995; Donahue, 1989; Kettl, 1993; Savas, 1987;). 

The Contracting Decision 

 Government agencies, whether local municipal governments, school districts, or 

the state and federal governments, provide services and deliver programs to their 

constituencies. Agencies have a choice to provide the services by delivering the 

programs directly or through contract arrangements. The contracting decision is 

inherently a business decision whereby government policymakers often decide that 

contracting out for the provision of services will be more cost-efficient and will save 

taxpayer money (Donahue, 1989; Kettl, 1993; Savas, 2000; Seidenstat, 1999). This 

cost-efficient criteria is joined with other criteria often advocated by supporters of 

contracting out that are linked to related market benefits like improving services and 

encouraging innovations (Kettl, 1993; Osborne & Gaebler, 1992; Salamon, 1989; 

Savas, 1987). The justification for contracting out public services can be traced to 

public choice economics.  

Public choice theory. The theoretical basis for contracting out can be drawn 

from a review of public choice theory (Boyne, 1998; DeHoog, 1984; Ostrom, 1986; 

Ostrom & Ostrom, 1971). Public choice theory contends that the marketplace is an 

efficient allocator of goods and services as a result of competition. When the 

government goes to the market for the provision of services it can replace the 
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monopolistic practices of government bureaucracies that tend to be inefficient and 

unresponsive with the efficient benefits of market competition. The competition 

disciplines the government in a similar fashion to the private market (Denhardt & 

Hammond, 1992; Kettl, 1993). Specifically, the absence of a profit motive or incentive 

for efficient operation generated by competitive forces, public sectors agencies become 

inefficient (Sclar, 2000). Private contractors, however, operating in competitive markets 

are constantly under the pressure to keep costs down often through innovative service 

delivery (Donahue, 1989; Kettl, 1993; Pack, 1987; Savas, 1987). 

Principle – agent relationship. When a government makes the decision to 

contract out for the provision of services, they are entering a principle – agent 

relationship (Hodge, 2000; Kettl, 1993; Moe & Gimour, 1995). This principle – agent 

relationship or agency theory prescribes that the contractor acts as the agent of the 

government. The government in turn serves as the principle or owner. The use of tightly 

written contracts, monitoring reviews, and audits are examples of mechanisms common 

in principle – agent relationships that are intended to control the fundamental tension 

between the interests of the government and the contractor. 

Osborne and Gaebler (1992) offer that agents can be terminated if their 

performance quality is not sufficient, suggesting that the principle can impose or 

maintain accountability through oversight actions. According to agency theory, agents 

pursue their own self-interest over and above the wishes of the principle unless some 

form of sanction or inducement is present. As a result, the control mechanisms 

championed by Finer are often chosen. The external control mechanisms found in 

contract relationships such as monitoring and audits are often utilized, however, the 
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presence of these mechanisms do not in and of themselves ensure that the agents, or 

contractors, comply with the provisions of their contracts.  

A variety of characteristics can often make it difficult for public officials to hold 

contractors accountable for their performance and for the outcomes of the services 

provided. For example, McDonald (1997) identifies contract failure, knowledge 

deficits, and political unwillingness to engage in inspections or monitoring as a barrier 

to contract accountability. Similarly, the inability to design effective outcome measures 

can make it difficult to assess contractor performance and thereby the ability to hold 

contractors accountable for the performance of the services provided (DeHoog, 1984). 

While barriers to accountability exist, Jabbra and Dwivedi (1988, p. 3) argue 

that “the state is responsible for actions committed in its name, and those who exercise 

the power of the state are answerable for their actions.” Accountability is ultimately 

pursued through both the legally binding contracts between the principle and the agent 

and through the moral, professional, and ethical concepts demonstrated by public 

officials and contractors who possess a commitment to do the right thing (Harmon, 

1995). Friedrich’s (1935) sense of responsibility and Harmon’s requirement for a 

commitment to do the right thing are a necessary piece of the accountability puzzle 

based on the belief that external controls alone are not an effective means for ensuring 

overall accountability (Anechiario & Jacobs, 1996). This notion is especially true when 

the services are aimed at vulnerable populations where legal controls may not be 

sufficient to protect them from harm or to ensure that the proper services are provided. 
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Vulnerable Populations and the Need for Accountability 

The context for defining the vulnerable populations served by the Health Care 

District’s programs is consistent with what has been found in prior studies. Gelberg, 

Andersen, and Leake’s (2000) behavioral model for vulnerable populations includes 

populations such as the homeless, minorities, chronically ill, the elderly, and 

undocumented immigrants. A safety net model (Asplin, et al. 2003) defines safety net 

patients or economically vulnerable patients as those patients who are uninsured, 

underinsured, or who are Medicaid recipients. Mechanic and Tanner (2007) have 

conceptualized vulnerable populations as those individuals that are susceptible to harm 

and dependent on resource availability and the life challenges faced by individuals.  

Ferguson (2007), a former commissioner of public health, writes that, “For 

vulnerable populations, ensuring health care coverage and access to good-quality, 

appropriate public- and private-sector services is an ongoing, highly challenging 

proposition.”  Vulnerability, in the context of the health care setting, applies to any 

group of people whose health care needs exceed the average or who are at greater risk 

than the average person for poor health status and health care access (Ferguson, 2007; 

Pauly & Pagan, 2007; Shi & Stevens, 2005). Vulnerable groups that are identified 

because of a higher chance of being uninsured include low-income people, children, 

ethnic and racial minorities, immigrants, people with chronic health conditions, the near 

elderly, and people with psychiatric or substance abuse disorders (Pollack & 

Kronebusch, 2004; Shi, 2000).  

Each of the models defining vulnerable populations supports the notion that the 

Health Care District is serving vulnerable populations. Each of the publicly operated 
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programs and each of the privately contracted programs serve the homeless, minorities, 

chronically ill, elderly, uninsured, underinsured, Medicaid recipients, and 

undocumented immigrants. 

As providers of service to vulnerable populations, these public and privately 

delivered health care programs must be accountable to the vulnerable populations they 

serve. As briefly touched on in chapter one, the need for accountability becomes even 

more important when the populations served are vulnerable populations because these 

populations are often defenseless and can be easily victimized (Dicke & Ott, 1999; 

Hammack & Young, 1993; Lucas, 1991; Salamon, 1995; Smith & Lipsky, 1993; Stone, 

1996;).  If the programs are not accountable, there is an increased chance of abuse, 

neglect, and exploitation of the vulnerable clients (Miner & Capps, 1996; Post, 1995). 

According to the National Technical Assistance and Evaluation Center for 

Systems of Care (2010), when programs are serving vulnerable populations where 

decisions about safety, permanency, and well being for children and families are being 

made, accountability is essential. Meaningful accountability helps to protect those who 

are served and helps to identify better ways to operate. In addition, as the number and 

proportion of vulnerable individuals increase, a greater burden is placed on the publicly 

funded healthcare system and requires greater public policy attention (Shi, Stevens, 

Faed, and Tsai, 2008). Guidance related to accountability to vulnerable populations and 

the public versus private delivery model for healthcare services will provide 

policymakers with the knowledge to help make the best decision for the populations 

they serve. This unique analysis of the contracting out debate thus becomes an 

important public policy issue. 
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Policy Issues 

As the modern administrative state has grown with the practice of delegating 

policy decisions further away from elected office holders, the ballot box remedy to hold 

elected officials responsible for the performance and actions of the government has 

become more difficult (Smookler, 1988). With the growing shift in responsibility for the 

implementation of social welfare programs serving vulnerable populations away from 

government to private organizations concerns over accountability become more 

pronounced (DeVita, 1998; Kettl, 1993; Milward & Provan, 1993; Sclar, 2000; Smith & 

Lipsky, 1993). Similarly, when decision-making takes place across various branches 

and levels of government the ability to hold the appropriate entity or individual 

accountable for the success or failure of a program becomes more difficult (Pressman & 

Wildavsky, 1973). Further, when the delivery of the public service is administered 

through a contractual relationship with a private organization, the accountability checks 

become even more distant and difficult to maintain (Bardach & Lesser, 1996; DeHoog, 

1984; Dicke & Ott, 1999; Sullivan, 1987).  

In the contracting situation, the responsibility to be accountable is often viewed 

as an additional extension from the elected official, to a non-elected public official, to 

the public administrator, and lastly to the private organization. This progression from 

elected official to private contractor is consistent with the notion that the government is 

ultimately responsible for the actions committed in its name (Jabbra & Dwivedi, 1988). 

However, the extension of the accountability obligation from the elected official down 

to the private contractor has been challenged as a myth (Fox & Miller, 1996). Described 

as democratic loop theory, the contention is such that private contractors are 
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answerable, and therefore accountable, to the units of government with which they 

contract. Similarly, Mosher (1968) contends that public employees are “thrice removed” 

from the electoral process. Recognizing that accountability grounded in democratic and 

representative principles weakens the farther the delivery of services travels from the 

elected office holders the need for a framework to assess accountability effectiveness 

becomes important to policymakers who want to make informed public – private 

service delivery decisions. 

Chapter Summary 

The chapter began with the assertion that public administrators and private 

contractors delivering public services should be accountable to the citizens that they 

serve. A review of the literature focused on the democratic and administrative 

justifications for accountability. A review of the mechanisms inherent in the practices of 

the public bureaucracy and the private contractor were explored to identify where the 

determinants of accountability effectiveness reside. For the target population of this 

study, a review of several models of vulnerable populations were explored to identify 

the vulnerable characteristics present in populations receiving care from government 

health care programs. Lastly, the public policy issue was identified that highlighted the 

importance of accountability in programs serving vulnerable populations. 
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Chapter 3. Accountability Models 

Chapter three will present a literature review of the major accountability 

frameworks that assess accountability in government programs. In addition, this study’s 

new accountability framework will be introduced emphasizing a model that is tailored 

for a public – private accountability assessment for programs delivered to vulnerable 

populations. 

Frameworks for Assessing Public Accountability 

Governments and private organizations deliver many services to the public. 

Citizens who provide the tax revenues for the programs, and the citizens directly served 

by the programs, deserve to know if the service provider is accountable. Throughout the 

literature, several frameworks have been developed that provide a method for assessing 

accountability. The literature review that follows is segmented into three general areas. 

First, frameworks identified in public procurement literature are presented. Next, 

frameworks within education policy literature are reviewed and lastly, frameworks 

derived out of general public administration literature are presented. 

The review of each of the frameworks is intended to identify the major features 

and accountability approaches found in each of the frameworks. From the review, 

important mechanisms and processes will be identified and presented in a graphical 

format to help illustrate the items that will be integrated in the creation of the new 
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comprehensive accountability framework that will be developed and applied in this 

study. 

Public procurement accountability frameworks. Public procurement 

literature addresses the concerns of accountability within the context of the procurement 

process. Attention is focused on holding staff accountable for compliance with 

procurement functions, the need for transparency, and in an effort to mitigate 

corruption. The following public procurement accountability frameworks are reviewed: 

Staff accountability (Thai, 2001); Transparency (OECD, 2007); Anti-corruption (World 

Bank, 2004); Scrutiny, feedback, and administrative review (Oluka & Ssennoga, 2008); 

and Centralized / Decentralized (McCue & Pitzer, 2000). 

Staff accountability. Accountability is a central feature within public 

procurement literature. Thai (2001) identifies the scope of public procurement through 

five core elements. The five elements are presented in Figure 1 and include: Policy 

making and management; Procurement regulations; Authorizations and appropriations; 

Procurement function in operations; and Feedback (Thai, 2001). Accountability rests at 

the center of the public procurement system (Thai, 2001). The accountability 

relationship is one where the staff who procure goods and services functioning in Box 4 

are accountable to the policymakers and management functioning in Box 1. The 

regulations found in Box 2 that were established by the policymakers in Box 1 serve as 

one of the accountability mechanisms whereby staff can be held accountable for 

adhering to procurement regulations. Similarly, the authorizations and appropriations in 

Box 3 provide fiscal and budgetary criteria that can be utilized to hold staff accountable 

for appropriate procurement decisions.  
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Source: Thai (2001) 

Figure 1. Public Procurement System. 
 
 

The public procurement framework presented in Figure 1 focuses the control 

mechanisms at the staff level where staff can be held accountable for following 

regulations and procedures. These controls are typically implemented through controls 

on inputs to the process with the control exercised by legislative bodies and 

management through the budget, accounting practices, personnel, and the purchasing 

system (McCue & Gianakis, 2001).  

Figure 2 presents the graphical depiction of the accountability mechanisms that 

fall under the staff accountability framework. Four primary accountability mechanisms 

are utilized to promote accountability in this framework. 
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Public Procurement 
Staff Accountability Framework 

 

  

 Authorizations / Appropriations 

 Procurement Regulations 

 Policies and Procedures 

 Feedback 

 
Figure 2. Staff Accountability Framework 
 

Transparency. One of the primary focuses of public procurement literature with 

respect to accountability is the concept’s relationship to transparency and corruption. 

Within the public procurement process the risk of corruption comes from a lack of 

transparency, limited access to information, and lack of accountability and control at 

each stage of the procurement process (OECD, 2007). A 2007 OECD publication 

provided a framework to reduce corruption through a series of accountability and 

control mechanisms. The mechanisms include:  

1. Internal audit 

2. Internal control mechanisms 

3. External audit 

4. Other external controls: public oversight bodies; legislative controls 

5. Mechanisms to control: who is controlling the procurement procedures and 

how? What is the mechanism to control post-bidding stages and due 

diligence in the execution of public contracts? 
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Figure 3 presents the graphical depiction of the accountability mechanisms that 

fall under the transparency accountability framework. Five primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Procurement 
Transparency Accountability Framework 

 

  

 Internal Audit 

 Internal Control Mechanisms 

 External Audit 

 Public Oversight 

 Legislative Controls 

 
Figure 3. Transparency Accountability Framework. 
 

Anti-corruption. The World Bank (2004) supports similar positions to those of 

the OECD (2007) on how to reduce corruption. For an effective anti-corruption 

strategy, five key elements are necessary. The elements include political accountability, 

strengthening civil society participation, creating a competitive private sector, 

institutional restraints on power, and improving public sector management (World 

Bank, 2004).  

Figure 4 presents the graphical depiction of the accountability mechanisms that 

fall under the anti-corruption accountability framework. Five primary accountability 

mechanisms are utilized to promote accountability in this framework. 

 



 

 29 

Public Procurement 
Anti-Corruption Accountability Framework 

 

  

 Political Accountability 

 Citizen Participation 

 Competitive Private Sector 

 Restraint on Power 

 Improving Public Sector Management 

 
Figure 4. Anti-corruption Accountability Framework. 
 

Scrutiny, feedback, and administrative review. Oluka and Ssennoga (2008) 

outline a framework to promote and demonstrate high standards of accountability in the 

public procurement process. The emphasis of the Oluka and Ssennoga (2008) 

framework included: 

Responsibility for procurement decisions is readily identifiable through a clearly 

defined delegation matrix; adequate records are maintained to enable internal 

and external scrutiny of procurement decisions; procurement procedures guide 

officers through procurement activities inline with the relevant government and 

supply policies; contract award details are made public as required by policy; 

and processes are in place to provide feedback to unsuccessful bidders and to 

manage provider complaints through administrative reviews. 

The focus very clearly is on transparency and the ability to incorporate internal 

and external scrutiny. Administrative reviews and handling provider complaints are two 

primary mechanisms where the process can be inspected and questioned. 
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Figure 5 presents the graphical depiction of the accountability mechanisms that 

fall under the Scrutiny, Feedback, and Administrative Review Accountability 

framework. Five primary accountability mechanisms are utilized to promote 

accountability in this framework. 

Public Procurement 
Scrutiny, Feedback, and Administrative Review 

Accountability Framework 

 

  

 Delegation Matrix 

 Adequate Records for Scrutiny 

 Procurement Procedures 

 Feedback to Bidders 

 Administrative Review 

 
Figure 5. Scrutiny, Feedback, and Administrative Review Accountability Framework. 
 

Centralized / Decentralized. Within the control orientation of the public 

procurement approach to accountability, the literature demonstrates both a centralized 

bureaucratic approach and a decentralized market approach (McCue & Pitzer, 2000). 

Accountability achieved through the centralized bureaucratic approach is based on 

checks and balances, limiting emergency buying situations, and adequately training 

staff in professional purchasing practices (Coe, 1989; McCue & Pitzer, 2000). In the 

decentralized approach, the central authority is limited to just the legislative body and 

its policies leaving responsibility and accountability in the hands of the purchasing 

managers for the success or failure of the purchasing process (McCue & Pitzer, 2000). 
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The decentralized approach is consistent with the reinvention movement whereby 

managers are empowered and given greater flexibility in the use of public resources in 

exchange for being held accountable for the achievement of service objectives (Osborne 

& Gaebler, 1992; Osborne & Plastrik, 1997). 

Figure 6 presents the graphical depiction of the accountability mechanisms that 

fall under the centralized accountability framework. Three primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Procurement 
Centralized Accountability Framework 
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Figure 6. Centralized Accountability Framework. 
 

