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BACKGROUND: Patient care ownership is essential to
delivering high-quality medical care but appears to be
eroding among trainees. The lack of an objective measure
has limited the study of ownership in physicians.
OBJECTIVE: To develop an instrument to measure psy-
chological ownership of patient care.
DESIGN: Cross-sectional study.
PARTICIPANTS: Internal medicine trainees in a large,
academic hospital completing an inpatient rotation.
MAIN MEASURES: Our scale prototype adapted an
existing ownership scale (developed in the non-medical
setting) based on themes identified in qualitative studies
of patient care ownership. We conducted cognitive inter-
views to determine face validity of the scale items. Our
finalized scale measures ownership’s key constructs: ad-
vocacy, responsibility, accountability, follow-through,
knowledge, communication, initiative, continuity of care,
autonomy, and perceived ownership. We distributed an
online, anonymous, 46-question survey to 219 residents;
192 residents completed the survey; and 166 responses
were included in the analysis.We calculated Cronbach’s α
to determine the scale’s internal consistency. Exploratory
factor analysis was used to explore possible subscales.We
examined construct validity using bivariate and correla-
tional analysis.
KEY RESULTS: The 15-item ownership scale demon-
strated good internal consistency (Cronbach’s α = 0.89).
We identified three possible subscales corresponding to
assertiveness, being the Bgo-to^ person, and diligence.
Training level and prior intensive care unit experience
significantly predicted ownership (p < 0.01). There was
no significant relationship between ownership and age,
gender, inpatient service type, call schedule, patient turn-
over, or supervisory experience of the attendingphysician.
We found a significant negative correlation between own-
ership and perceived degree of burnout (r = − 0.33),

depression (r = − 0.24), detachment (r = − 0.35), and frus-
tration (r = − 0.31) and a significant positive association
between ownership and fulfillment (r = 0.37) and happi-
ness (r = 0.36).
CONCLUSION: We developed an instrument to quantify
patient care ownership in residents. Our scale demon-
strates good internal consistency and preliminary evi-
dence of validity. With further validation, we expect this
to be a valuable tool to evaluate interventions aimed at
improving ownership.
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INTRODUCTION

Ownership (also termed decision ownership and psychologi-
cal ownership) is a complex concept that is essential to deliv-
ering high-quality medical care.1 Ownership of patient care is
defined as a cognitive-affective state that utilizes both analyt-
ical and emotional processes to arrive at a decision.1, 2 During
high ownership states, the decision-maker reflects on their
knowledge, beliefs, experience, and skills (cognitive compo-
nent) as well as feelings of self-efficacy and competence
(emotional component).1 The possessive nature of decision
ownership—where the clinician becomes personally invested
in the decisions made for their patients—is what differentiates
it from similar concepts such as responsibility and commit-
ment.1 Decision ownership influences human motivation, at-
titudes, and behavior, suggesting that ownership may also
affect physician decision-making and care utilization.1–6 Fos-
tering ownership among medical trainees is expected to in-
crease accountability and responsibility and improve clinical
skills, patient care, and patient outcomes.1 Yet, ownership
appears to be gradually eroding by trainees since the imple-
mentation of the 2011 Accreditation Council for Graduate
Medical Education work hour regulations and the resulting
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increase in shiftwork.1, 7–11 How this decline in ownership
relates to clinical skills development, quality of patient care,
and long-term outcomes is unknown partially due to the lack
of an instrument that measures patient care ownership.
Several instruments that measure decision ownership have

been validated in the field of organizational psychology.6, 12–14

The most recent instrument, developed by Avey et al., dem-
onstrates acceptable to excellent psychometric reliability.6, 15,
16 The scale consists of five key constructs that measure the
multi-dimensional concept of ownership: self-efficacy, account-
ability, sense of belongingness, self-identity, and territoriality.6

Ownership in the medical literature has been limited to qualita-
tive studies17, 18 and single-item questionnaires asking trainees
and attending physicians whether decision ownership has wors-
ened with stricter work hours and increased hand-offs.7–11 Two
qualitative descriptive studies that each sought to define own-
ership of patient care as it pertains to physicians identified
similar constructs.17, 18 Analysis of narrative responses from
attending and resident physicians in a 2013 study conducted by
McLaren et al. identified advocacy, autonomy, commitment,
communication, follow-through, knowledge, and teamwork17

as core elements of ownership. The more recent study, led by
Cowley et al. in 2017, identified themes of advocacy, commu-
nication, care coordination, decision-making, follow-through,
knowledge, leadership, attitudes of going Babove and beyond^
and Bthe buck stops here,^ responsibility, serving as primary
provider, demonstrating initiative, and providing the best care as
central to ownership of patient care.
An instrument that measures physicians’ ownership of pa-

tient care is essential to further investigation of the unique
influence of ownership on physician decision-making and
healthcare outcomes. Such an instrument could potentially
guide medical educators who aim to foster patient care own-
ership in trainees. Accordingly, we developed a scale intended
to reliably measure and quantify ownership of patient care
based on previous research.12, 17, 18