Figure 7 presents the graphical depiction of the accountability mechanisms that 

fall under the decentralized accountability framework. Two primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Procurement 
Decentralized Accountability Framework 
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 Accountability for Results 

 
Figure 7. Decentralized Accountability Framework. 
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Education policy accountability frameworks. Accountability has been a 

central feature of education policy for many years. Primarily focused on performance 

outcomes, education policy accountability is one of the most utilized and recognized 

forms of public accountability. Standardized tests are commonplace in public education 

where teachers, schools, and school districts are held accountable based on student test 

results. The following education policy accountability frameworks are reviewed: 

Academic performance (Adams & Kirst, 1999); Accountability initiatives (Leithwood 

& Earl, 2000); and behavioral and cognitive perspectives (Robinson & Timperley, 

2000). 

Academic performance. Prior to the 1980s, educational accountability 

emphasized fiscal and organizational efficiency (Adams & Kirst, 1999; Chubb & Moe, 

1990). The accountability focus dealt with money schools spent, students they served, 

professionals they hired, programs schools offered, curriculum they taught, and steps 

they took to comply with federal or state regulations (Adams & Kirst, 1999; Chubb & 

Moe, 1990). In the mid-1980s, the emphasis in educational accountability shifted to the 

academic performance of schools and what and how students were learning (Adams & 

Kirst, 1999; Chubb & Moe, 1990). To demonstrate accountability for academic 

performance, more rigorous formal tests of student competency and achievement were 

implemented (Chubb & Moe, 1990). Achievement tests also served the purposes of 

identifying how well or poorly a school was doing (Chubb & Moe, 1990). 

Adams and Kirst (1999) proposed a typology of accountability that was 

separated into six types each described by the following four attributes: nature of 

principal-agent relationship; nature of accountability expectation; accountability 
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mechanism; and incentive. Adams and Kirst’s (1999) six types included bureaucratic 

accountability, legal accountability, professional accountability, political accountability, 

moral accountability, and market accountability. Table 1 presents Adams and Kirst’s 

(1999) Types and Attributes of Accountability Systems. 

Table 1 

Types and Attributes of Accountability Systems 

Type of 
accountability 

system 

Nature of 
principle-agent 

relationship 

Nature of 
accountability 

expectation 
Accountability 

mechanism Incentive 

Bureaucratic 
Superior/ 
Subordinate 

Compliance with 
organizational 
rules Supervision 

Reward/ 
Punish 

Legal 

 
Policymaker/ 
implementer 

Compliance with 
legal mandates Oversight 

Legal 
sanction 

Professional 

 
Layperson/  
Expert 

Special 
knowledge Training Discretion 

Political 

 
Constituent/ 
representative Responsiveness Election Support 

Moral 

 
Group/ 
individual Effort Obligation Affirmation 

Market 

 
Customer/ 
provider Service provision Choice Patronage 

 
Source: Adams & Kirst (1999) 
 

Based on Adams and Kirst’s (1999) framework, organization activities dictated 

by compliance with rules and where supervision over employee actions is the primary 

accountability mechanism would align with the bureaucratic accountability type. 

Organization activities dictated by compliance with legal mandates and where oversight 

activities are the primary accountability mechanism would align with the legal 
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accountability type. Organization activities dictated by special knowledge and where 

proper training is the primary accountability mechanism would align with the 

professional accountability type. Organization activities dictated by responsiveness and 

where elections serve as the primary accountability mechanism would align with the 

political accountability type. Organization activities dictated by work effort and where 

the sense of obligation is the primary accountability mechanism would align with the 

moral accountability type. Organization activities dictated by service provision and 

where customer choice is the primary accountability mechanism would align with the 

market accountability type. 

Figure 8 presents the graphical depiction of the accountability mechanisms that 

fall under the academic performance accountability framework. Six primary 

accountability mechanisms are utilized to promote accountability in this framework. 

Education Policy 
Academic Performance Accountability Framework 
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Figure 8. Academic Performance Accountability Framework. 
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Accountability initiatives. Leithwood and Earl (2000) also developed an 

accountability framework within education policy literature. They advanced their 

framework from the premise that to achieve educational accountability, school leaders, 

and primarily principals, are required to carry out multiple accountability initiatives 

(Leithwood & Earl, 2000).  Leithwood and Earl (2000) proposed that these initiatives 

could be explained through a framework of four accountability alternatives. Figure 9 

presents Leithwood and Earl’s (2000) accountability alternatives.  

 Professional 
Approaches 

  Market 
Competition 
Approaches 

 

  Curricular Standards 
 Divisional and 

Provincial 
Assessments 

   School of Choice 
 School Report to 

Community 
 Marketing of Schools 

 

      
 Managerial 

Approaches 

  Decentralized 
Decision-Making 
Approaches 

 

  Developing and Using 
Data 

   Advisory Councils for 
School Leadership 

 School Planning 

 

      
 
Source: Leithwood & Earl (2000) 
 

Figure 9. Accountability Alternatives. 
 

Each alternative can contribute to greater accountability through initiatives that 

have a direct impact on schools (Leithwood & Earl, 2000). For example, schools of 

choice under the market competition approach focus on increasing accountability by 

increasing a sense of responsiveness to the public and increasing parental control over 

the choice of schools. Curricular standards under the professional approach focus on 
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increasing accountability by focusing on staff expertise and professional standards. 

Developing and using data under the managerial approach focus on increasing 

accountability by focusing on data driven decisions and strategic approaches to 

planning. Advisory councils for school leadership under the decentralized decision-

making approach focuses on increasing accountability by giving parents and the 

community greater authority at the local school level. 

Figure 10 presents the graphical depiction of the accountability mechanisms that 

fall under the accountability initiatives framework. Four primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Education Policy 
Accountability Initiatives Framework 
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Figure 10. Accountability Initiatives Framework. 
 

Behavioral and cognitive perspectives. Another educational accountability 

framework that will be reviewed from the education policy literature includes an 

ideological approach (Robinson & Timperley, 2000). Robinson and Timperley (2000) 

contend that accountability can be viewed from either a behavioral or cognitive 

perspective. The behavioral accountability perspective is based on the requirement of 

reporting to foster greater accountability. Incentives and sanctions are used to encourage 
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desired behavior. The cognitive accountability perspective joins a requirement for 

justification to the reporting requirement. The degree of accountability is determined 

based on the expectations held by others for justification where increased expectations 

lead too greater accountability. 

Figure 11 presents the graphical depiction of the accountability mechanisms that 

fall under the behavioral and cognitive accountability framework. Four primary 

accountability mechanisms are utilized to promote accountability in this framework. 

Education Policy 
Behavioral and Cognitive Accountability Framework 
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Figure 11. Behavioral and Cognitive Accountability Framework. 
 

Public administration accountability frameworks. The field of public 

administration has demonstrated a commitment to the study of accountability in 

government programs. In an effort to assess public accountability, Romzek and 

Dubnick (1987) and Romzek and Johnston (1999, 2005) developed an evolving 

framework that developed over the span of three studies that examined accountability 

from an institutional perspective and a contract perspective. The Romzek and Dubnick 

(1987) and Romzek and Johnston (1999, 2005) studies provided a fully developed and 

tested assessment framework. As a result, a more detailed review of their work will be 
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included. In addition, the concept of core accountability from Mulgan’s (2000) work, 

Najam’s (1996) framework addressing non-governmental organizations, Etzioni’s 

(1975) alternative conceptions of accountability, and Kearns’ (1998) strategic 

accountability framework will be reviewed. 

Institutional accountability. Romzek and Dubnick (1987) first introduced their 

framework for assessing public accountability when they assessed public accountability 

within the National Aeronautics and Space Administration (NASA) surrounding the 

Challenger tragedy in 1986. In this work, Romzek and Dubnick introduce four 

accountability systems: bureaucratic, legal, professional, and political. Table 2 presents 

the four accountability systems. 

Table 2 

Types of Accountability Systems 

 Sources of Agency Control 

 Internal External 

High 1. Bureaucratic 2. Legal 

 
Degree of 
Control 
Over 
Agency 
Actions 

Low 3. Professional 4. Political 
 
Source: Romzek and Dubnick (1987) 
 

Bureaucratic accountability focuses attention on the priorities of those at the top 

of the hierarchy. Supervisory control, standard operating procedures, and clearly stated 

rules and regulations govern this accountability relationship. Legal accountability 

focuses on the contractual or regulatory accountability relationships. Under this 

relationship, there is a formal or implied fiduciary agreement between a public agency 
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and its legal overseer or through a government organization and a contractor as seen in 

the principle – agent relationship. 

Professional accountability focuses on the reliance on skilled or expert 

employees to provide the appropriate solutions to difficult or complex problems. The 

accountability relationship is one of deference to the expert professional. Political 

accountability focuses on responsiveness to constituents. The accountability 

relationship resembles that of a representative and a constituent, which could be the 

general public, elected officials, agency heads, agency clientele, or other special interest 

groups.  

In the case of the Challenger tragedy, Romzek and Dubnick took an institutional 

perspective to assess which accountability relationships took precedence and what the 

implications of those relationships may have had on the cause of the tragedy. The 

findings indicated that NASA’s emphasis on political and bureaucratic accountability at 

the expense of professional accountability was inappropriate for the highly technical 

work of launching a space shuttle. The changing institutional expectations at NASA 

largely explained the accountability emphasis at the time. 

Figure 12 presents the graphical depiction of the accountability mechanisms that 

fall under the institutional accountability framework. Four primary accountability 

mechanisms are utilized to promote accountability in this framework. 
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Public Administration 
Institutional Accountability Framework 

 

  

 Bureaucratic Accountability 

 Legal Accountability 

 Professional Accountability 

 Political Accountability 

 
Figure 12. Institutional Accountability Framework. 
 

Contract accountability in state Medicaid reform. Romzek and Johnston (1999) 

examined the policy rationale for state Medicaid reform in Kansas in light of the actual 

economic and management environments. Absent market discipline inherent in a 

competitive contracting environment the accountability relationships within the 

contracts became the primary accountability structures. The alignment of accountability 

relationships dictated by the contracts tended to run counter to the actual relationships 

between the organizations. Table 3 presents the types of accountability relationships. 

This version of the framework was slightly modified replacing the bureaucratic cell 

with a hierarchical cell. 
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Table 3 

Types of Accountability Relationships 

               Sources of Expectations and/or Control 

 Internal External 

Low Hierarchical Legal 

 
 
 
Degree of 
Autonomy 

High Professional Political 

 
Source: Romzek and Johnston (1999) 
 

In the case of the state Medicaid reform, accountability was emphasized on the 

legal and political dimensions of the accountability relationships. However, the actual 

services surrounding Medicaid case management lent more strongly towards a 

professional accountability relationship. As a result, tensions grew between the 

professionally oriented case managers and the state monitors who relied on legal and 

political requirements to hold the contractors accountable. The observed result was less 

than desirable contractor accountability. 

Determinants of effective contract accountability. In the most robust version of 

the accountability framework, Romzek and Johnston (2005) developed a series of 

determinants to assess effective contract accountability in state social service 

contracting in Kansas. The original four accountability systems were presented as 

accountability alignments based on a modification of the framework (Romzek & 

Dubnick, 1994). Table 4 presents the ideal accountability alignments utilized in the 

2005 study. 
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Table 4 

Ideal Accountability Alignments: Managerial Strategy and Core Task 

 Core Task 

 Routine   Nonroutine 

Inputs Hierarchical    

Process  Legal   

Outputs   Political  

 
 
 
 
Managerial 
Strategy 

Outcomes    Professional 

 
Source: Romzek and Dubnick (1994) 
 

In addition to the accountability alignments, Romzek and Johnston (2005) 

introduced additional determinants to assess contract accountability effectiveness. Table 

5 presents the factors affecting accountability in social service contracts. The authors 

used the determinants of accountability effectiveness to assess whether the state was 

able to design, implement, manage, and achieve accountability in the five social service 

contracts examined (Romzek & Johnston, 2005). This included the state’s ability to 

obtain timely and accurate reporting from the contractor and to use that information to 

evaluate performance and correct deficiencies. 

Seven determinants of accountability effectiveness were identified as presented 

in Table 5. They were organized into three categories: Contract specification, contract 

design, and accountability design. Contract specifications describe each party’s 

obligation under the contract and how the contractor’s performance will be assessed. 

The determinants for contract specification are exhibited based on the clarity of 
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accountability relationships and the suitability of performance-measurement criteria. 

Contract design establishes some of the legal structures between the parties and how the 

execution and monitoring will take place. The determinants for contract design are 

exhibited based on the ease of collecting performance data, the autonomy of 

contractors, the degree of risk retained by the state, and the introduction of new 

technologies associated with service delivery and performance measurement. 

Accountability design describes the explicit accountability strategies embedded in the 

contracts. The determinant for accountability design is exhibited based on whether the 

alignments of the accountability types that are structured into the contracts are well 

suited to the managerial strategies and core tasks. The accountability types include 

hierarchical, legal, political, and professional relationships. 
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Table 5 

Determinants of Accountability Effectiveness 

Contract specifications 

1. Initial clarity of accountability relationships 

2. Suitability of performance measures, obligations, and deliverables 

Contract design 

3. Ease of performance data collection 

4. Autonomy of contractors 

5. State retention of risk 

6. Ease of introduction of new technologies 

Accountability design 

7. Appropriate accountability alignment 

Notes: * Scores are assigned as follows: 1 = low, 2 = moderate, 3 = high 
           ** Contractor accountability effectiveness ratings are derived from 
           independent assessments based on interviews and document reviews 
 
Source: Romzek and Johnston (2005) 
 

Romzek and Johnston (2005) contend that accountability effectiveness is 

enhanced: 

1. If contracts contain clearly articulated responsibilities and reporting 

relationships. 

2. If contract performance measures and deliverables are suitable to realistic 

performance assessment. 

3. When it is easy to generate performance data and reports or when barriers to 

obtaining performance information are minimal. 
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4. When contractors have relative autonomy regarding their contract obligations 

and when complex networks of providers are not used to deliver services. 

5. When government retains most of the financial risk associated with program 

delivery. 

6. When complex new technologies are not embedded in a contract. 

7. When accountability alignments are suitable for the institutional environment, 

managerial strategy, and contracting tasks. 

Overall accountability effectiveness scores were assigned based on qualitative 

judgments of administrative processes and outcomes for each of the five social service 

contracts. Judgments were derived from assessments of data gathered from in-depth 

interviews with elected officials, state administrators, contracting agency 

administrators, and case workers, as well as documentary reviews, reviews of 

administrative histories, and external audits and evaluations of the contracted programs. 

Effectiveness scores of low = 1, moderate = 2, and high = 3 were established based on a 

comparative basis between the five contract cases.  

The parties to the contracts were asked questions related to the determinants. For 

example, with respect to the clarity of accountability relationships, how clear was each 

party with their responsibilities to one another. With respect to the suitability of 

performance measures, was there a high level of understanding and agreement about the 

appropriate performance measures, obligations, and deliverables. How satisfied were 

the parties with the ease of performance-data collection and with the quality and 

accuracy of the data. With respect to the autonomy of contractors, the parties were 

asked about the relationships and dependencies on other organizations to fulfill their 
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obligations and how independently the contractor was able to operate. The determinant 

that assessed the level of risk retention by the government considered whether 

contractors were reimbursed based on the number of clients served in which case the 

state retained most of the risk or if capitation type models were used where risk is 

shifted to the contractors. The ease of introduction of new technologies was also 

assessed from the perspective of each party particularly when there was an assumption 

that new technologies would facilitate accountability through reporting and monitoring 

functions. 

The authors were able to establish that there is a relationship between the 

identified determinants and accountability effectiveness across the five cases. It 

appeared that the Kansas administrators knew how to specify contracts so they could 

discern whether contractors were meeting their obligations. The authors also concluded 

that the appropriate accountability strategies for contracting out were present. A 

weakness in the findings suggested that contract managers were unable to design 

effective strategies for performance-data collection despite specifying suitable 

performance measures in the contracts. Accountability was compromised when 

networks of providers and their inherent interdependencies were utilized and when risk 

was shifted to contractors. This finding was not expected since networks and risk 

shifting are associated with market-like management where accountability is assumed to 

be stronger. Similarly, new information technology designed to enhance accountability 

actually produced a drag on accountability effectiveness because it sometimes hindered 

implementation and coordination.  Lastly, the level of political support was found to be 

critical to effective contract accountability. 



 

 47 

Figure 13 presents the graphical depiction of the accountability mechanisms that 

fall under the contract accountability framework. Ten primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Administration 
Contract Accountability Framework 

 

  

 Clarity of Relationships 

 Suitable Performance Measures, Obligations, 
and Deliverables 

 Ease of Performance Data Collection 

 Autonomy of Contractors 

 Retention of Risk 

 Ease to Introduce New Technology 

 Bureaucratic Accountability 

 Legal Accountability 

 Professional Accountability 

 Political Accountability 

 
Figure 13. Institutional Accountability Framework. 
 