METHODS

Scale Development

We developed items deductively based on the earlier work by
Avey et al.12 Specifically, we adapted this scale to the constructs
and themes identified in the studies by McLaren et al. and
Cowley et al.17, 18 We constructed items with the goal of
minimizing social desirability bias and the ceiling effect.16 After
developing a prototypic, 20-question ownership scale, we con-
ducted cognitive interviews to assess the face validity of the
scale items. We used purposeful sampling19 to select partici-
pants who were either knowledgeable about or expressed an
interest in medical education. Each interview was conducted by
the primary investigator. Each scale item was reviewed using
the think aloud approach with concurrent, scripted verbal prob-
ing. Interviewees were asked to identify (from a list of options)
which construct the scale item intended to measure (e.g.,

autonomy), whether respondents will answer honestly (or if
the item was subject to social desirability bias), whether the
item was subject to the ceiling effect, and if they had any
suggestions on revising the item. Trainees who participated in
the cognitive interview were not invited to complete the survey.
Scale items were revised using an iterative process. Cognitive
interviewing concluded when responses were saturated (i.e.,
when no further changes were made to the scale after the
interview). Each version of the scale, including the original
20-question prototype, and the changes made during the cog-
nitive interviewing process are detailed in Appendix B (online).

Data Collection

Based on the results of the cognitive interviews, we developed a
survey which included a 16-item ownership scale to measure its
key constructs: advocacy, responsibility, accountability, follow-
through, knowledge, communication, initiative, continuity of
care, autonomy, and perceived ownership. Items were rated on
7-point Likert-type scales20 ranging from 1 = strongly disagree to
7 = strongly agree. The survey also included questions on demo-
graphic information, work environment, patient characteristics,
and perceived degree of introversion or extroversion. We also
included items that measure perceived degree of stress, depres-
sion, exhaustion, burnout, emotional detachment, frustration,
fulfillment, and happiness (rated on 6-point scales, ranging from
1 = never to 6 = always). The final ownership scale and the
corresponding constructs that each item measures are in
Table 1. The complete survey is included inAppendixA (online).
The online survey was distributed to internal medicine resi-

dents training in the Yale NewHaven-Hospital traditional, prima-
ry care and combined internal medicine-pediatrics program be-
tween April 2017 and June 2017. At the conclusion of an
inpatient rotation, trainees were invited to take the online survey
(using Qualtrics survey software) and were instructed to answer
the survey questions according to their experience on that rotation.
Trainees who did not complete the survey were automatically
reminded on a daily basis for 2 weeks. To avoid duplicate
responses, trainees who declined or completed the survey were
not re-invited to participate at the conclusion of subsequent
inpatient rotations. Prior to opening the survey, respondents were
provided with a detailed information sheet that explained the
nature of the survey and the intended use of their anonymous
responses (Appendix A [online]). We enabled force response for
all survey questions to prevent anymissing data. Participantswere
enrolled into a lottery to win one of three 50-dollar gift cards. The
studywas deemed exempt from Internal ReviewBoard review by
the Yale University Human Investigation Committee.

Statistical Analysis

For each respondent, we calculated a total ownership score by
taking the summative score of all items and dividing that by
the number of items. We used descriptive statistics to deter-
mine mean (standard deviation) ownership in our study pop-
ulation. We calculated Cronbach’s α to determine the internal
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consistency of the scale. We performed bivariate and correla-
tional analysis to examine construct validity and to determine
correlates of ownership. We evaluated the relationship be-
tween ownership and perceived degree of stress, depression,
exhaustion, burnout, detachment, frustration, fulfillment, and
happiness with correlational analysis. We performed explor-
atory factor analysis to identify possible subscales. We ana-
lyzed the data using principal axis factoring and varimax
rotation in SPSS’s FACTOR procedure. Prior to extraction,
the correlation matrix was assessed using Kaiser-Meyer-Olkin
(KMO) measure and Bartlett’s test of sphericity. We per-
formed pairwise correlations to determine if there was any
significant relationship between training level and any of the
resulting factors. We used SPSS and Stata statistical packages
for all analyses.