Core accountability and extensions of accountability. Accountability has been 

characterized as an “ever-expanding” concept (Mulgan, 2000). Mulgan contends that 

the scope and meaning of accountability has been extended well beyond its core sense 

of being called to account for one’s actions. Accountability has been applied to internal 

aspects of official behavior, to institutions that control official behavior, to making 

officials responsible to public wishes, and to democratic dialogue between citizens. For 
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Mulgan, core accountability has an external feature whereby account is given to 

someone or something outside the person or entity being held accountable. Wherein the 

process involves a social interaction or exchange where one side is calling for the 

account seeking answers and rectification and the other side responds to and accepts 

sanctions. And where rights of authority are such that those calling for an account are 

asserting rights of superior authority where they can demand answers and impose 

sanctions. 

According to Mulgan (2000), the concept of core accountability ties directly to 

the characteristic of being held to account for actions through external scrutiny, 

justification, and sanctions where citizens can seek redress or remedy to rectify or 

resolve an issue. Core accountability is a situation where citizens have an active 

mechanism to hold the government accountable. By active, the implication is that there 

is something a person can do that requires the government agency to respond. Mulgan 

identifies a client focused mechanism where there is an avenue to complain about 

unsatisfactory service and an ability to seek redress as embracing the core sense of 

accountability. 

The extended conceptualizations of accountability that Mulgan (2000) includes 

relate to internal responsibility, control, responsiveness, and public dialogue. Internal 

responsibility embraces the professional and personal accountability conceptualizations 

that tend to focus on an inward accountability where someone is being held accountable 

by themselves rather than an external entity. Control refers to the process where 

compliance with legal or regulatory limits is presented as a mechanism of accountability 

where in reality it is merely an instrument for controlling behavior. Responsiveness 
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refers to the situation where public agencies and officials attempt to meet the popular 

demands of the public or wishes of the political masters rather than truly being held to 

account by these audiences. Public dialogue refers to the dialectical exchange between 

officials and those with whom they are accountable as an element of modern 

deliberative democracy. This language-based nature of accountability is one in which 

the concept of being called to account literally means to discuss, answer, explain, and 

justify. The extended conceptualizations are more passive to the client, whereby while 

they may be present the client has no active role in engaging the mechanism as a means 

of holding the public agency or official accountable. In addition, the threat of sanction is 

not directly tied to the act of the person seeking to hold the public agency or official 

accountable. 

Figure 14 presents the graphical depiction of the accountability mechanisms that 

fall under the core and extensions of accountability framework. Seven primary 

accountability mechanisms are utilized to promote accountability in this framework. 
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Public Administration 
Core and Extensions of Accountability Framework 

 

  

 External Scrutiny 

 Justification 

 Sanctions 

 Internal Responsibility 

 Control 

 Responsiveness 

 Public Dialogue 

 
Figure 14. Core and Extensions of Accountability Framework. 
 

Patron, client, and internal accountability. In analysis of non-governmental 

organizations (NGO), accountability concerns have increasingly been raised as the 

numbers of NGOs have grown (Najam, 1996). Najam’s (1996) framework focused on 

NGO accountability to patrons, to clients, and to themselves. Table 6 presents Najam’s 

(1996) subjective assessment of levels of NGO accountability. 
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Table 6 

General Levels of NGO Accountability – A Tentative Assessment 

Accountability 
Category 

Functional 
Accountability 

Strategic 
Accountability 

To Patrons High Medium 

To Clients Low-Nil Nil 

To Themselves Low Low 

 
Source: Najam (1996) 
 

According to Najam’s (1996) framework, accountability at each categorical 

level is understood as it relates to functional accountability and strategic accountability. 

Najam (1996) applied Edwards and Hulme’s (1996) and Avina’s (1993) distinctions of 

functional accountability and strategic accountability. According to Najam (1996), 

functional accountability is defined as accounting for resources, resource use, and 

immediate impacts while strategic accountability is defined as accounting for impacts 

that an NGO’s actions have on the actions of other organizations and the wider 

environment. Najam’s (1996) observation was that NGO accountability mostly existed 

for accountability to donors or patrons in his framework. Levels of accountability to 

clients tended to be extremely low with internal accountability to the NGOs themselves 

tending to be low as well. Najam’s (1996) principle conclusion was that most 

institutions tend to focus their responsibilities to their donors or patrons, very often at 

the cost of their responsibility to their clients and to their internal goals and vision. 

Figure 15 presents the graphical depiction of the accountability mechanisms that 

fall under the patron, client, and internal accountability framework. Two primary 

accountability mechanisms are utilized to promote accountability in this framework. 
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Public Administration 
Patron, Client, and Internal Accountability 

Framework 

 

  

 Functional Accountability 

 Strategic Accountability 

 
Figure 15. Patron, Client, and Internal Accountability Framework. 
 

Symbolic uses of accountability. Etzioni (1975) identified what he defined as 

alternative conceptions of accountability. The alternative conceptualizations were 

symbolic uses of accountability where accountability is as a gesture only. For example, 

an administrator may make promises about improving accountability or using 

accountability as a rallying point, but never follow through. As a symbolic use, 

accountability may be an ongoing political process where an administrator reacts to 

pressure from interest groups. In the political process example, Etzioni (1975) contends 

that only a change in relative power within the political environment will produce any 

significant change in accountability. Another symbolic use of accountability includes a 

formal system of checks and balances to promote accountability. In the checks and 

balance example, Etzioni (1975) contends that what is really taking place is that real 

power wielders behind the scenes make decisions and then legitimize them through the 

formal system. The final symbolic use of accountability is as a guidance approach. In 

the guidance approach example, Etzioni (1975) sees accountability as the interaction of 

the political and formal system along with a moral base where administrators mobilize, 

educate, form new alternatives, and build coalitions. 
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Figure 16 presents the graphical depiction of the accountability mechanisms that 

fall under the symbolic accountability framework. Three primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Administration 
Symbolic Accountability Framework 
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Figure 16. Symbolic Accountability Framework. 
 

Strategic accountability. Institutional accountability includes a focus on 

performance measurement techniques as a primary mechanism to ensure compliance 

with performance mandates and in reporting progress toward specific organizational 

goals and objectives (Kearns, 1998). However, Kearns (1998) asserts that a strategic 

approach should be undertaken to address demands of specific constituencies rather 

than relying solely on the reactive responses that are consistent with performance and 

outcomes based accountability mechanisms. Kearns (1998) developed a conceptual 

framework for identifying and analyzing the dimensions of an institution’s 

accountability environment. Kearns (1998) contents that when organizations consider 

issues of accountability at the institutional level they should include strategic questions 

such as: 

1) Who are the stakeholders, internal and external, to whom the institution 

is accountable? 



 

 54 

2) What standards, explicit or implicit, are used by these stakeholders to 

judge the institution’s accountability? 

3) How, if at all, are the standards of institutional accountability changing? 

What forces are contributing to these changes? 

4) What strategies or tactics are available to help maintain or improve the 

institution’s accountability in a changing environment? 

Table 7 identifies Kearns’ (1998) dimensions of accountability. The framework 

is designed to be used to classify several public policy issues and as a strategic 

management tool. 

Table 7 

Dimensions of Accountability 

 Explicit Standards of 
Performance and 
Accountability 

Implicit Standards of 
Performance and 
Accountability 

Tactical Response 
from the 
Organization 

Cell 1 
Legal Accountability: 
Compliance 

Cell 2 
Negotiated 
Accountability: 
Responsiveness 
 

Strategic Response 
from the 
Organization 

Cell 4 
Anticipatory 
Accountability: 
Advocacy 

Cell 3 
Discretionary 
Accountability: 
Judgment 
 

 
Source: Kearns (1998) 
 
Legal accountability (Cell 1) is the most familiar form of accountability and is 

defined as compliance by the institution with an explicit standard of performance, 

operational procedure, output measure, or reporting requirement. Negotiated 

accountability (Cell 2) addresses the context in which institutions are held accountable 
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for performance standards that are implicit and, therefore not formally codified or 

where codified laws and regulations are vaguely worded or open to interpretation. 

Discretionary accountability (Cell 3) portrays the context in which accountability 

standards and reporting mechanisms are implicit but where the accountability forces are 

neither powerful enough nor sufficiently focused to demand immediate tactical 

negotiation. Anticipatory accountability (Cell 4) portrays a situation in which 

institutions must try to anticipate changes in the explicit standards to which they may 

soon be held accountable. 

Figure 17 presents the graphical depiction of the accountability mechanisms that 

fall under the strategic accountability framework. Four primary accountability 

mechanisms are utilized to promote accountability in this framework. 

Public Administration 
Strategic Accountability Framework 

 

  

 Legal Accountability: Compliance 
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Figure 17. Strategic Accountability Framework. 
 

Contribution to the Accountability Literature 

This study intends to add to the literature by building upon the accountability 

frameworks reviewed in the public procurement, education, and public administration 

literature. In doing so, the accountability mechanisms found in each of the frameworks 
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will be reviewed and integrated into a new comprehensive accountability framework 

that draws upon the major features found in the frameworks reviewed.  The new 

integrated accountability framework will include features from the more developed and 

operationalized frameworks as well as features from the frameworks that had not yet 

been refined to test for accountability. Included in the new accountability framework 

will be an emphasis on communicative and participatory accountability mechanisms 

called for in the vulnerable population literature (National Technical Assistance and 

Evaluation Center for Systems of Care, 2010). The result will be a new framework 

linked to survey questions and a scoring methodology that can be used to quantitatively 

assess accountability. 

New Integrated Accountability Framework 

The accountability framework that will be developed and applied in this study 

will be a new integrated accountability framework that incorporates mechanisms from 

the public procurement, education policy, and public administration frameworks 

examined in the literature. Common mechanisms that were found in many of the 

frameworks as well as unique mechanisms not widely found will be captured in the new 

framework and reflected in the survey instrument questions designed to assess 

accountability. Figure 18 is a graphical representation of the integration of the 

mechanisms from the public procurement, education policy, and public administration 

frameworks. 
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Public Procurement 
Accountability 
Mechanisms 

Education Policy 
Accountability 
Mechanisms 

Public Administration 
Accountability 
Mechanisms 

↓ ↓ ↓ 

Integrated Accountability Framework 

 
Figure 18. Integration of Frameworks. 
 

The new integrated framework will be developed by reviewing the mechanisms 

found in the previously created frameworks. Through the analysis, a new 

conceptualization for assessing accountability will be developed. The new 

conceptualization is based on where the accountability mechanism could be applied 

relative to its proximity to the program. The new framework is constructed of three 

dimensions of accountability. Figure 19 presents the three dimensions of accountability 

for the new integrated accountability framework. The three dimensions of the integrated 

accountability framework include internal accountability, external accountability, and 

client-based accountability. 
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Figure 19. Integrated Accountability Framework. 
 

Internal accountability dimension. Internal accountability refers to 

mechanisms that can be utilized to promote accountability from within a program or 

organization. For example, developing clearly defined staff responsibilities is something 

an organization can do to enhance accountability within a program. Figure 20 presents 

the graphical depiction of the accountability mechanisms that fall under the internal 

accountability dimension of the integrated accountability framework. Nine 
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accountability mechanisms are utilized to promote accountability in this dimension of 

the framework. 

Internal Accountability Dimension 
Integrated Accountability Framework 

 

  

 Clearly Defined Staff Responsibilities 

 Suitable Staff Obligations and Responsibilities 

 Financial and Legal Risk 

 Minimal Barriers to Introducing New 
Technology 

 Licensed Staff 

 Ability to Check Staff Licenses for Sanctions 

 Competitive Bid Process 

 Supervisory Control and Regulations 

 Professional Staff Autonomy 

 
Figure 20. Internal Accountability Dimension. 
 

External accountability dimension. External accountability refers to 

mechanisms that can be utilized to promote accountability from outside a program or 

organization. For example, external oversight is something an organization can have to 

enhance the accountability of a program. Figure 21 presents the graphical depiction of 

the accountability mechanisms that fall under the external accountability dimension of 

the integrated accountability framework. Eight accountability mechanisms are utilized 

to promote accountability in this dimension of the framework. 
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External Accountability Dimension 
Integrated Accountability Framework 

 

  

 Suitable Performance Measures 

 Suitable Services are Delivered to those 
Receiving Care 

 Easily Collected Performance Data 

 Independent Auditing 

 Program Monitoring 

 External Oversight 

 Responsive to Key Stakeholders 

 Public Dialogue 

 
Figure 21. External Accountability Dimension. 
 

Client-based accountability dimension. Client-based accountability refers to 

mechanisms that can be utilized by the client or recipient of services to hold the 

program or organization accountable. For example, the ability to file a complaint or to 

appeal a decision are processes a program can provide to clients to enable them to hold 

the program or organization accountable. Figure 22 presents the graphical depiction of 

the accountability mechanisms that fall under the client-based accountability dimension 

of the integrated accountability framework. Five accountability mechanisms are utilized 

to promote accountability in this dimension of the framework. 
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Client-Based Accountability Dimension 
Integrated Accountability Framework 

 

  

 Process to File a Complaint 

 Available Customer Service Representatives 

 Process to File a Grievance 

 Ability to Appeal to a Governing Board 

 Responsive to the Client 

 
Figure 22. Client-Based Accountability Dimension. 
 

Framework Strengths and Weaknesses 

The new integrated accountability framework incorporates features from the 

many different accountability frameworks found in the literature. One of the strengths 

of this framework is the inclusion of the client-based mechanisms along with the 

features of the many other frameworks for assessing accountability. These client-based 

mechanisms provide a way for vulnerable clients to seek remedy or redress for any 

issues they experience while receiving services from the program. 

A weakness of the new integrated framework is to what degree the presence of 

each of the internal or external mechanisms has on accountability specifically to 

vulnerable populations. For example, while the literature identifies strong supervisory 

control as a mechanism that lends to greater accountability, it is not clear to what degree 

the impact this feature has specifically on vulnerable populations.  
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Chapter Summary 

The chapter began with a review of the frameworks for assessing accountability 

from the public procurement literature, education policy literature, and public 

administration literature. The frameworks identified many mechanisms of 

accountability that when present, lend to greater accountability. The primary 

mechanisms present in each of the frameworks were presented. From those 

mechanisms, a new Integrated Accountability Framework was developed that included 

internal, external, and client-based dimensions. The new framework was designed so 

that survey questions could be developed from each of the mechanisms to 

operationalize the framework into a quantitative assessment tool. 
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4. Methodology 

Chapter four will begin with a presentation of the research study’s focus areas 

including the demographics of the vulnerable populations being served and descriptive 

data related to each health care program being analyzed in this study. A detailed 

description of the research methods will be presented to provide an understanding of 

how data will be gathered and assessed and how the research questions will be 

answered. In addition, the sample population will be defined, a description of the survey 

administration will be presented, and the methods and finding for survey instrument 

validity and reliability assessments will be provided. 

Focus Areas 

Public health care programs and private contract health care programs will be 

the focus areas for this study. The research setting will be Palm Beach County, Florida 

and the Health Care District of Palm Beach County’s health care programs. The 

District, a local taxing authority, provides health care programs to vulnerable 

populations delivered by both public and private service providers. Hospital services, 

nursing home care, school health clinics, pharmacy services, and air ambulance services 

will be examined to assess the accountability effectiveness of public services delivered 

to vulnerable populations. Trauma centers, managed care providers, case management 

providers, and health clinics will be examined to assess the accountability effectiveness 

of private contracted services delivered to vulnerable populations.  
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Publicly delivered health care programs. Publicly delivered health care 

programs are administered by government employees. The staff who administer the 

programs ultimately serve the public and are answerable or accountable for their actions 

based on their position of trust as government employees. The following programs are 

the public programs administered by the Health Care District that will be reviewed in 

this study. 

Rural public hospital. Lakeside Medical Center, formerly Glades General 

Hospital, is a rural public hospital owned and operated by the Health Care District. This 

public hospital serves a vulnerable rural population where one-third of the residents live 

below poverty and lack health insurance coverage (Health Care District, 2008). In 

addition, a disproportionate number of residents served suffer from chronic illnesses 

(Health Care District, 2008). 

The hospital is a 70 bed hospital servicing the approximately 35,500 residents of 

rural western Palm Beach County. Table 8 presents some key measurements statistics 

for the hospital. 
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Table 8 

Hospital Summary Statistics 

3,246 Annual Admissions 

11,614 Annual Inpatient Days 

1,326 Annual Surgeries 

18,821 Annual ER Visits 

459 Annual Births 

34.7 Average Daily Census 

259 FTE Staff 

$33,933,998 Annual Operating Expenses 

 
Source: Health Care District of Palm Beach County, 2008 
 

Nursing home. The Health Care District also owns and operates a nursing home 

that serves as a safety-net, or last resort, long term care facility in Palm Beach County. 

The vulnerable population served is a mix of low-income uninsured and disabled 

patients who are unable to find beds in private nursing homes. 

The Edward J. Healey Rehabilitation and Nursing Center is a 198-bed 

comprehensive skilled nursing and rehabilitation facility. Serving the needs of the 

community since 1917, the Healey Center provides long-term and short-term care in a 

comfortable setting. Table 9 presents some key statistics for the Healey Center nursing 

home. 
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Table 9 

Nursing Home Statistics 

123 Average Number of Residents 

45,017 Annual Resident Days 

11,981 Annual Uncompensated Resident Days 

29,096 Annual Medicaid Resident Days 

14,178 Average Number of Meals Served Per Month 

2,924 Average Number of Therapy Units Provided 

226 FTE Staff 

$15,983,353 Annual Operating Expenses 

 
Source: Health Care District of Palm Beach County, 2008 
 
School health. The school health program operated by the Health Care District 

places a nurse in every public school in Palm Beach County. These nurses provide care 

to vulnerable children in a school system where 44 percent of the children qualify for 

free or reduced lunches, many of which have daily medication needs, and many of 

whom have no other access to a medical provider (Health Care District, 2008).  

The school health program provides students with access to first aid, medication 

administration, case management for chronic health conditions, counseling, and other 

health services from a medical professional. Table 10 presents some key statistics for 

the school nurse program. 
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Table 10 

School Health Program Statistics 

164 Schools Served 

240 FTEs in the Program (209.2 RNs) 

623,151 Annual Visits to the School Health Room 

33,548 Number of Injuries Treated 

79% Return to Class Rate 

$13,374,687 Annual Program Budget 

 
Source: Health Care District of Palm Beach County, 2008 
 

Pharmacy program. The Health Care District also operates five retail pharmacy 

locations. The District’s pharmacy locations offer a comprehensive pharmacy health 

coverage program to qualifying Palm Beach County residents. This includes members 

of the indigent care health coverage programs and patients who have suffered traumatic 

injury. Table 11 presents some key statistics for the pharmacy program. 
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Table 11 

Pharmacy Program Statistics 

5 Health Care District Pharmacy Sites 

149,764 Total Processed Prescriptions as District Pharmacy Sites 

26 Pharmacy Staff 

6000 Average Members Served Per Month 

$6,900,000 Average Annual Program Budget 

 
Source: Health Care District of Palm Beach County, 2008 
 

Air ambulance program. The Health Care District also owns and operates an 

air-ambulance program in Palm Beach County serving vulnerable trauma victims who 

are not able to reach a trauma center in a timely manner through ground transportation. 

The Health Care District’s air-ambulance program, known as the Trauma Hawk 

program, serves as a critical component of the county’s inclusive trauma system. Table 

12 presents some key statistics for the air ambulance program. 
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Table 12 

Air Ambulance Program Statistics 

2 Sikorsky S76+ Aircraft – Trauma Hawk 

670 Trauma Hawk Scene Transports 

124 Trauma Hawk Interfacility Transports 

11 minutes Average Trauma Hawk Response Time 

$6,351 Average Charge Per Trauma Hawk Patient Transport 

$6.4 million Average Annual Expenditures 

 
Source: Health Care District of Palm Beach County, 2008 
 
Privately contracted health care programs. Private health care programs are 

operated by for-profit and non-profit private organizations. The employees of these 

organizations are accountable to the owners, shareholders, board, and executives who 

operate and manage the companies and to the Health Care District through the 

accountability mechanisms embedded in their contracts. The following programs are the 

private programs the Health Care District contracts with private organizations to 

deliver. 

Trauma centers. The Health Care District contracts with two for-profit hospitals 

to provide trauma services to the residents and visitors of Palm Beach County. Tenet 

Healthcare Corporation, a private hospital organization, owns the two trauma centers. 

The trauma centers care for vulnerable populations who have been seriously injured. 

The trauma system in Palm Beach County is an integrated system of medical 

services organized to ensure appropriate care to severely injured residents. The Health 
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Care District is responsible for organizing and funding the Palm Beach County Trauma 

System. Table 13 presents some key statistics for the trauma program. 

Table 13 

Trauma Program Statistics 

2 Private Contracted Providers 

3,205 Number of Trauma Alert Patients Treated in 2006 

95% Survival Rate of Trauma Patient Who Arrived with Vital Signs 

$31,000,000 Average Annual Budget for Trauma Services 

 
Source: Health Care District of Palm Beach County, 2008 
 

Managed care health coverage programs. The Health Care District’s health 

coverage programs provide care for low-income residents of Palm Beach County 

through the contracted health care providers who operate under a managed care 

insurance model network. The contracted providers include hospitals, physicians, 

pharmacies, and ancillary health care providers. The enrollees served by the Health 

Care District’s health coverage programs are vulnerable based on their socio-economic 

and demographic characteristics. All enrollees are uninsured, live at or near poverty 

levels, and often suffer from chronic illnesses. 

The Health Care District operates four health coverage programs to assist low-

income populations in obtaining access to quality health care services. The four 

programs include: Coordinated Care, Vita Health, Personal Health Plan of Healthy 

Palm Beaches, and the Maternity Care Program. Table 14 presents some key statistics 

for the health coverage programs. 
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Table 14 

Health Coverage Program Statistics 

13 Number of Private Contracted Acute Care Hospitals 

174 Number of Primary Care Physicians 

906 Number of Specialty Physicians 

75 Number of Ancillary Providers (Labs, Diagnostics, etc.) 

11,341 Average Monthly Membership for Coordinated Care Plans 

1,000 Average Monthly Membership for Vita Health 

4,157 Average Monthly Membership in Personal Health Plan 

1,400 Average Monthly Membership for Maternal Care Program 

1,137 Combined Number of Providers for All Programs 

$44,067,195 Fiscal Year 2007 Medical Services for Coordinated Care 

$760,000 Fiscal Year 2007 Medical Services for Vita Health 

$5,700,000 Fiscal Year 2007 Medical Services for Personal Health Plan 

$1,529,065 Fiscal Year 2007 Medical Services for Maternal Care Program 

 
Source: Health Care District of Palm Beach County, 2008 
 

Case management. The Health Care District contracts out for case management 

services for low-income residents of Palm Beach County with HIV Spectrum disease. 

These vulnerable patients suffer from chronic illness, live at or near poverty levels, and 

are uninsured. The two private contractors who provide these services are the 

Comprehensive Aids Program of Palm Beach County, Inc. (CAP) and Compass, Inc. 
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The Comprehensive AIDS Program of Palm Beach County, Inc. (CAP) provides 

case management services to Health Care District managed care members with HIV 

spectrum disease.  Case managers link clients to health care and psychosocial services 

to ensure timely, coordinated access to the appropriate levels of social and medical case 

management. Case management is funded by the Health Care District through a fee for 

service contract with an annual maximum and is paid based on the number of units of 

services provided to clients on a monthly basis. A unit of service represents one-quarter 

hour (15 minutes) payable at a rate of $13.00 per unit. The Health Care District 

budgeted $430,000.00 for CAP for the 2007-2008 fiscal year and $51,000 for Compass. 

Table 15 presents some key statistics for the HIV Spectrum Disease case management 

programs.  

Table 15 

HIV Spectrum Disease Case Management Program Statistics 

2 Number of Private Contracted Case Management Providers 

379 Number of Clients Served by the Comprehensive Aids Program 

265 Number of Clients Serviced by Compass 

$481,000 Fiscal Year 2008 Combined Case Management Budget 

 
Source: Health Care District of Palm Beach County, 2008 
 

Health clinics. The Health Care District contracts with two private health care 

clinics in Palm Beach County each of which provide care to low-income and uninsured 

populations. One is operated by a private federally qualified health center, and one is 
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operated by a volunteer organization. Table 16 presents some key statistics for the 

health clinic providers. 

Table 16 

Health Clinic Details 

1 Florida Community Health Centers Pahokee Center 

1 Caridad Center Free Clinic 

$750,000 Average Annual Expenditures 

 
Source: Health Care District of Palm Beach County, 2008 
 

Sample Population 

The study will utilize the purposive sampling technique. The purposive 

sampling technique is also referred to as a key informant survey that targets individuals 

who are knowledgeable about the issues under investigation (Marshall, 1996; Schutt, 

1999). The person sample will include a total of twenty (20) viewpoints from the 

following stakeholder groups: 

o 10 Executives with private contracted providers 

o 10 Executives with the public sector provider 

Three of the Health Care District’s Officers will serve as key informants for 

both the publicly provided services and the private contracted services. These key 

informants are officers of the Health Care District who have overall responsibility for 

all programs that the Health Care District provides directly or contracts to deliver. Ten 

(10) executives with the private contracted providers will serve as key informants for 

the contracted providers. The ten (10) executives will include two contracted 
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physicians, two administrators from contracted hospital providers, two administrators 

with the contracted trauma centers, administrators from two case management 

organizations, and administrators from two contracted health clinics. Five additional 

administrators with the Health Care District will represent the following public 

programs: School nurse program, air ambulance program, pharmacy program, rural 

hospital, and the nursing home. Two additional Health Care District administrators will 

represent the pubic side of the private contracting relationship. Table 17 below outlines 

the key informants for the study. 

Table 17 

Key Informants 

Executives with Public Providers Executives with Private Providers 

Officer, Public Agency Contracted Physician 

Officer, Public Agency Contracted Physician 

Officer, Public Agency Administrator, Contracted Hospital 

Administrator, School Health Administrator, Contracted Hospital 

Administrator, Air Ambulance Senior Staff, Trauma Center 

Administrator, Pharmacy Program Senior Staff, Trauma Center 

Hospital Administrator Executive, Case Management Organization 

Nursing Home Administrator Executive, Case Management Organization 

Administrator, Trauma Program Executive, Health Clinic 

Legal Counsel Executive, Health Clinic 
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The key informants were selected for several reasons. The study will be 

examining internal processes and procedures of healthcare programs. This intimate 

knowledge is only available from individuals very knowledgeable with the daily 

operations of the programs. Administrators, executives, and staff represent the most 

knowledgeable group of individuals in regards to the nature of the information the study 

intends to elicit. As a result, administrators, executives, and staff from the nine 

healthcare programs were selected for the sample population. 

To achieve the objective of having the most knowledgeable respondents for each 

program participate in the survey, several respondents answered questions for multiple 

programs. For example, the three officers of the Health Care District answered 

questions for all programs and legal counsel answered questions for all contract 

programs. The other respondents were selected based on their direct involvement with a 

particular program. Table 18 presents a matrix identifying which program each 

respondent provided survey responses on. 
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Table 18 

Interview Respondents By Program Matrix 

 Contracted Programs Public Programs 

  
Trma 
Prog 

Case 
Mgm 

Hlth 
Clinic 

Man 
Care Hosp 

Sch 
Hlth 

Air 
Amb Pharm 

Nurs 
Home 

Contracted Physician    X       

Contracted Physician    X       
Administrator, Contracted 
Hospital    X       

Administrator, Contracted 
Hospital    X       

Senior Staff, Trauma Center X           

Senior Staff, Trauma Center X           

Executive, Case Management  X          

Executive, Case Management  X          

Executive, Health Clinic   X         

Executive, Health Clinic   X         

Officer, Public Agency X X X X X X X X X 

Officer, Public Agency X X X X X X X X X 

Officer, Public Agency X X X X X X X X X 

Administrator, School Health       X     

Administrator, Air Ambulance        X    
Administrator, Pharmacy 
Program         X   

Hospital Administrator      X      

Nursing Home Administrator          X 

Administrator, Trauma Program X           

Legal Counsel X X X X       

  27 interviews x 22 
questions = 594 data 
elements 

20 interviews x 22 questions =  
440 data elements 
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Data elements and statistical tools. In addition, the matrix provided in Table 

18 identifies exactly how the data elements will be gathered. There will be 15 

respondents interviewed to answer questions regarding the contracted programs and 

eight respondents interviewed to answer questions regarding the public programs. For 

the contracted programs, there will be 27 interviews conducted with the 22-question 

survey instrument eliciting 594 data elements. For the public programs, there will be 20 

interviews conducted with the 22-question survey instrument eliciting 440 data 

elements.  

All survey questions are designed using a 7-point Likert scale and will provide 

ordinal level data. Based on the use of ordinal data, non-parametric statistical tools will 

be utilized when testing for differences and statistical significance. Cronbach’s alpha 

and the Spearman’s Rank Order Correlation Test will be utilized to test survey 

reliability. The Mann-Whitney U Test will be utilized to analyze the survey results and 

for tests of statistical significance. Standard descriptive statistics will be utilized as well. 

Survey Instrument 

The survey instrument utilized to collect data from the key informants was 

designed based on the new Integrated Accountability Framework identified and 

presented in chapter three. The full survey instrument can be found in Appendix B of 

this study. Survey questions were designed on a 7-point Likert scale where respondents 

were asked to indicate their extent of agreement or disagreement with each statement 

about the healthcare program identified. The 7-point Likert scale that was used is 

provided below: 

 Strongly Agree 
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 Agree 

 Agree Somewhat 

 Undecided 

 Disagree Somewhat 

 Disagree 

 Strongly Disagree 

Survey questions were designed such that each question would correspond to an 

accountability mechanism. Positive responses of Strongly Agree, Agree, and Agree 

Somewhat indicated that the respondent agreed at some level that the determinant of 

accountability existed. Negative responses of Strongly Disagree, Disagree, and Disagree 

Somewhat indicated that the respondent disagreed at some level that the determinant of 

accountability existed. The existence of the determinant of accountability indicated that 

the program was more accountable to the populations served than in cases where 

respondents indicated the absence of the determinant. Table 19 presents the Integrated 

Accountability Framework and the corresponding question for each of the 

accountability mechanisms. 
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Table 19 

Integrated Accountability Framework 

 Survey Questions and Accountability Mechanisms 

Internal 
Accountability 
Mechanisms 

Q1 Clearly Defined Staff Responsibilities 
Q3 Suitable Staff Obligations and Responsibilities 
Q6 Financial and Legal Risk 
Q7 Minimal Barriers to Introducing New Technology 
Q10 Licensed Staff 
Q11 Ability to Check Staff Licenses for Sanctions 
Q16 Competitive Bid Process 
Q17 Supervisory Control and Regulations 
Q19 Professional Staff Autonomy 

External 
Accountability 
Mechanisms 

Q2 Suitable Performance Measures 
Q4 Suitable Services are Delivered to those Receiving Care 
Q5 Easily Collected Performance Data 
Q8 Independent Auditing 
Q9 Program Monitoring 
Q18 External Oversight 
Q20 Responsive to Key Stakeholders 
Q22 Public Dialogue 

Client-based 
Accountability 
Mechanisms 

Q12 Process to File a Complaint 
Q13 Available Customer Service Representatives 
Q14 Process to File a Grievance 
Q15 Ability to Appeal to a Governing Board 
Q21 Responsive to the Client 

 
Survey instrument validity. The survey instrument was validated based on the 

content validity process. Content validity involves knowledgeable reviewers who are 

familiar with the subject matter assessing the survey to see if the questions are 

appropriate for what the questions intend to ask (Litwin, 1995, p. 35). To assess content 

validity, five individuals familiar with each of the programs under study reviewed the 

study survey. None of the individuals were among the key informants who were to be 

participants in the study. Feedback from the reviewers indicated that the survey did ask 
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appropriate and relevant questions with regards to the programs under study and the 

objective of the study. 

Survey instrument and scale reliability. The survey instrument and scale 

reliability was tested using two methods. First, the survey instrument was tested using 

the test-retest method. The test-retest method is the most commonly used indicator of 

survey instrument reliability and involves having the same set of reviewers complete the 

survey at two different points in time to see how stable the responses are (Litwin, 1995, 

p. 8). While the test-retest method is very common, it is not without shortcoming. The 

"practice effect" shortcoming can impact the test whereby respondents "learn" to answer 

the same questions from the first test, which affects their responses in the retest. To 

mitigate the shortcoming, the reviewers were retested 4 weeks after the initial test. 

For the test and the retest, the reviewers were asked to respond to the 22-

question survey targeted to the executives, administrators, and staff. Table 20 presents 

descriptive statistics for the test and retest results. 

Table 20 

Descriptive Statistics from Test – Retest Reliability Analysis 

  N Minimum Maximum Sum Mean 
Std. 

Deviation 

Test 110 2 7 629 5.72 1.342 

ReTest 110 1 7 600 5.45 1.494 

Valid N 
(listwise) 110           

 
The results indicated a relatively consistent result for both the test and retest sum and 

mean scores. Further analysis is presented in Table 21 where the Spearman’s Rank 
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Order Correlation test was utilized to test the correlation between the test and retest in 

order to see if the survey was reliable.  

Table 21 

Spearman’s Rank Order Correlation Test for Assessing Survey Reliability 

 Test ReTest 
Spearman's 
rho Test Correlation 

Coefficient 1.000 .690(**) 

    Sig. (2-tailed) . .000 

    N 110 110 

  ReTest Correlation 
Coefficient .690(**) 1.000 

    Sig. (2-tailed) .000 . 

    N 110 110 

 
**  Correlation is significant at the 0.01 level (2 tailed). 

 
The relationship between the test and retest was analyzed using the Spearman’s Rank 

Order Correlation. The correlation of 0.690 indicates that there is a strong positive 

correlation between the test and retest variables. The Spearman’s test also indicated that 

the correlation is significant at the 0.01 level. As a result, the survey instrument 

demonstrates good test-retest reliability based on the Spearman’s Rank Order 

Correlation. 