RESULTS

Cognitive Interviewing

The first version of the ownership scale included items that
measured all the constructs identified byAvey et al.,6 McLaren
et al.17, and Cowley et al.18 We made several modifications to
the scale based on the cognitive interviews, which concluded
after six interviews (four internal medicine residents and two
attending physicians). Itemswere removed if there was no face
validity or if ≥ 2 interviewees felt that the question was at high
risk of social desirability bias or the ceiling effect.
Prior research in organizational psychology suggests that

territoriality is an essential aspect of decision ownership.6,
21 However, the items intended to measure territoriality had
low face validity as most interviewees felt that territoriality
is not relevant to patient care ownership. Therefore, items
measuring territoriality were removed. Items measuring the
communication dimension required the most revision. Ac-
cording to the interviewees, each iteration of the items
measuring communication did not adequately capture the
variable quality in hand-offs or transitions of care. Inter-
viewees felt that the quality in hand-offs was also influ-
enced by external factors independent of ownership, such
as acuity of care, medical complexity, and cultural norms.
Based on interviewees’ input, our final scale included items
that measured the trainee’s subjective quality of their com-
munication with the nursing staff and their hand-off at
change of shift (Table 1). The latter of these two items
was eventually removed (see the BInternal Consistency of
the Scale^ section). Similarly, items that measure time
spent face-to-face with patients were removed because
rounding inefficiency, patient turnover, administrative
load, and clinical acuity all affect time spent with patients.
Additionally, while commitment and self-efficacy are also
thought to be inherent to ownership of patient care, items
measuring these concepts were deleted because inter-
viewees felt that they would be subject to the social desir-
ability bias and the ceiling effect.

Study Participants

Of the 222 trainees in the Yale New Haven-Hospital tradition-
al, primary care and combined internal medicine-pediatrics
program, 219 were invited to participate, and 192 completed
the survey. We excluded responses from 26 trainees either
because of the time spent completing the survey (< 1 min or
≥ 24 h) or because of zero variance among responses (Fig. 1).
Responses from 166 trainees were included in the analysis.
There were no significant differences between the partici-

pants who were included in the analysis (n = 166) and those
who were excluded (n = 26) with respect to gender, prior
experience in the intensive care unit (ICU), training level,
training program, service type, call schedule, attending physi-
cian characteristics, patient turnover, or acuity of care. There
was a statistically significant difference in age. Those who

Table 1 Ownership Scale (16-item)

Dimension measured Item

Advocacy 1. I was vocal and assertive about my
patients’ best treatment/care.
2. I felt comfortable telling the
attending what I felt was the right
thing to do for my patients, rather than
just letting them decide.
3. I challenged the team as needed if I
felt it was in my patients’ best interest,
no matter how much push back I got.

Responsibility, accountability,
and follow-through

1. I frequently deferred to other
providers for many aspects of my
patients’ care. (reverse*)
2. I personally made sure to go back
and check that all orders were actually
carried out.
3. When carrying out my patient’s
management plan, I took extra care to
make sure that things did not fall
through the cracks.
4. I felt responsible for my patients’
care, even after my shift ended.

Knowledge 1. I was the Bgo-to^ person for
knowledge about my patients.

Communication 1. I made sure that the nursing staff
was updated with the day’s plan.
2. I felt that my sign -outs could have
been more effective (reverse)†

Initiative 1. I was proactive in checking up on
my patients, rather than being called
with questions or concerns.

Continuity of care 1. I ensured good continuity of care
even when I was absent from the
service.

Autonomy 1. I was given the opportunity to make
decisions independently about my
patients’ care.
2. I felt that my attending(s)
micromanaged me (reverse)
3. I felt comfortable making decisions
independently about my patients’ care.

Perceived ownership 1. I felt a strong sense of ownership of
my patients’ care.

The final, 16-item ownership scale distributed to medicine trainees. This
scale measures ownership’s key constructs: advocacy, responsibility,
accountability, follow-through, knowledge, communication, initiative,
continuity of care, autonomy, and perceived ownership
*Reverse refers items that measure the reverse dimension. Responses
were re-coded, such that answering B7^ (strongly agree) on the original
survey was re-coded to B1^ (strongly disagree) in the data analysis
†This item was eventually removed from the scale because doing so led
to an increase of Cronbach’s α
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were included in the analysis were, on average, 1.4 years
younger compared with those who were excluded. The pro-
portion of participants included in the analysis by training
level was representative of the residency program. The median
time it took to complete the survey was 4.7 min (ranging from
2.4 min to 22.8 h). The baseline characteristics of the study
participants are detailed in Table 2.

Internal Consistency of the Scale

Cronbach’s α for the 16-item ownership scale was 0.88.
When Cronbach’s α was re-calculated for each item re-
moved, we found that removal of the second item mea-
suring the communication dimension (Table 1) led to an

increase in Cronbach’s α to 0.89. When we removed this
item, the mean inter-item correlation increased from 0.32
(on the 16-item scale) to 0.34 (on the 15-item scale). The
correlation between the deleted item and the 15-item scale
that excludes that item was 0.20. Removing other items
decreased Cronbach’s α, so the remaining analysis was
done according to the 15-item scale (i.e., with only one
item measuring the communication dimension, instead of
the original two). The mean responses to the 15-item
ownership scale were close to normally distributed (Sha-
piro-Wilk test of normality, p = 0.07). The mean (SD) on
the 15-item ownership scale was 5.57 (0.74), and the
median was 5.6 (range = 3.1 to 7).

Figure 1 CONSORT diagram. Flow diagram identifying the participants whose survey responses were included in the analysis. Asterisk symbol
indicates that trainees who participated in the cognitive interviews were not considered eligible and are not represented. Superscripted digit 1

indicates trainees who were not on an inpatient service at during study enrollment. Superscripted digit 2 indicates the rationale behind
dropping observations related to zero response variance, which was based on an item set with three or more items that includes at least one
reverse item. Since reverse items should generate the opposite response of the remaining items measuring the same dimension (e.g., those who
selected Bstrongly agree^ for items that measure autonomy, should not have selected the same for the reverse item, assuming that the item truly
measures the dimension that it is intended to capture), those observations with zero variance were considered untruthful. Responses with a zero
variance were, however, included in the analysis if the response to the reverse item (that required recoding) was Bneither agree nor disagree.^

RAFT, responsibility, accountability, and follow-through dimension.
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Bivariate and Correlational Analysis

Ownership significantly increased with training level. The
mean (SD) ownership was 5.37 (0.82), 5.59 (0.54), and 5.96
(0.61) among participants who were in their first, second, and
third post-graduate years (p < 0.01), respectively. The number
of months previously spent in the ICU during residency train-
ing was also a significant predictor of ownership. The mean

(SD) ownership was 5.31 (0.85), 5.59 (0.68), or 5.85 (0.58)
among participants with 0–1 months, 2–3 months, or ≥
4 months of previous experience in the ICU (p < 0.01), respec-
tively. In a multivariable regression model, the effect of ICU
experience was not statistically significant.
There was no statistically significant difference in

ownership between males and females, those who took
28-h call every fourth day vs. day/night service, or
between those who were on service for 2 vs. 4 weeks.
Ownership also did not vary significantly according to
age, service type, training program, perceived superviso-
ry experience of the attending physician (in years),
admission rate, average length of stay of the patients,
nor acuity of care.
We found a significant negative correlation between own-

ership and perceived degree of depression (r = − 0.27, p =
0.02), burnout (r = − 0.32, p < 0.01), detachment (r = − 0.35,
p < 0.01), and frustration (r = − 0.31, p < 0.01) and a signifi-
cant positive association between ownership and fulfillment
(r = 0.37, p < 0.01) and happiness (r = 0.36, p < 0.01). We
present a graphical depiction of the relationship between own-
ership and burnout, depression, happiness, and fulfillment in
Figure 3. There was no statistically significant relationship
between ownership and stress nor exhaustion.

Factor Analysis

Exploratory factor analysis identified three factors (using Ei-
genvalue > 1). Both the KMO measure and Bartlett’s test of
sphericity indicated that the data were appropriate for factor
analysis (KMO= 0.878, Bartlett’s test = 1015.584, df = 105,
p < 0.001). The rotated matrix is reported in Table 3. Using
factor loading of ≥ 0.5, we identified three possible subscales
corresponding to assertiveness, being the Bgo-to^ person, and
diligence. Only factor 1 (assertiveness) correlated with train-
ing level (r = 0.28, p < 0.01).