Scale reliability was then tested to see if the Integrated Accountability 

Framework demonstrated the characteristics of a reliable scale. A reliable scale is 

important because a good scale will have strong internal consistency. Internal 

consistency in a scale indicates that all questions making up the scale are measuring the 

same construct. Cronbach’s alpha is one of the most common indicators used to 
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measure internal consistency. Table 22 presents the results of the Cronbach’s alpha 

analysis for each of the integrated accountability dimensions.  

Table 22 

Integrated Accountability Framework Reliability Statistics 

 

Cronbach's 
Alpha 

Cronbach's 
Alpha Based on 

Standardized 
Items 

N of 
Items 

Internal Accountability 0.809 0.857 9 

External Accountability 0.775 0.809 8 

Client-Based Accountability 0.728 0.763 5 

 
The results of the Conbach’s alpha test indicate that each of the dimension of the 

integrated accountability scale have strong internal consistency. Each of the dimensions 

demonstrated a Cronbach alpha coefficient greater than 0.7. The strongest dimension 

was the internal accountability dimension with an alpha coefficient of 0.809. The 

external accountability dimension demonstrated an alpha coefficient of 0.775, while the 

client-based accountability dimension demonstrated an alpha coefficient of 0.728. 

Based on the Conbach alpha coefficients, the integrated accountability framework 

demonstrates strong internal consistency and is a reliable scale.  

Survey administration. The survey instrument will be administered by the 

researcher as a structured interview using both in person and phone methods. The 

survey participants will be informed that the survey is a component of the research 

methods for a dissertation project in Public Administration by a graduate student at 

Florida Atlantic University. The participants will be told that the area of study is related 
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to the delivery of healthcare services to various populations in Palm Beach County, 

Florida. The researcher will further explain that the survey is designed to gather 

feedback regarding the delivery of health care services from executives, administrators, 

and staff of several health care programs administered or funded by the Health Care 

District of Palm Beach County. All survey participants will be told that their 

participation is voluntary and that all responses will be kept completely anonymous and 

that names will not appear anywhere in the final document. 

Supplemental data sources. Supplemental data will be used to complement the 

survey results and to assess whether survey responses reflected actual practices in the 

programs. The sources of supplemental data will include contracts, press releases, 

finance committee meeting agenda items and minutes, board meeting agenda items and 

minutes, job descriptions, policies and procedures, and qualitative interviews with 

individuals from the community.  

Chapter Summary 

This chapter began with a detailed presentation of the research study’s focus 

areas, which provided a description of each of the public and private contracted 

programs that will be reviewed in this study and the demographics related to the 

vulnerable populations served by the programs. The public sector programs included a 

public hospital, nursing home, school health program, pharmacy, and air ambulance 

program. The private contract programs included trauma centers, managed care health 

coverage programs, health clinics, and case management programs. Next, the sample 

population was identified explaining the reasoning for utilizing key informants as the 

sample population. The chapter concluded with a description of the survey instrument 
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and assessments of survey instrument validity and reliability. Lastly, the survey 

administration process was presented along with the description of the supplemental 

data sources. 
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5. Findings 

The data gathering and analysis for this study maintains the objective of 

analyzing whether there is a difference in accountability within government health 

service programs delivered to vulnerable populations through either the publicly 

delivered model or the contract delivery model. As outlined in chapter four, a key 

informant survey was utilized to collect data from program executives, administrators, 

and staff involved in delivering the health care services. Chapter five presents the 

findings from the survey responses including statistical analysis for overall 

accountability ratings between the public and private healthcare programs. 

Survey Results and Statistical Analysis 

The results of the survey provided 594 data elements related to accountability 

mechanisms for contract programs and 440 data elements for public programs. All 

survey responses were in the form of a 7-point Likert scale and provided ordinal level 

data. Based on the use of ordinal data, non-parametric statistical tools are utilized when 

testing for differences and statistical significance. The Mann-Whitney U Test is utilized 

to analyze the survey results and for tests of statistical significance. The Mann-Whitney 

U Test is the non-parametric alternative to the t-test for independent samples. Standard 

descriptive statistics are utilized as well. 
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Research question #1. The survey instrument was designed to provide data to 

answer the two research questions of the study. The first question set out to measure 

whether the public or the contract model delivered the highest level of accountability to 

vulnerable populations. The first research question tested is: 

 Does the public model or the private contract model provide the most 

accountability to vulnerable health care populations? 

To assess this question, responses to the survey questions for contracted programs were 

compared to responses to the survey questions for publicly provided programs. The 

assessment was performed for each of the accountability dimensions developed in the 

new integrated framework along with an assessment of total accountability with the 

combined results of the three accountability dimensions. 

Internal accountability. Internal accountability refers to mechanisms that can be 

utilized to promote accountability from within a program or organization. These 

mechanisms include processes that are capable of being used to demonstrate 

accountability. Table 23 presents descriptive statistics comparing the results for internal 

accountability. 
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Table 23 

Descriptive Statistics for Contracted and Public 

Programs for Internal Accountability 

   
Contracted 
Programs 

Public 
Programs 

N Valid 243 181 

Mean 5.42 6.72 

Median 6.00 7.00 

Std. Deviation 1.938 .755 

Range 6 5 

Minimum 1 2 

Maximum 7 7 
 

The descriptive statistics presented the results of 243 data elements related to 

internal accountability mechanisms for contracted programs and 181 data elements 

related to internal accountability mechanisms for publicly provided programs. Based on 

the 7-point Likert scale, the greater the value for each question’s response indicated a 

higher level of accountability. For contracted programs, the data indicated a mean value 

of 5.42 and a median of 6.00. For the public programs, the data indicated a mean value 

of 6.72 and a median of 7.00. The descriptive statistics suggest that the survey 

respondents find that publicly provided programs demonstrate a higher level of internal 

accountability to the vulnerable populations they serve than the contracted programs. 
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To further analyze the difference between the internal accountability for the 

contracted and the public programs, the Mann-Whitney U Test was employed. Table 24 

presents the results of the Mann-Whitney U Test. 

 
Table 24 

Mann-Whitney U Test Comparing the Difference Between 

Contracted and Public Programs for Internal Accountability 

  

Groups 
Contracted 
and Public N 

Mean 
Rank Sum of Ranks 

Score 1 Contracted 243 175.01 42526.50 

  2 Public 180 261.94 47149.50 

  Total 423     

 
Test Statistics(a) 

 

  Score 

Mann-Whitney U 12880.500 

Wilcoxon W 42526.500 

Z -8.315 

Asymp. Sig. (2-tailed) .000 

 
(a)  Grouping Variable: Groups Contracted and Public 

 
The Mann-Whitney U Test is based on the null hypothesis that there is no 

difference between the contract and public group scores on the internal accountability 

dimension. The test results provide further indication that there is a difference in 

internal accountability between the contracted and publicly provided programs. The 
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mean ranks for the contract group is 175.01. The mean ranks for the public group is 

261.94. Since the rank of 1 is assigned to the smallest value and the rank of 7 is 

assigned to the largest value, the program with the higher mean ranks indicates a higher 

level of accountability.  

To assess statistical significance of the difference between the two groups, the 

two-tailed significance value is examined. The observed two-tailed significance level is 

0.000 indicating that the null hypothesis should be rejected and that there is a 

statistically significant difference between the contracted and public scores on the 

internal accountability dimension. As a result, the data indicates that the publicly 

provided programs demonstrate more internal accountability to the vulnerable 

populations served than the contracted programs examined in this study. 

External accountability. External accountability refers to mechanisms that can 

be utilized to promote accountability from outside a program or organization. These 

mechanisms include processes that are capable of being used to demonstrate 

accountability. Table 25 presents descriptive statistics comparing the results for external 

accountability. 
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Table 25 

Descriptive Statistics for Contracted and Public 

Programs for External Accountability 

   
Contracted 
Programs 

Public 
Programs 

N Valid 216 160 

Mean 5.65 6.69 

Median 6.00 7.00 

Std. Deviation 1.666 .663 

Range 6 5 

Minimum 1 2 

Maximum 7 7 
 

The descriptive statistics presented the results of 216 data elements related to 

external accountability mechanisms for contracted programs and 160 data elements 

related to external accountability mechanisms for publicly provided programs. Based on 

the 7-point Likert scale, the greater the value for each question’s response indicated a 

higher level of accountability. For contracted programs, the data indicated a mean value 

of 5.65 and a median of 6.00. For the public programs, the data indicated a mean value 

of 6.69 and a median of 7.00. The descriptive statistics suggest that the survey 

respondents find that publicly provided programs demonstrate a higher level of external 

accountability to the vulnerable populations they serve than the contracted programs. 
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To further analyze the difference between the external accountability for the 

contracted and the public programs, the Mann-Whitney U Test was employed. Table 26 

presents the results of the Mann-Whitney U Test. 

Table 26 

Mann-Whitney U Test Comparing the Difference Between 

Contracted and Public Programs for External Accountability 

  

Groups 
Contracted 
and Public N 

Mean 
Rank Sum of Ranks 

Score 1 Contracted 216 156.81 33871.00 

  2 Public 160 231.28 37005.00 

  Total 376     

 
Test Statistics(a) 

 

  Score 

Mann-Whitney U 10435.000 

Wilcoxon W 33871.000 

Z -7.335 

Asymp. Sig. (2-tailed) .000 

 
(a)  Grouping Variable: Groups Contracted and Public 

 
The Mann-Whitney U Test is based on the null hypothesis that there is no 

difference between the contract and public group scores on the external accountability 

dimension. The test results provide further indication that there is a difference in 

external accountability between the contracted and publicly provided programs. The 
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mean ranks for the contract group is 156.81. The mean ranks for the public group is 

231.28. Since the rank of 1 is assigned to the smallest value and the rank of 7 is 

assigned to the largest value, the program with the higher mean ranks indicates a higher 

level of accountability. 

To assess statistical significance of the difference between the two groups, the 

two-tailed significance value is examined. The observed two-tailed significance level is 

0.000 indicating that the null hypothesis should be rejected and that there is a 

statistically significant difference between the contracted and public scores on the 

external accountability dimension. As a result, the data indicates that the publicly 

provided programs demonstrate more external accountability to the vulnerable 

populations served than the contracted programs examined in this study. 

Client-based accountability. Client-based accountability refers to mechanisms 

that can be utilized by the client or recipient of services to hold the program or 

organization accountable. Table 27 presents descriptive statistics comparing the results 

for client-based accountability. 
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Table 27 

Descriptive Statistics for Contracted and Public 

Programs for Client-based Accountability 

   
Contracted 
Programs 

Public 
Programs 

N Valid 135 100 

Mean 5.78 6.67 

Median 7.00 7.00 

Std. Deviation 1.683 .711 

Range 6 5 

Minimum 1 2 

Maximum 7 7 
 

The descriptive statistics presented the results of 135 data elements related to 

client-based accountability determinants for contracted programs and 100 data elements 

related to client-based accountability determinants for publicly provided programs. 

Based on the 7-point Likert scale, the greater the value for each question’s response 

indicated a higher level of accountability. For contracted programs, the data indicated a 

mean value of 5.75 and a median of 7.00. For the public programs, the data indicated a 

mean value of 6.67 and a median of 7.00. The descriptive statistics suggest that the 

survey respondents find that publicly provided programs demonstrate a higher level of 

client-based accountability to the vulnerable populations they serve than the contracted 

programs. 
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To further analyze the difference between the client-based accountability for the 

contracted and the public programs, the Mann-Whitney U Test was employed. Table 28 

presents the results of the Mann-Whitney U Test. 

Table 28 

Mann-Whitney U Test Comparing the Difference Between 

Contracted and Public Programs for Client-based Accountability 

  

Groups 
Contracted 
and Public N 

Mean 
Rank Sum of Ranks 

Scores 1 Contracted 135 103.01 13907.00 

  2 Public 100 138.23 13823.00 

  Total 235     

 
Test Statistics(a) 

 

  Scores 

Mann-Whitney U 4727.000 

Wilcoxon W 13907.000 

Z -4.487 

Asymp. Sig. (2-tailed) .000 

 
(a)  Grouping Variable: Groups Contracted and Public 

 
The Mann-Whitney U Test is based on the null hypothesis that there is no 

difference between the contract and public group scores on the client-based 

accountability dimension. The test results provide further indication that there is a 

difference in client-based accountability between the contracted and publicly provided 
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programs. The mean ranks for the contract group is 103.01. The mean ranks for the 

public group is 138.23. Since the rank of 1 is assigned to the smallest value and the rank 

of 7 is assigned to the largest value, the program with the higher mean ranks indicates a 

higher level of accountability.  

To assess statistical significance of the difference between the two groups, the 

two-tailed significance value is examined. The observed two-tailed significance level is 

0.000 indicating that the null hypothesis should be rejected and that there is a 

statistically significant difference between the contracted and public scores on the 

client-based accountability dimension. As a result, the data indicates that the publicly 

provided programs demonstrate more client-based accountability to the vulnerable 

populations served than the contracted programs examined in this study. 

Total accountability. To assess total accountability, the combined results of the 

internal, external, and client-based accountability mechanisms were analyzed. Table 29 

presents descriptive statistics comparing the results.  
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Table 29 

Descriptive Statistics for Contracted and Public 

Programs for Total Accountability 

  
Contracted 
Programs 

Public 
Programs 

N Valid 594 440 

Mean 5.59 6.70 

Median 6.00 7.00 

Std. Deviation 1.789 .712 

Range 6 5 

Minimum 1 2 

Maximum 7 7 

 
The descriptive statistics presented the results of 594 data elements related to 

total accountability for contracted programs and 440 data elements related to total 

accountability for publicly provided programs. Based on the 7-point Likert scale, the 

greater the value for each question’s response indicated a higher level of accountability. 

For contracted programs, the data indicated a mean value of 5.59 and a median of 6.00. 

For the public programs, the data indicated a mean value of 6.70 and a median of 7.00. 

The descriptive statistics suggest that the survey respondents find that publicly provided 

programs demonstrate a higher level of total accountability to the vulnerable 

populations they serve than the contracted programs. 
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To further analyze the difference between total accountability for the contracted 

and the public programs, the Mann-Whitney U Test was employed. Table 30 presents 

the results of the Mann-Whitney U Test. 

Table 30 

Mann-Whitney U Test Comparing the Difference Between 

Contracted and Public Programs for Total Accountability 

 

Groups 
Contracted 
and Public N 

Mean 
Rank 

Sum of 
Ranks 

Score 1 Contracted 594 433.72 257630.00 

 2 Public 440 630.60 277465.00 

 Total 1034     

 
Test Statistics (a) 

 

  Score 

Mann-Whitney U 80915.000 

Wilcoxon W 257630.000 

Z -11.892 

Asymp. Sig. (2-tailed) .000 

 
(a) Grouping Variable: Groups Contracted and Public 

 
The Mann-Whitney U Test is based on the null hypothesis that there is no 

difference between the contract and public group scores. The test results provide further 

indication that there is a difference in total accountability between the contracted and 

publicly provided programs. The mean ranks for the contract group is 433.72. The mean 
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ranks for the public group is 630.60. Since the rank of 1 is assigned to the smallest 

value and the rank of 7 is assigned to the largest value, the program with the higher 

mean ranks indicates a higher level of total accountability.  

To assess statistical significance of the difference between the two groups, the 

two-tailed significance value is examined. The observed two-tailed significance level is 

0.000 indicating that the null hypothesis should be rejected and that there is a 

statistically significant difference between the contracted and public scores. As a result, 

the data indicates that the publicly provided programs demonstrated more total 

accountable to the vulnerable populations served than the contracted programs 

examined in this study. 

Research question #2. The second research question set out to identify whether 

different accountability mechanisms provided a higher level of accountability to 

vulnerable populations. The second research question tested is: 

 Which accountability mechanisms provide the most accountability to 

vulnerable health care populations? 

To identify which accountability mechanisms provide the most accountability to 

vulnerable health care populations a comparison of the mean value for each survey 

question is reviewed. Figure 23 displays the average mean value for each question 

(mechanism). 
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Figure 23. Average Mean Value for All Accountability Questions (Mechanisms) 
 
While all the mechanisms contribute to accountability, there were eight of the 

mechanisms that ranked very high. The mechanisms that averaged a mean value of 6.5 

or greater included: 

 6.81 – Services provided were suitable for those in need 

 6.76 – Staff providing services are licensed 

 6.72 – There is a process available for clients to file a complaint 

 6.65 – The organization has the ability to check on staff for sanctions against 

their license 

 6.65 – The organization exhibits strong supervisory control with standard 

operating procedures that govern the operations of staff 

 6.62 – Staff responsibilities to those receiving services from the healthcare 

program are clearly defined 
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 6.57 – There is a process in place for external monitoring of performance for 

compliance with standards and mandates 

 6.50 – There is a high degree of autonomy for professional staff with 

deference to expertise and an emphasis on performance that supports best 

practices 

This group of mechanisms contributed the most to the accountability assessment based 

on the survey responses. The results also indicated that administrative barriers to the 

introduction of new technology and whether or not the public or contracted provider 

held the financial and legal risk contributed the least to the accountability assessment. 