Table 2 Baseline Characteristics of Study Participants (N = 166)

Variable No. (% of N)

Age
Median (range), years 29 (23–43)

Gender
Female 80 (48)
Male 86 (52)

Level of training
PGY-1 81 (49)
PGY-2 45 (27)
PGY-3 40 (24)

Prior ICU experience
0–1 months 51 (31)
2–3 months 73 (44)
≥ 4 months 42 (25)

Training program*
Internal medicine, traditional program 102 (62)
Internal medicine, primary care program 32 (19)
Internal medicine-pediatrics 7 (4)
Internal medicine, preliminary track 25 (15)
Anesthesiology 8 (5)
Dermatology 3 (2)
Neurology 8 (5)
Psychiatry 5 (3)
Radiation oncology 1 (1)

Duration on service
2 weeks 71 (43)
4 weeks 95 (57)

Type of inpatient service
General medicine ward 84 (51)
Subspecialty ward 31 (19)
SDU 8 (5)
ICU 41 (25)

Call† schedule
28-h call every fourth night 32 (19)
Day/night float system 134 (81)
Both days and nights‡ 28 (17)
Days 87 (52)
Nights 18 (11)

Baseline characteristics of the participants included in the study (N=
166)
PGY post-graduate year, SDU step-down unit, ICU intensive care unit
*The traditional residency program, primary care training program,
and combined internal-medicine pediatrics training program all share
the common goal of training residents in internal medicine. The key
differences between the traditional and primary care medicine programs
are time spent in inpatient vs. ambulatory medicine during residency
training, and the proportion of residents who pursue subspecialty
training after graduation (typically a higher rate of graduates from the
traditional medicine training program). The combined internal
medicine-pediatrics training program also trains residents in pediatric
medicine. The preliminary training program encompasses 1 year of
mandatory internal medicine training prior to initiation of training in
another specialty which the resident will ultimately pursue board
certification in (e.g., dermatology)†Call refers to a shift ranging between
24 and 28 h that is spent entirely in the hospital. Residents who were not
taking call every fourth day were on service with a day/night float. Some
day/night float systems required taking some call to relieve the night
resident (on average, this would occur about once weekly).‡Residents
who were on a service with a day/night float system for four weeks may
have spent 2 weeks on days and the other 2 weeks on nights.

Table 3 Exploratory Factor Analysis of the 15-Item Ownership
Scale

Item Factor 1 Factor 2 Factor 3

Advocacy Q1 0.514 0.491 0.167
Advocacy Q2 0.583 0.477 0.085
Advocacy Q3 0.792 0.167 0.180
RAFT Q1R 0.413 0.330 0.295
RAFT Q2 0.086 0.073 0.686
RAFT Q3 0.241 0.042 0.780
RAFT Q4 0.351 0.205 0.333
Knowledge 0.231 0.637 0.276
Communication Q1 0.114 0.087 0.513
Initiative 0.135 0.476 0.455
Continuity of care 0.133 0.226 0.371
Autonomy Q1 0.430 0.576 0.154
Autonomy Q2R 0.167 0.585 0.004
Autonomy Q3 0.788 0.208 0.222
Perceived ownership 0.544 0.436 0.299

Extraction method: principal axis factoring. Rotation method: varimax
with Kaiser Normalization
Q question, R recoded, RAFT responsibility, accountability, and follow-
through dimension
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DISCUSSION

Ownership of patient care is a complex concept that is inher-
ently well known to most clinicians. While patient care own-
ership is thought to be important to clinical skill development
and delivering high-quality care, it appears to be declining
among trainees. In order to improve patient care ownership,
we need to be able tomeasure it first. To our knowledge, this is
the first report of an objective measure of patient care owner-
ship that captures its multiple constructs. Our 15-item owner-
ship scale demonstrates good internal consistency and con-
struct validity. Both the qualitative (cognitive interviewing)
and quantitative (survey data) findings from our study con-
tribute to a working definition of ownership (Fig. 2).
One of our key findings is the association between training

level and ownership. Though we cannot prove causality, we
speculate that training level is a surrogate for knowledge and
clinical experience. Our scale does include one item measur-
ing the knowledge dimension but was restricted to patient-
specific information and did not tap into a more general fund
of knowledge nor clinical acumen. We did not find any other
significant relationships between the other independent vari-
ables (work schedule, characteristics, and turnover of both
patients and supervising physicians) and ownership. This