Chapter Summary 

Chapter five presented the findings from the survey responses. The results 

presented 594 data elements related to accountability mechanisms for contract programs 

and 440 data elements for public programs. The survey results were analyzed based on 

the research questions and related analysis. The difference between the survey 

responses for the contracted programs and the public programs were analyzed using the 

non-parametric Mann-Whitney U Test. The results of the test indicated that there is a 

statistically significant difference between the accountability scores between the 

contract and public programs. The data results suggest that the public programs 

assessed in this study are more accountable than the contract programs assessed in this 

study. In addition, eight out of the twenty-two accountability mechanisms scored an 

average mean value of 6.50 or greater out of a possible 7.00 suggesting that these eight 

accountability mechanisms provided the most accountability to the populations served 

by the programs reviewed in the study.
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6. Discussion 

Chapter six will review and discuss the findings from the study. Included will be 

a discussion of the quantitative survey results from the key informant interviews and the 

introduction and discussion of the qualitative supplemental data review. Lastly, a 

discussion of the new integrated accountability framework will be presented. 

Survey Results Review and Discussion 

The first research question set out to ask whether the public service delivery 

model or the private contract service delivery model provided the most accountability to 

vulnerable health care populations. The results of the data analysis indicated that the 

publicly delivered health care services demonstrated more accountability than the 

contracted programs for each of the integrated accountability framework dimensions as 

well as total accountability.  

Internal accountability dimension. The internal accountability dimension 

assessed the mechanisms that have been identified in the literature to promote 

accountability from within a program or organization. For example, a program or 

organization that exhibits the processes or practices of internal accountability 

demonstrates enhanced accountability.  The findings from the data analysis indicated 

that the public programs scored a mean of 6.72 out of a possible 7.00 for the internal 

accountability dimension while the contracted programs scored a mean of 5.42 out of a 
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possible 7.00. The difference was found to be statistically significant based on the 

results of the Mann-Whitney U test statistic. 

Based on the survey responses for the public and private programs examined in 

this study, the public programs demonstrate more internal accountability than the 

private programs. Specifically, the findings indicated that the public programs exceeded 

the private programs in the combined areas of having clearly defined and suitable staff 

responsibilities, utilizing licensed staff, requiring a competitive bid process for 

purchases, checking professional staff for sanctions against their license, and promoting 

professional staff autonomy. In addition, the public programs scored better than the 

contract programs on mechanisms that assessed whether the program maintains strong 

supervisory controls and regulations, owns the financial and legal risk, and fosters an 

environment with minimal barriers to the introduction of new technologies. 

External accountability dimension. The external accountability dimension 

assessed the mechanisms that have been identified in the literature to promote 

accountability from outside a program or organization. For example, a program or 

organization that exhibits the processes or practices of external accountability 

demonstrates enhanced accountability.  The findings from the data analysis indicated 

that the public programs scored a mean of 6.69 out of a possible 7.00 for the external 

accountability dimension while the contracted programs scored a mean of 5.65 out of a 

possible 7.00. The difference was found to be statistically significant based on the 

results of the Mann-Whitney U test statistic. 

Based on the survey responses for the public and private programs examined in 

this study, the public programs demonstrate more external accountability than the 



 

 103 

private programs. Specifically, the findings indicated that the public programs exceeded 

the private programs in the combined areas of having suitable performance measures 

and program monitoring, easily collected performance data, external oversight. In 

addition, the public programs scored better than the contract programs on mechanisms 

that assessed whether suitable services are delivered to those receiving care, 

independent auditing, dialogue with the public, and being responsive to key 

stakeholders. 

Client-based accountability dimension. The client-based accountability 

dimension assessed the mechanisms that have been identified in the literature to 

promote accountability by enabling clients to take advantage of a process to directly 

hold a program or organization accountable. For example, a program or organization 

that exhibits the processes or practices of client-based accountability demonstrates 

enhanced accountability.  The findings from the data analysis indicated that the public 

programs scored a mean of 6.67 out of a possible 7.00 for the client-based 

accountability dimension while the contracted programs scored a mean of 5.78 out of a 

possible 7.00. The difference was found to be statistically significant based on the 

results of the Mann-Whitney U test statistic. 

Based on the survey responses for the public and private programs examined in 

this study, the public programs demonstrate more client-based accountability than the 

private programs. Specifically, the findings indicated that the public programs exceeded 

the private programs in the combined areas of having a process to file a complaint or 

grievance, the ability to appeal to a governing board, having customer service 

representatives available, and by being responsive to clients.  
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Total accountability. Total accountability combined the results of the internal, 

external, and client-based accountability mechanisms. The findings from the data 

analysis indicated that the public programs scored a mean of 6.70 out of a possible 7.00 

for total accountability while the contracted programs scored a mean of 5.59 out of a 

possible 7.00. The difference was found to be statistically significant based on the 

results of the Mann-Whitney U test statistic. Based on the total accountability findings, 

the public programs demonstrated greater accountability than the contracted programs. 

Comparison of accountability mechanisms. The second research question set 

out to identify which accountability mechanisms provided the most accountability to 

vulnerable health care populations. While all accountability mechanisms promote 

accountability, the literature indicated that vulnerable populations need communicative 

and participatory mechanisms. These would be active mechanisms where the client 

could engage a process to hold the program or organization accountable. As a result, 

one of the client-based mechanisms, if prevalent, would be the natural selection as the 

accountability mechanism that provides the most accountability to vulnerable 

populations. 

The findings from the survey respondents indicated that the ability to file a 

complaint was the most prevalent client-based mechanism in the programs included in 

this study and therefore the mechanism that provides the most accountability to 

vulnerable populations. This finding, however, should in no way discount the 

accountability provided by the other mechanisms in the study as clearly they contribute 

to accountability to vulnerable populations. 



 

 105 

Program and accountability dimension alignments. The findings indicated 

that the public programs scored the highest mean values on each of the three 

accountability dimensions in the integrated accountability framework. However, the 

alignment of each accountability dimension with the type of program provided some 

interesting results. 

The public programs scored the highest on the internal accountability dimension 

with a mean score value of 6.72. The next highest dimension was the external 

accountability dimension, which scored a mean value of 6.69. Lastly, the client-based 

accountability dimension scored a mean value of 6.67 for the public programs. 

The contract programs experienced a different result with the alignments. The 

dimension with the highest mean score for the contract programs was the client-based 

dimension with a score of 5.78. The second highest mean score for the contract 

programs was the external accountability dimension with a score of 5.65. Lastly, the 

internal accountability dimension scored a mean value of 5.42 for the contract 

programs. What this suggests is that contract programs possessed a greater 

accountability emphasis on the very mechanisms that afford vulnerable populations the 

most accountability. While the client-based accountability dimension for the contract 

programs is greater than the other two dimensions, it still is not greater than the client-

based accountability score for the public programs. 

In the Romzek and Johnson (2005) framework, the authors looked at how well 

the accountability types aligned with what would be expected for each program. 

Applying a similar approach to this study provides some insight into why each of the 

program types score the way they did on the accountability dimensions. For the public 
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programs, where the internal dimension scored the highest, the alignment very much 

seemed to fit with what would normally be expected to score highly. Many of the 

internal accountability mechanisms relate to the hierarchical or bureaucratic 

accountability types found in other frameworks. Finding that a collection of government 

programs displayed hierarchical and bureaucratic characteristics is not unusual.  

For the contract programs, where the client-based dimension scored the highest, 

the alignment also seemed to fit with what would normally be expected to score highly. 

Many of the client-based accountability mechanisms relate to the market accountability 

type found in other frameworks. Finding that a group of private contracted programs 

displayed market type characteristics like responsiveness to clients and a focus on 

customer service is also not a surprising result. 

Program Discussion 

Insight on accountability for each program and each delivery model was also 

obtained from the study. The information included both primary drivers and 

impediments of accountability for each of the programs. In addition, general trends 

across programs by delivery model also produced useful information for policymakers 

and in the case of this study, administrators for the Health Care District. 

Hospital. The hospital scored highly across most all of the accountability 

mechanisms assessed by the survey questions. Of particular note, however, was the low 

score on the ease of performance measure data collection. The finding was somewhat 

surprising for an organization from an industry that is typically heavily data driven. 

Hospitals generally rely on patient census information, inpatient days, length of stays 

and other data driven information that conventional thinking would have found this to 
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be a stronger mechanism. However, when considering the lowest scoring mechanism, 

the low score for data collection can possibly be explained. The lowest scoring 

accountability mechanism was whether there were minimal bureaucratic and 

administrative barriers to the introduction of new technology. Assuming that technology 

could have included systems needed to gather and compile data, this finding could very 

well explain the shortcoming on data collection. 

Air ambulance. The air ambulance program was the second highest scoring 

program overall for the combined accountability mechanisms. The finding aligns with 

what one might expect to find from a highly regulated aviation industry where 

compliance with many requirements and mandates as well as expert training are the 

norm. The one accountability mechanism that scored low was whether there were 

minimal bureaucratic and administrative barriers to the introduction of new technology. 

A low score for this mechanism is a surprise considering the highly technical nature of 

the industry and the perceived expectations for greater technological capabilities 

compared to other industries. 

Nursing home. The nursing home also resides in a highly regulated industry. 

State agencies require certifications, licensures, and have strict regulations related to 

patient care. This combination led to a highly accountable program with the lowest 

scoring mechanism again related to whether there were minimal bureaucratic and 

administrative barriers to the introduction of new technology. 

Pharmacy. The pharmacy program was the highest scoring program across both 

the public and private delivery models. Pharmacy, like the other publicly delivered 

programs, also resides in a highly regulated industry with strict processes and 
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requirements for the dispensing of medication. Once again, minimal bureaucratic and 

administrative barriers to the introduction of new technology was the lowest scoring 

mechanism. 

School health. The school health program was the lowest scoring public 

program. While still highly accountable overall, there were four accountability 

mechanisms that the school health program scored low on. Those included an available 

customer service representative, the availability of a formal grievance process, public 

dialogue, and whether there were minimal bureaucratic and administrative barriers to 

the introduction of new technology.  

Public programs combined. When analyzed together, the public programs 

score lowest on whether there were minimal bureaucratic and administrative barriers to 

the introduction of new technology. However, the strong requirement for compliance 

with regulations, substantial policy and procedure documentation, and availability of a 

governing board to file an appeal were just some of the mechanisms that helped to 

elevate the accountability score for the publicly delivered programs. 

Managed care. The managed care program scored the highest out of the four 

private contracted programs. The mechanisms that brought down the overall 

accountability included whether the Health Care District retained the financial and legal 

risk for the services, the extent to which competitive bids were utilized, and whether 

there were minimal bureaucratic and administrative barriers to the introduction of new 

technology. The literature suggests that there is heightened accountability when the 

government retains the financial and legal risk in a contact situation. For the managed 

care programs, the providers are essentially independent contractors who maintain the 
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legal risk and thereby likely scored low on this mechanism for that reason. The low 

score for competitive bids is not a surprise considering that most of the providers are 

small businesses that would not be required to use competitive bidding by any oversight 

agency. 

Health clinics. The health clinics also scored low on the financial and legal risk 

mechanism as well as the bureaucratic and administrative barriers mechanism. In 

addition, the clinics scored low on the public dialogue mechanism, which is not unusual 

since you would not expect that health clinics would entertain public dialogue regarding 

their program. 

Trauma centers. The trauma centers have several mechanisms that scored low. 

The financial and legal risk, bureaucratic and administrative barriers, public dialogue, 

competitive bid process, and the ability to appeal to a board were all mechanisms that 

the trauma centers scored low on. The barrier to new technologies was the lowest 

scoring mechanism across all public and contract programs. This finding seems unusual 

in the sense that one might expect that highly technical and specialized trauma services 

would be accompanied by high levels of innovative technology. 

Case management. The case management program was the lowest scoring 

private contract program. Low scores were found on the mechanisms related to 

performance measure and data collection, clearly defined staff responsibilities, the 

ability to file a grievance, financial and legal risk, administrative barriers, and public 

dialogue. Of most concern is the low score on the clearly defined staff responsibilities 

accountability mechanism. That mechanism aligns so closely with actual service 

delivery that it was surprising that it would not score highly.  
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Private contract programs combined. When analyzed together, the private 

contract programs scored low on whether there were minimal bureaucratic and 

administrative barriers to the introduction of new technology. In addition, other 

mechanisms like the retention of financial and legal risk and public dialogue also held 

down the overall score for the private programs. On the positive, with the exception of 

the case management program’s low score on the grievance process, the private contract 

programs faired well on the client-based accountability dimension. 

Supplemental Data Review and Discussion 

Supplemental data was used for exploratory purposes to investigate if additional 

sources of information could be useful to an accountability assessment. The sources of 

supplemental data included contracts, press releases, finance committee meeting agenda 

items and minutes, board meeting agenda items and minutes, job descriptions, policies 

and procedures, and qualitative community representative interviews. 

Contracts. For the contracted programs, the actual agreements are a very 

important supplemental data source. Each of the contract programs corresponding 

agreements were reviewed to verify the presence or absence of the accountability 

mechanisms. Table 31 presents the integrated accountability framework mechanisms 

and indicates whether or not they were present in the agreement. 
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Table 31 

Contracted Programs Agreement Review for Accountability Mechanisms 

 
Mechanism 

 
Trauma 

Case 
Mgmt 

Health 
Clinic 

Mgd 
Care 

Clearly Defined Staff 
Responsibilities √ √ √ √ 

Suitable Staff Obligations and 
Responsibilities 

√   √ 

Financial and Legal Risk √ √ √ √ 
Minimal Barriers to Introducing 
New Technology 

    

Licensed Staff √   √ 

Ability to Check Staff Licenses for 
Sanctions 

    

Competitive Bid Process     

Supervisory Control and 
Regulations 

    

Professional Staff Autonomy     

Suitable Performance Measures √  √  

Suitable Services are Delivered to 
those Receiving Care 

√ √ √ √ 

Easily Collected Performance Data √    

Independent Auditing  √ √  

Program Monitoring  √ √  

External Oversight     

Responsive to Key Stakeholders     

Public Dialogue     

Process to File a Complaint    √ 

Available Customer Service 
Representatives 

    

Process to File a Grievance    √ 

Ability to Appeal to a Governing 
Board 

    

Responsive to the Client     
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The results of the analysis of each contract program’s agreement indicated a 

varying degree of the presence of the accountability mechanisms. All four contracted 

programs had references to the staff responsibilities, clearly defined services, and the 

retention of risk. The case management and health clinic agreements had references to 

the independent audit and the auditing and monitoring functions. The trauma program 

agreement contained references to data collection. With respect to the client-based 

accountability mechanisms including a process for complaints, grievances, and appeals, 

only the health coverage program agreement had a reference to any of those 

mechanisms.  

The absence of a reference to a particular mechanism, however, does not in and 

of itself indicate that the function does not exist. The function might very well exist, but 

it is just not identified as one of the contractual obligations. For example, the trauma 

program contracts with two hospitals to serve as trauma centers. Both hospitals are 

publicly traded for-profit hospitals that have independent auditing, internal audit, and 

monitoring functions. The requirement for those determinants was simply not identified 

in the agreement. 

Press releases. Press releases served as another support document data source. 

Press releases serve as a way to inform the public, recognize an event or individual, or 

to promote a program or service. During 2008 and 2009 there were 26 press releases 

providing news about the Health Care District. Ten of the press releases related to 

recognition of a board, committee or staff member. While the focus of these press 

releases was on individuals, they always contained information on the programs and 

services provided by the Health Care District. In each of these releases, all of the public 
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provided programs were highlighted, while only two of the contracted programs were 

mentioned. The contracted programs routinely mentioned were the health coverage 

program and the trauma program. 

The remaining 16 press releases focused on highlighting one or more of the 

Health Care District’s programs. Eight of the press releases focused on the hospital, 

four of the press releases highlighted all of the Health Care District programs, two of 

the press releases focused on school health, one of the press releases focused on the 

health coverage program, and one of the press releases focused on trauma program. The 

only contracted programs mentioned in this group of press releases were the health 

coverage and trauma programs. 

The press release activity aligns with both the responsiveness to key 

stakeholders and public dialogue mechanisms. Press releases serve to inform and justify 

the programs to the public and key stakeholders. These activities are supportive of the 

presence of these mechanisms as found in the survey results. 

Finance committee meetings. The finance committee meeting agenda items 

and minutes are summary level documents as opposed to verbatim minutes. The finance 

committee agenda items are in a standard format with consistent information provided 

on each item. The finance committee meeting agenda items present the financial and 

programmatic data for each of the public programs provided by the Health Care District 

and the contracted trauma program on a monthly basis. These financial and 

programmatic data are reviewed by internal staff and a volunteer committee. The Health 

Care District and hospital financial statements are also reviewed in detail each month. 
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Any procurement decisions made by the Health Care District for one of its 

publicly provided programs or for any contractual changes to any of the contracted 

programs must first be reviewed and approved by the finance committee. Adherence to 

the Health Care District’s procurement policies is one of the functions the finance 

committee oversees. The presence of this procurement function for the public programs 

reflects the survey responses for the competitive bid mechanism. 