may be because our sample size was not large enough to detect
true differences in ownership according to these variables. Or,
maybe our survey did not capture the real issues related to
work environment that likely negatively influence ownership,
such as degree of clerical burden (e.g., number of hours spent
documenting in the electronic record). It is more likely, how-
ever, that these factors are associated with the burden of non-
meaningful work, and that their relationship to ownership is
indirect. Our findings on the relationship between burnout and
ownership support this possibility (Fig. 3).
The inverse relationship between ownership and perceived

degree of burnout and positive relationships between owner-
ship and a sense of happiness and fulfillment are consistent
with those of a Mayo Clinic study,22 where physicians who
experienced more burnout were less likely to identify with
medicine as a calling. Although we do not know if decreased
ownership leads to more burnout or vice versa, causality may
be less important since interventions can target both. External
factors such as excessive workload, loss of control over work-
load, clerical burden, inefficient workflow, and work-life bal-
ance all contribute to physician burnout23, 24 and probably also
negatively influence ownership of patient care. Just as burnout
has been demonstrated to decrease the quality of healthcare,25–
27 the gradual erosion of ownership may play the same role.

Figure 2 Working definition of ownership. This graphic illustrates which concepts—based on both prior research and our own study—are
integral to defining the multidimensional concept of ownership. The concepts shown in green are represented in our ownership scale. The
concepts in yellow are thought to be important to the definition of ownership but are not represented in our scale; items measuring these
concepts were eliminated during the cognitive interviewing process because they either had low face validity or were at high risk of social

desirability bias or ceiling effect. The concepts in red were previously thought to be relevant to the definition of ownership but were not thought
to be as relevant to the definition of ownership according to the cognitive interviewing portion of our study.
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Since our scale was adapted from existing research on owner-
ship, we performed an exploratory factor analysis to identify latent
constructs that may also define patient care ownership. The items
loading on factor 1 all reflect decisional autonomy or assertive-
ness. Those loading on factor 2 corresponds to be the Bgo-to^
person, and factor 3 to diligence. Prior research on patient care
ownership did not identify assertiveness and diligence as essential
concepts that contributed to its definition. A future confirmatory
factor analysis will determine the stability of these subscales.
With future validation, we see several potential uses for our

ownership scale. First, it may be used by medical educators to
monitor ownership and to determine which changes to exter-
nal factors (such as work environment or cultural norms) lead
to an improved sense of ownership among trainees. Second,
our scale might be useful for investigating how ownership
influences care utilization and healthcare outcomes.
Our study has several limitations. Since this is the first

objective measure of patient ownership among physicians,

there is no gold standard for comparison. The cognitive
interviewing portion of our study was subject to common
issues in qualitative research such as experimenter bias and
confirmation bias. Our study was also subject to common
issues with survey data such as recall bias, inaccurate recall,
social desirability bias, and ceiling effect. Another limitation is
that self-efficacy, which is central to the definition of owner-
ship, is not represented in our scale because those items were
thought to be too high risk of bias. This means that our scale
does not capture all the constructs that define ownership.
We did not use validated scales for some factors (such as

burnout and depression) because existing burnout and depres-
sion scales have high correlations with perceived degree of
burnout and depression, respectively, according to prior stud-
ies.28, 29 We therefore included single items for these factors to
minimize respondent burden.
While we intentionally limited our study population to one

medical specialty at one institution to control for confounders,

Figure 3 Relationship between ownership and burnout, depression, happiness, and fulfillment. Graphical depiction of the relationship between
ownership and a burnout, b depression, c happiness, and d fulfillment. The Y-axis represents mean ownership scores and the X-axis represents
responses to the 6-point Likert scale measuring each affect ranging from 1 = never to 6 = always. For example, respondents were asked about
their perceived degree of burnout as follows: Over the last month (or, 2 weeks), I felt burnt out. Each graph depicts the distribution of mean
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this may have prevented detection of true differences in own-
ership among different environmental factors. We will need to
externally validate our scale in a larger population at different
institutions. Another limitation is that some scale items only
capture the experience of working as a trainee in an inpatient,
team-based setting. We will need to revise the scale to make it
applicable to the outpatient setting and to attending physicians
in future studies (which will also require validation).
In conclusion, we developed an instrument to measure

decision ownership of patient care. With further validation,
our scale can be potentially used to research interventions
aimed at fostering ownership and to investigate how owner-
ship influences physician decision-making and behavior, care
utilization, and patient outcomes.
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