Board meetings. The board meeting agenda items and meeting minutes are 

similar to the finance committee’s such that they are also summary level documents as 

opposed to verbatim minutes. The board agenda items are also in a standard format with 

consistent information provided on each item. The board meeting agenda items present 

the financial and programmatic data for each of the public programs provided by the 

Health Care District and the contracted programs on a monthly or annual basis. All 

items are reviewed by internal staff and a volunteer committee. 

The board meetings also provide the most available forum for the public, 

interest groups, and stakeholders to address the board and appeal a decision or seek 

redress or remedy to any issue. At each board meeting, the public is invited to attend 

and a portion of the agenda is set aside for public comments. While at the discretion of 

the board members, public comments are typical limited to three minutes. A review of 

the board meeting minutes from 2008 and 2009 identified 10 out of 24 meetings where 

there were occurrences of public comments from interest groups, the public, or key 

stakeholders. During the 10 meeting, there were 40 individuals who presented public 

comments to the board members. Of those 40 public comment presentations, only 3 
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involved 2-way dialogue between the board members and the individual addressing the 

board. 

The board meetings including the public comments process aligns with the 

responsiveness to key stakeholders, public dialogue, and the ability to appeal to a 

governing board mechanisms. Public comments serve to provide a forum for clients to 

appeal any issues and to engage in dialogue with the governing body. The board 

meetings provide a forum for management to be responsive to key stakeholders and the 

public and an opportunity to explain and justify the actions and outcomes of the 

programs. These activities are supportive of the presence of these mechanisms as found 

in the survey results.  

Job descriptions. The job descriptions at the Health Care District of Palm 

Beach County contain very detailed essential functions clearly outlining the 

responsibilities of staff. This is consistent with the clearly defined staff responsibilities 

and supervisory control and regulations mechanisms. Each job description is formatted 

the same based on a template and includes all required regulatory notices and 

disclaimers. Minimum qualifications and licensure requirements are all identified which 

confirms the requirement for licensed staff as one of the mechanisms that when present 

lends to greater accountability. 

Policies and procedures. The next group of documents reviewed were the 

policies and procedures. The Health Care District maintains hundreds of policies and 

procedures for the various programs delivered. The policies and procedures are detailed, 

clearly identifying the policy and the procedure steps. All policies are approved by the 

board while procedures only need to be approved by senior management. The detailed 
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nature of the policies and procedures is also consistent with the supervisory control and 

regulation mechanism. The Health Care District’s procurement policies and procedures 

are also consistent with the competitive bid accountability mechanism found in the 

literature and reflected in the survey.  

Community representative interviews. The final supplemental data category 

consisted of five interviews with community representatives. The purpose of the 

community representative interviews was to qualitatively gauge the views on some of 

the accountability mechanisms from members of the public who had knowledge of the 

programs operated and contracted for by the Health Care District. Questions similar to 

those asked of the executives, administrators, and staff where utilized. The results 

indicated a few things. First, stakeholders removed from the direct involvement in 

running the programs do not have the specific knowledge about the internal processes 

of the programs to effectively comment on the accountability mechanism statements 

included in this study’s survey. However, their perspective still brings value in the sense 

that perceptions of a program do not always match the actual experience. For example, 

when asked if clients receive the services they need from the healthcare program there 

were several stakeholders who did not respond in the affirmative and some who actually 

responded answering no.  

For questions related to the presence of some of the client-based mechanisms 

like a complaint or grievance process, there were several stakeholders who indicated 

that they did not know if those features were present in the Health Care District 

programs. This lack of basic knowledge of the programs precludes the community 
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stakeholders from participating as a respondent to the survey instrument as currently 

configured. 

New Integrated Accountability Framework Discussion 

The roots of the new integrated accountability framework developed and 

presented in this study can be traced back to some of the early public administration 

writings on the subject of accountability. Friedrich (1935) and Finer (1941) both 

discussed accountability within organizations and discussed and debated internal and 

external approaches to promoting accountability. Features from each of the 

accountability frameworks reviewed in this study ended up in the new integrated 

framework creating a three-pronged approach to assessing accountability including 

internal, external, and client-based mechanisms. This approach firmly grounded the new 

framework in accountability theory. 

The dimensions of the new integrated framework also demonstrated a new 

reliable scale for quantitatively assessing accountability. Both the test – retest 

Spearman’s Rank Order Correlation and the Cronbach’s alpha analysis indicated that 

the new framework had good reliability. The theoretical and internal consistency 

characteristics of the new integrated accountability framework suggest that this new 

framework was a good framework to utilize in this study’s accountability assessment 

and that it shows promise for future applications. 

Future Applications – Empowering Administrators. The new model 

developed in this study presents an opportunity for practical application by public 

administrators. The framework’s survey instrument can be used for self-assessment 

within an organization. Administrators interested in the level of accountability their 
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program demonstrates can use the survey to make an assessment. The survey results 

will highlight the accountability mechanisms that the program performs well on as well 

as the mechanisms that offer opportunities for improvement. A public agency that has a 

mix of public and privately delivered programs can assess the strengths and weaknesses 

of each. Opportunities to amend contracted relationships so that important 

accountability measures are imbedded directly into contracts will only help to improve 

accountability. Internal changes to public programs also provide an opportunity for 

administrators to improve accountability. New procedures can be introduced, complaint 

processes can be implemented, and opportunities for public dialogue can be established 

all in an effort to improve accountability in public programs. The new model provides 

the assessment tool and the explanation of the accountability mechanisms to empower 

public administrators to deliver greater accountability.  

The new integrated accountability framework can also serve as a tool for 

administrators who are developing a new program or who are considering contracting a 

service out to a private organization. When designing a new program, the framework 

provides a comprehensive list of the processes that should be considered for inclusion in 

a new program. If professional staff will be involved in the delivery of service, the 

process to verify licensure should be included. If clients will be served by the new 

program, customer service functions should be available and the ability to file a 

complaint should be included. Performance measures should be identified ahead of time 

so the program staff will understand how they will be evaluated and administrators will 

be able to ensure that they have the necessary information to monitor the program. 
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The decision to contract out for service delivery presents an excellent 

opportunity for utilizing the components of the new accountability framework. As 

found in this study, contracts do not routinely include all of the important accountability 

features that are needed to adequately ensure that the contracted program is accountable 

to the clients served. The requirement for external and independent auditing should be 

mandatory, processes to allow clients to appeal decisions should be required 

contractually, and contracted organizations should be required to utilize competitive bid 

processes for procurement decisions related to the public program they are delivering. 

Each of the items in the model should be considered by administrators as they develop 

programs or contract out for services. Doing so will position the public agency to be 

accountable to the clients they serve. 

Chapter Summary 

Chapter six presented a review and discussion of the study findings. An 

explanation of the findings included a description of how the public programs scored 

higher on the assessments than the contract programs for the internal, external, and 

client-based dimensions as well as the total accountability assessment.  In addition, a 

discussion was presented for how and why the ability to file a complaint was selected as 

the mechanism that provides the most accountability to vulnerable populations. A 

review of the alignments of each accountability dimension with both the public and 

contracted programs found that the results aligned nicely with what would have been 

expected. For example, the public programs aligned strongly with the internal 

accountability dimension based on the program’s focus on hierarchical and bureaucratic 

characteristics. Likewise, the contract programs aligned strongly with the client-based 
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dimension based on the program’s focus on market and customer service characteristics. 

A discussion of each of the supplemental data sources and results were presented. The 

supplemental data sources included contracts, press releases, committee and board 

meeting agenda items and minutes, job descriptions, policies and procedures, and 

community representative interviews. The supplemental data did support the presence 

of many of the accountability mechanisms assessed in the survey. Lastly, a review of 

the new integrated framework discussed the theoretical and reliability characteristics of 

the new framework.
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7. Conclusions 

Chapter seven will briefly summarize the study’s purpose and methodology. A 

review of the new Integrated Accountability Framework will be presented along with a 

summary of the study’s research questions and findings. Lastly, conclusions drawn 

from the results, recommendations to the Health Care District, and future research 

considerations will be presented. 

Study Overview 

The research conducted in this study set out to examine accountability to 

vulnerable populations receiving services from both publicly delivered and contracted 

out health care programs operating in Palm Beach County, Florida. The call for 

accountability in public programs can be found throughout the literature. Public 

procurement scholars have presented the justification for accountability based on the 

requirement to protect taxpayer funds. Fighting corruption in the public procurement 

process has been presented as an important reason for accountability measures. 

Education policy scholars have also advanced the requirement that accountability 

should be a central feature in school districts and public schools. Academic 

performance has been presented as the focus of educational accountability efforts. 

Public administration scholars have tied the requirement for accountability in public 

programs back to democratic and representative principles. Providing voters with a 
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check on the power of government has been a feature of public administration 

accountability theory. 

When vulnerable populations are the recipients of government services, the need 

for accountability becomes even more important. Research conducted on vulnerable 

populations has presented the case that without mechanisms to promote accountability, 

there are increased chances of abuse, neglect, and exploitation. Vulnerable populations 

are often defenseless and easily victimized based on their vulnerable status. In the 

healthcare arena, vulnerable populations include the homeless, minorities, chronically 

ill, the elderly, undocumented immigrants, the uninsured, underinsured, and Medicaid 

recipients. These groups of vulnerable populations often face increased challenges 

navigating the healthcare system. Barriers to receiving care can be more difficult to 

overcome for vulnerable populations since they may lack the means or wherewithal to 

access the services they need. As a result, accountability to vulnerable populations is a 

central feature of this study. 

The demand for accountability can be found throughout society. Public 

organizations are frequently asked to be accountable. Politicians use accountability as a 

campaign pledge to show that they want government to be able to demonstrate that 

funds are being used appropriately and that government programs are delivering the 

services they were established to provide. However, the demand for accountability can 

too easily be an empty request if there are not mechanisms in place to both foster 

accountability and to assess if accountability is in fact present. 

This apparent disconnect is where this study intends to contribute to the 

accountability literature. Romzek and Dubnick, two scholars in accountability research, 
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have argued that while accountability is a fundamental concept in American public 

administration, it is also an underdeveloped concept (1987). An objective of this study 

has been to further develop the concept of accountability. To further identify the 

mechanisms that can be developed within programs to promote accountability. And to 

further develop a framework that can be used to assess accountability within public 

programs. 

Integrated Accountability 

To further develop the concept of accountability this study reviewed the leading 

public procurement, education policy, and public administration literature on 

accountability. What was identified is a strong list of accountability frameworks that 

contained many important mechanisms that can be used to promote accountability. Five 

frameworks in the public procurement accountability literature identified many 

mechanisms that foster accountability. Regulations, policies and procedures, auditing, 

oversight, citizen participation, responsiveness to stakeholders, centralized checks and 

balances, and adequately trained staff are just some of the mechanisms or processes in 

place to promote accountability.  

Three frameworks from education policy accountability literature identified both 

overlapping and additional accountability mechanisms. Supervision, training, oversight, 

elections, obligation, choice, reporting, standards, data, incentives, sanctions, and 

justifications are just some of the mechanisms found to promote accountability. Lastly, 

seven frameworks from public administration accountability literature also identified 

both overlapping and additional accountability mechanisms. Autonomy of contractors, 

clarity of relationships, suitable performance measures, ease of data collections, 
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retention of risk, public dialogue, internal responsibility, compliance, advocacy, and 

judgment are just some of the mechanisms or processes in place to promote 

accountability. 

The collection of accountability mechanisms found in the procurement, 

education, and administration literature represented a comprehensive list of items that if 

present will promote accountability. This collection, nicely integrated into a new 

framework that can be used to assess accountability in public programs. Figure 24 again 

demonstrates the integration process employed in this study. 

Public Procurement 
Accountability 
Mechanisms 

Education Policy 
Accountability 
Mechanisms 

Public Administration 
Accountability 
Mechanisms 

↓ ↓ ↓ 

Integrated Accountability Framework 

 
Figure 24. Integration of Frameworks. 
 
 

From the integration, mechanisms were identified and refined to develop the 

new framework. The new framework aligned mechanisms into three dimensions based 

on their proximity or relationship to the programs. The new framework, with the three 

dimensions, is presented again in Figure 25. 
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Figure 25. Integrated Accountability Framework.  
 

Internal accountability refers to the mechanisms that can be found within a 

program to promote accountability. External accountability refers to the mechanisms 

that can be found outside the organization to promote accountability. And client-based 

accountability refers to mechanisms that can be used by the client to hold a program 

accountable. This new conceptualization of accountability is a new contribution to the 

accountability literature.  

 
Client-based 

Accountability 

 
External 

Accountability 

 
Internal 

Accountability 

 
Integrated 

Accountability 
Framework 
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The new integrated accountability framework was shown to be reliable in this 

study. The results of the survey instrument test – retest analysis produced a statistically 

significant Spearman’s Rank Order Correlation of 0.690 indicating a strong positive 

correlation between the test and retest variables. In addition, the Cronbach’s alpha test 

indicated that each of the three dimensions of the integrated accountability framework 

have strong internal consistency. The alpha coefficients of 0.809 for internal 

accountability, 0.775 for external accountability, and 0.728 for client-based 

accountability indicated that the framework is a reliable scale. 

Research questions. After developing a new accountability framework both 

drawn from the literature and reflecting a reliable scale, the next step was to apply the 

framework to the research questions of the study. The study’s research questions 

included: 

1. Does the public model or the private contract model provide the most 

accountability to vulnerable health care populations? 

2. Which accountability mechanisms provide the most accountability to 

vulnerable health care populations? 

To answer the research questions, a research setting was selected and a research 

methodology was developed. 

The research setting that was selected was the health care programs operated by 

and contracted out by the Health Care District of Palm Beach County. The Health Care 

District was selected as the research setting because its program offerings and 

organizational structure were compatible with the objectives of the study, which 

allowed for the examination of both publicly delivered and privately contracted 
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programs serving vulnerable populations. The Health Care District provided a research 

setting where the focus areas fall under a consistent management structure, mission, and 

governing board. These consistent organizational features helped to mitigate the 

potential managerial and administrative differences that would exist if the study were 

undertaken using separate and distinct organizations. Likewise, the research setting 

provided an environment where all programs under study operated under the same 

governing board that helped to avoid the political and policy differences that could 

impact the study if separate organizations had been examined. 

The Health Care District also provided a research setting where vulnerable 

populations had similar demographic, geographic, and socio-economic characteristics. 

The vulnerable populations served are all in need of medical services that they would 

typically be unable to access without the availability of the health care program. The 

programs included five publicly operated health care programs including a school 

health program, a public nursing home, a rural safety-net hospital, a retail pharmacy 

program, and an air ambulance program. The four privately contracted programs 

included managed care health coverage programs for uninsured, indigent, and medically 

needy residents, trauma centers, free and federally qualified health clinics, and HIV 

Spectrum disease case management programs. 

The research methodology included a key informant survey of 20 health care 

executives who are involved in the operations of the health care programs under study. 

The survey utilized in the study included 22 questions related to accountability 

mechanisms drawn directly from the literature. 
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Findings and Discussion Conclusions 

The new Integrated Accountability Framework was utilized to analyze 

accountability to vulnerable populations in public and private health care programs. 

Table 32 presents the combined dimensions from the Integrated Accountability 

Framework with their corresponding means, mean ranks, and Mann Whitney U test 

statistic. Based on the responses to the study survey, the author concludes that the 

public programs provide more accountability to vulnerable populations than the private 

contract programs. This conclusion is based on the results that indicate that for each 

dimension and the combined total accountability, that the public program accountability 

scores were greater than the private contract programs. In addition, the difference was 

determined to be statistically significant based on the Mann Whitney U test statistic. 

Table 32 

Combined Mann Whitney U Test Results 

 Contracted 
Programs 

Public 
Programs 

  

Accountability 
Dimensions Mean Mean 

Rank Mean Mean 
Rank 

Mann 
Whitney U Sig. 

Internal 5.42 175.01 6.72 261.94 12880.5 .000 

External 5.65 156.81 6.69 231.28 10435.0 .000 

Client-based 5.78 103.01 6.67 138.23 4727.0 .000 

Total 5.59 433.72 6.70 630.60 80915.0 .000 

 
An examination of the accountability mechanisms that the literature indicates 

are more aligned with providing accountability to vulnerable populations also supports 

the conclusion that the public programs provide more accountability than the private 
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programs. These accountability mechanisms found in the client-based dimension scored 

higher for the public programs than the private programs. The difference was also found 

to be statistically significant. 

Based on the results of the responses to the survey, the author also concludes 

that the ability to file a complaint is the accountability mechanism found in these health 

care programs that provides the most accountability to vulnerable populations. This 

client-based accountability mechanism provides vulnerable populations with an active 

and communicative process whereby they can hold a program accountable. According 

to the literature, an active and communicative mechanism provides more accountability 

to vulnerable populations than alternative mechanisms. 

Additional conclusions can be drawn from what the results indicated with 

relation to accountability weaknesses within public and private health care programs 

examined in this study. Public programs afforded high levels of accountability based on 

strong internal accountability mechanisms. An increased focus on client-based 

mechanisms could further enhance accountability to the vulnerable populations served 

by the programs. For example, providing an easy process for clients to file a complaint 

or appeal a decision would lead to greater accountability within publicly provided 

health care programs in this study. 

Similarly, a greater focus on some of the internal accountability mechanisms 

could further strengthen accountability in the contracted programs. Important internal 

accountability mechanisms can be written directly into contracts such that the private 

organization is contractually required to have them.  
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Recommendations to the Health Care District 

Based on the results of the survey data and the supplemental data sources, 

general recommendations are provided for all of the Health Care District programs 

along with program specific recommendations for selected programs. Program specific 

recommendations will be presented for the hospital and school health programs and 

each of the contracted programs. Recommendations for the nursing home, air 

ambulance program, and the pharmacy program are captured in the general 

recommendations for all programs. Each of the recommendations focuses on actions 

that the Health Care District can take to increase accountability within its programs. 

General recommendations. Two accountability mechanisms scored low across 

all Health Care District programs. The first was whether or not there are barriers to the 

introduction of new technology. The literature has indicated that barriers can reduce 

accountability as programs are unable to utilize current technology to deliver services. 

Based on the presence of this mechanism as a low scoring measure for all programs, it 

is likely that the barrier is institutional in nature rather than program specific. Two 

primary barriers are likely to be the culprit of the low score on this mechanism: Funding 

and the procurement process. 

Funding is a common barrier to purchasing new technology. The 

recommendation to the Health Care District is to examine program budgeting to 

understand if sufficient resources are being budgeted each year such that administrators 

have the ability to upgrade or purchase new technology that will enable the program to 

better serve clients. Cumbersome procurement processes can also present a barrier to 

the introduction of new technology. The recommendation to the Health Care District is 
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to review the purchasing policies with senior management to understand if there are any 

barriers within the policy that prevents administrators from procuring needed 

technologies.  

The second accountability mechanism that scored low for all Health Care 

District programs was whether there were regularly occurring forums that allowed for 

public dialogue between administrators and the public. Board meetings present a 

regularly occurring opportunity for clients, stakeholder, and the public to engage in 

dialogue with board members and staff. During the supplemental data review of these 

public meetings the findings indicated that while some clients, stakeholders, and 

representative of the public did take the opportunity to provide a comment to the board, 

there was rarely a two-way dialogue. During the two year period when board meeting 

minutes were reviewed, there were only 10 meetings out of the 24 monthly meetings 

where instances of public comment occurred. Those instances consisted of 40 

individuals speaking to the board. Out of the 40 occurrences, only 3 individuals actually 

engaged in a two-way dialogue with the board or staff members. 

The recommendation to the Health Care District is to encourage two-way 

dialogue during the public comment portion of their board meetings. Concerns for 

available time should be managed so that scheduled board business is not compromised. 

However, modifying the current public comments process into a true dialogue with the 

public will help to improve the overall accountability of the Health Care District 

programs. 

Hospital. The hospital specific program recommendation includes improving 

the software capability to collect and analyze the performance data related to the 
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operations of the hospital. The findings from the survey indicated that this was an area 

where the hospital had difficulty obtaining suitable performance measure for the 

services provided. In addition to the software capabilities, internal staff expertise should 

also be assessed to ensure that staff have sufficient knowledge to gather the needed 

performance data. 

School health. The school health program has an opportunity to increase 

accountability through customer service efforts. The recommendation to the Health 

Care District is that a customer service process for the school health program should be 

created. In addition, efforts should be made to help clarify the distinction that while the 

nurses are located in the clinic room at each school, the program is administered by the 

Health Care District. Doing so would help to clarify the structure and better inform 

parents and children. This clarification would help to educated clients on where they 

need to call with their customer service needs. Establishing this customer service 

function for the school health program will help to increase program accountability. 

Contracted programs. The findings indicated that all of the contracted 

programs scored low on two mechanisms: Competitive bid processes and whether the 

Health Care District maintained the financial and legal risk. A competitive bid process 

can help to increase accountability. In addition, having the Health Care District retain 

the financial and legal risk for providing the services can help to increase 

accountability. As a result, the first recommendation to the Health Care District for the 

contracted programs is that consideration should be given to requiring competitive bid 

processes for procurement decisions directly in the contract with the private service 

provider. The Health Care District can work with the contracted providers to establish 
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the appropriate guidelines. With regards to the financial and legal risk mechanism, the 

recommendation to the Health Care District is to assess whether there are any 

opportunities to creatively utilize malpractice insurance or sovereign immunity for the 

contracted providers. These efforts could help to shift some of the financial and legal 

risk to the Health Care District to increase accountability in all of the contracted 

programs. 

Health clinics. The health clinics have several opportunities to increase 

accountability related to their contract requirements. The recommendation to the Health 

Care District is to include the requirement for additional accountability mechanisms 

directly in the contract. Future contracts should require that all clinical staff be licensed 

and that staff have their licenses screened for sanctions. In addition, the requirement for 

a formal grievance process should be included in future contracts. While the health 

clinics did not have low scores on these recommended mechanisms, the absence of 

them from the contract could potentially lead to a decrease in accountability if the 

processes were discontinued.  

Trauma centers. The trauma centers had a combination of mechanisms they 

scored low on as well as processes they were doing that simply were not being captured 

in their contracts. The mechanisms that are recommended for inclusion in future 

contracts include the requirements for independent audits, program monitoring, and a 

grievance process. In addition, the recommendation to the Health Care District is that 

they should work with the trauma centers to help develop a board or committee where 

clients can appeal any concerns and others can engage in public dialogue with the 
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administrators of the trauma centers. The combination of these actions will help to 

increase accountability for the trauma centers.   

Case management. The case management program also has an opportunity 

where accountability can be increased in the program. The recommendation to the 

Health Care District is to require that the contract with the case management 

organizations include a process for complaints and grievances. Adding these processes 

will help to increase accountability in the case management program. 

Future Research Considerations 

Several items emerged as candidates for future research. First, feedback from 

community representatives would provide a different perspective regarding 

accountability from stakeholders not involved in program operations. The current 

survey instrument and framework was designed to elicit feedback from individuals 

involved in the day to day operations of the program. However, community 

representatives could bring the perspective of an advocate for clients or that of a 

taxpayer or interest group. For example, the Health Care District works closely with 

foundations, the local medical society, the business community, universities, and other 

local governments. These stakeholders or interest groups could provide input that could 

potentially help to further increase accountability.  

Second, the input of clients would provide valuable information as to whether 

the clients are aware of or able to access any of the accountability mechanisms that 

would enable them to hold a program accountable. Future researchers could explore the 

development of a client survey that could supplement the integrated accountability 

framework. Confirmation from clients of the presence of or ability to access the various 
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accountability mechanisms could provide valuable information to help public and 

contract programs maximize their accountability.  

Third, a larger sample size should be used to more effectively test the new 

integrated accountability framework. The use of 20 key informants for all of the survey 

data represents a relatively small sample size and therefore limits the generalizability of 

the results to other programs.  

Fourth, the current model was designed and applied to a government agency. A 

future application should consider applying the model to non-profit organizations. Non-

profits face many of the same challenges that face public agencies. Non-profits often 

serve similar vulnerable populations and may also benefit from being able to 

demonstrate accountability. In addition, non-profits who often receive funding from 

governments and foundations would benefit from being able to demonstrate that the 

funds they receive are being used appropriately and that the non-profit is accountable.  

Fifth, the Health Care District and other public agencies that utilize the new 

integrated accountability framework should build in opportunities for re-assessment. 

For example, armed with the results of this assessment, the Health Care District has the 

opportunity to apply the findings to its programs and improve the overall accountability 

for both its publicly delivered and private contract programs. Future research could 

assess whether changes made after an initial assessment have provided increased 

accountability upon re-assessment 

Chapter Summary 

Chapter seven presented a summary of the research study, the new Integrated 

Accountability Framework, the findings, and drew conclusions from the results. The 
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results from the survey responses for this study indicated that the publicly delivered 

health care programs analyzed in this study provided more accountability to the 

vulnerable populations served by the programs than the contracted health care programs 

analyzed in this study. In addition, the ability to file a complaint was identified as the 

mechanism that provided the most accountability to vulnerable populations from the 

health care programs analyzed in this study. The new framework was found to be valid 

based on the content validity method and reliable based on the test – retest and 

Cronbach’s alpha internal consistency test. Recommendations to the Health Care 

District were presented with opportunities to increase accountability within each of the 

programs. Future research opportunities were presented where additions to the 

framework and research related to accountability could be pursued to broaden the reach 

of the integrated accountability framework. 

Notwithstanding the limitations identified for analysis in future research, the 

study successfully contributed to the accountability literature by developing a new 

Integrated Accountability Framework. In addition to the framework, the study generated 

statistically significant findings related to accountability in public and private health 

care programs serving vulnerable populations. The new model also provided a new 

assessment tool to both assess programs for accountability and to empower public 

administrators to deliver programs with greater accountability. 
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Appendix A. Health Care District Enabling Acts  

The Health Care District was established as an independent taxing district 

pursuant to the passage of the Palm Beach County Health Care Act November 8, 1988 

(Durkin, 1988). As provided on the general election ballot, the Palm Beach County 

Health Care Act was written as follows: 

Shall the Palm Beach County Health Care District be established to plan, fund, 

and coordinate the effective delivery of quality health care services, including 

trauma care, indigent medical care, home health care, emergency, and other 

medical services, through the consolidation of districts into one comprehensive 

system and be authorized to levy annually an ad valorem tax not to exceed two 

mills for cost effective health care services for the people of Palm Beach 

County? YES      NO       

(Palm Beach County Supervisor of Elections, 1988). 

The referendum passed by a 61 percent ‘for’ and 39 percent ‘against’ margin (Durkin, 

1988) establishing an independent healthcare taxing district.  

In 2003, the Health Care District codified their enabling legislation into the 

Laws of Florida as the Palm Beach County Health Care Act. As stated in Chapter 2003-

326 of the Laws of Florida, the intent of the law is that: 
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The Legislature recognizes that it is in the public interest to provide a source of 

funding for indigent and medically needy residents of Palm Beach County (the 

“County”) and to maximize the health and well being of Palm Beach County 

residents by providing comprehensive planning, funding, and coordination of 

health care service delivery. Program elements should include, but not be 

limited to, preventive health services, community nursing services, ambulatory 

care, outpatient services, hospital services, trauma health services, and 

rehabilitative services, as feasible. All programs should be coordinated to 

maximize the delivery of quality health care. The most effective and efficient 

method to provide comprehensive health care services is through a countywide 

health care district. (“Palm Beach County Health Care Act”, 2003, p. 1)
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Appendix B. Survey Instrument 

 
Introduction 
 
The following survey is a component of the research methods for a dissertation in 
Public Administration. The area of study is related to the delivery of healthcare services 
to various populations in Palm Beach County, Florida. The survey is designed to gather 
feedback regarding the delivery of health care services from executives, administrators, 
and staff of several health care programs administered or funded by the Health Care 
District of Palm Beach County. In addition, the survey is designed to also gather 
feedback from key informants from the public who are familiar with the health care 
programs administered or funded by the Health Care District of Palm Beach County. 
 
Instructions 
 
The survey will be administered to both internal and external managerial staff 
associated with the healthcare programs administered and/or funded by the Health Care 
District of Palm Beach County. In addition, the survey will be administered to 
representatives from community interest groups familiar with the healthcare programs 
administered and/or funded by the Health Care District of Palm Beach County. 
Participation in this research is voluntary. The survey will be administered by the 
researcher as a structured interview. 
 
Name of Healthcare Program: ___________________________________ 
 
Survey Participant Position/Title: ___________________________________ 
 
Please indicate your role related to the Healthcare Program identified above from the 
following choices: 
 

 Program Executive / Officer – Health Care District 
 Program Administrator / Manager – Health Care District 
 Program Staff – Health Care District 
 Program Executive / Officer – Contracted Provider/Agency 
 Program Administrator / Manager – Contracted Provider/Agency 
 Program Staff  – Contracted Provider/Agency 
 Public / Community Interest – Key Informant
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Program executives/administrators/staff from the Health Care District and contracted 
providers/agencies please answer each questions in Part A. 
 
Public/Community interest key informants please answer each question in Part B.  
 
Please use the scale below to indicate the extent of your agreement or disagreement 
with each of the following statements about the healthcare program identified above: 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
Part A – Questions for Program Executives/Administrators/Staff 
 
1. Staff responsibilities to those receiving services from the healthcare program are 

clearly defined. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
2. The performance measures utilized are suitable for monitoring the healthcare 

program. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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3. The obligations or responsibilities of staff and management are suitable for 
providing the service the healthcare program provides. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
4. The deliverables, or actual services provided to those receiving care, are suitable for 

what should be provided to those in need of the healthcare program’s services. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
5. The ease of performance data collection from the healthcare program is sufficient. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
6. The Health Care District of Palm Beach County retains the financial and legal risk 

related to the services the healthcare program provides. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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7. There are minimal bureaucratic and administrative barriers to introducing new 
technologies to improve the delivery of care to those receiving services from the 
healthcare program. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
8. There is a financial auditing function performed by an independent auditor for the 

healthcare program. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
9. There is a program monitoring function performed either internally or externally to 

ensure that the healthcare program expectations are being met and that appropriate 
services are being delivered. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
10. Healthcare program staff who provide services to those receiving care are licensed. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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11. Administrators of the healthcare program have the ability to check current or 
potential clinical staff for prior sanctions against their license (ex. state or national 
databank). 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
12. There a process available for those receiving services from the healthcare program 

to file a complaint about any services received. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
13. There are customer service representatives available for those receiving services 

from the healthcare program to call with questions or to find help with an issue 
related to the service provided? 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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14. There is a process available for those receiving services from the healthcare 
program to file a grievance about the services provided. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
15. There is a governing committee or board where those receiving services from the 

healthcare program can appear to request a redress or appeal of a decision regarding 
their care? 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
16. There is a competitive bid process for the selection of contracted providers who 

deliver services for the healthcare program? 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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17.  The healthcare program is characterized by strong supervisory control. Standard 
operating procedures or clearly stated rules and regulations govern the operations of 
staff for the delivery of services. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
18. A prominent feature of the healthcare program includes detailed external monitoring 

of performance for compliance with established standards and mandates. This is 
accomplished through formal oversight and external and financial audits. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
19. The daily activities of the healthcare program reflect work arrangements that afford 

high degrees of autonomy to professional staff with deference to expertise and an 
emphasis on performance that supports best practices or guidelines. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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20. On a reoccurring basis the healthcare program includes the requirement to be 
responsive to key stakeholders, including committee and board members, 
legislators, public officials, interest groups, and citizens. This is accomplished 
through regularly occurring meetings where program administrators present to the 
key stakeholders. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
21. The healthcare program reflects a strong focus on being responsive to the client or 

customer who is the recipient of service. Direct customer service is a strong 
component of the program. This is accomplished through a formal customer service 
process where clients can voice their concerns or complaints directly to program 
customer service representatives. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
22. The healthcare program requires administrators to answer, explain, and justify the 

actions and outcomes of the program. The public or citizens engage in questioning, 
assessing, and criticizing the actions and outcomes. This is accomplished through a 
regularly occurring forum between the program administrators and the public. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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Part B – Questions for Public/Community Key Informants 
 
As a Public/Community key informant, you are being asked to answer questions based 
on your knowledge of the healthcare program listed at the beginning of the survey or 
based on your knowledge of client experiences with the healthcare program listed at the 
beginning of the survey. 
 
23. Clients receive the services they need from the healthcare program. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
24. If needed, clients have the ability to file a complaint about services rendered from 

the healthcare program. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
25. There are customer service representatives for the healthcare program available to 

answer questions or to assist clients. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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26. If needed, there is a process available for clients of the healthcare program to file a 
grievance. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
27. There is a governing committee or board available for clients to appear to seek 

redress or appeal of a decision regarding their care. 
 

 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
28. On a reoccurring basis, the healthcare program is required to be responsive to key 

stakeholders, including committee and board members, legislators, public officials, 
interest groups, and citizens. This is accomplished through regularly occurring 
meetings where program administrators present to key stakeholders. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 
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29. The healthcare program reflects a strong focus on being responsive to the client or 
customer who is the recipient of service. Direct customer service is a strong 
component of the program. This is accomplished through a formal customer service 
process where clients can voice their concerns or complaints directly to program 
customer service representatives. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
30. There is an opportunity through a public forum for clients or the public to ask 

questions and engage in a dialogue related to the healthcare program with the 
program administrators or executives. 

 
 Strongly Agree 
 Agree 
 Agree Somewhat 
 Undecided 
 Disagree Somewhat 
 Disagree 
 Strongly Disagree 

 
Thank you.
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