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“I think that we should declare 2007 ‘The Year of Governance’ and start to put
back on the table of the boards not just a request, but an absolute sense of
obligation, that learning who does better and then doing at least that well is
central to proper stewardship of health care. Until leaders own that problem, I
don’t think spread is going to happen. The buck stops in the board room.”
--“An Interview with Donald Berwick,” Joint Commission Journal on Quality
and Patient Safety. 2006;32(12):666.

“Leaders are responsible for everything in the organization, especially everything
that goes wrong.”
--Paul O’Neill, Former Secretary of the Treasury and Chairman and CEO
of Alcoa

Goal:
Boards of Trustees in all hospitals will undertake the six key governance
leadership activities to improve quality and reduce harm in their hospitals
recommended in this Guide (pp. 14-19). At a minimum, boards should start by

spending more than 25% of their meeting time on quality and safety issues and
conducting, as a full board, a conversation with at least one patient, or family
member of a patient, who sustained serious harm at their institution within the
last year.

Introduction: A New Kind of Intervention
After the first 18 months of the 100,000 Lives Campaign (December 2004-June
2006), the team at the Institute for Healthcare Improvement (IHI) paused to study
the participating hospitals that had the most success over the course of the
initiative. We wanted to learn more about those facilities that had introduced
Rapid Response Teams and seen precipitous drops in codes outside of the ICU;
we wanted to understand the clinical insights and operational breakthroughs that
had allowed other organizations to go more than a year without a single
ventilator-associated pneumonia or central-line infection.

In hospitals across the country, we uncovered innovations and local adaptations
for each of the six 100,000 Lives Campaign interventions (documented in detail
in the “Tips and Tricks” sections of the updated How-to Guides for each). We
also noticed several core characteristics of facilities whose work was
outstanding, no matter what intervention they were trying to introduce. These
exceptional hospitals seemed to have created an organizational context better
able to support change of any kind, whether it involved providing reliable care for
acute myocardial infarction, reducing adverse drug events through effective
medication reconciliation, or introducing other best practices to make patients
safer and care more trustworthy. These highest-achieving organizations shared
in common a small set of foundational properties, including clear aim setting and
prioritization, transparent measurement, investment in building quality
improvement capacity, and mindfulness of the role that every stakeholder in the
care process has in driving improvement. These common elements were the
basis for our previously issued How-to Guide on “Running a Successful
Campaign in Your Hospital,” and what we learned from this research molded our

thinking about senior leadership, itself, as we designed the 5 Million Lives
Campaign.

We were also informed by the innovative work of a number of national and
regional associations and agencies seeking to determine essential executive and
board activities to help hospitals and health care systems deliver care with the
quality characteristics explored by the Institute of Medicine in its seminal report,
Crossing the Quality Chasm. Our driving question is clear and important: What is
the proper role of the people at the senior-most levels of the organization in the
pursuit of better quality? How can senior leaders and boards exert the greatest
positive influence on change?

As we move forward in the 5 Million Lives Campaign, an extraordinarily ambitious
effort to radically reduce patient injuries in American hospitals, we have decided
to augment our six original and five new clinical interventions (11 in total) with an
intervention of a different type: a non-clinical intervention. This intervention,
Governance Leadership (commonly referred to as “Boards on Board” after the
article by M. Joshi and S.C. Hines), focuses on one of the most crucial attributes
of those organizations that have demonstrated the greatest sustained progress in
patient safety: deeply engaged leadership, starting with the Board of Trustees.
Joshi MS, Hines SC. Getting the board on board: Engaging hospital boards in quality and
patient safety. Jt Comm J Qual Patient Saf. 2006;32(4):179-187.

Background: The Power of Engaged Leadership and Governance

One primary function of senior leaders in health care is to support their
“followers” in developing behaviors, skills, habits, processes, and technologies
that lead reliably to dramatically improved performance. This influence has
elements of both “push” (making the status quo uncomfortable) and “pull”
(making the future attractive). IHI’s previously published Framework for
Leadership of Improvement suggests five core leadership activities relevant to
improvement:

1.

Establish the Mission, Vision, and Strategy as a “relentless drumbeat” for
communicating the direction of the organization to all stakeholders.

2.

Build the Foundation for an Effective Leadership System by choosing,
developing, and aligning a leadership team capable of transformational tasks,
and then ensure that, throughout this team, improvement capability is
exceptional.

3.

Build Will in the form of visible, constant, unrelenting, and well-explained
commitment, starting with the organization’s leaders, to make measurable
systemic improvement as quickly as possible.

4.

Ensure Access to Ideas about the clinical best practices and support
processes, and insights about how to introduce them, so that the organization
has readily available designs and concepts that are superior to the status
quo.

5.

Attend Relentlessly to Execution, integrating improvement deeds and
review in the daily work of the organization, and ensuring that better results
are effective, sustained, and spread throughout the organization.

In many of our programs, we at IHI have witnessed the powerful impact that
skilled and committed senior leaders can have in driving the improvement of
care; we’ve seen that in Breakthrough Series Collaboratives, Pursuing
Perfection, Transforming Care at the Bedside, the IMPACT Network, New Health
Partnerships, the 100,000 Lives Campaign, and now the 5 Million Lives
Campaign. Every organization achieving exceptional results appears to have
activated senior leaders in each of the five elements in the Leadership
Framework: Vision, Foundation, Will, Ideas, and Execution. Moreover, if any one
of these elements is missing, the process of change can easily stall. Deficient
will is a common culprit. Without it, senior leadership will be insufficient even
where innovations and best practices are plentiful, and even where energetic
project managers and clinicians show thrilling resourcefulness in testing,
adapting, and implementing new ideas. Leaders who ignore improvement

activity, or fail adequately to support it, send a strong implicit message that
improving the quality of care is of secondary importance to other considerations
(e.g., financial concerns), a message that we have seen destroying energy and
driving resources into activities that have far less impact on patient outcomes.
When that happens, in the longer term, the energy for improvement, even if it
starts off high, dissipates.

Highly engaged executive leadership teams working with highly engaged boards
in a trusting partnership can be the source of will for the entire organization. As
hospitals try to drive rapid improvement, boards have an opportunity—we
believe, indeed, a significant responsibility—to make better quality of care the
organization’s top priority.

Outmoded views of hospital governance sometimes suggest that hospital boards
are responsible only—or primarily—for the organization’s financial health and
reputation. Board duties in these areas are unquestionably important, especially
in light of heightened community benefit standards, changing reimbursement
formulas from payers, increased consumer expectations, and the alarming
increase in the number of uninsured. But the board’s duties do not end with
financial stewardship. Boards oversee mission, strategy, executive leadership,
quality, and safety on behalf of the owner—whether the hospital is communityowned or investor-owned. As noted consistently in Joint Commission
accreditation standards, boards especially guard quality of care; they are
expected to fulfill an oversight role in the credentialing of the medical staff, quality
assurance, and the continuous improvement of the care provided by the
hospital. In the modern view, boards bear direct responsibility for the hospital’s
mission to provide the best possible care and to avoid harm to patients. The
board’s responsibility for ensuring and improving care cannot be delegated to the
medical staff and executive leadership; ensuring safe and harm-free care to the
patients is the board’s job, at the very core of their fiduciary responsibility. An
activated board, in partnership with executive leadership, can set system-level

expectations and accountability for high performance and the elimination of
harm, and, properly conducted, this leadership work can dramatically and
continually improve the quality of care in the hospital.

Both Standard and Poor’s and Moody’s Investors Service have released opinions
recently on the importance they will attach to the leadership of clinical quality
outcomes and safety in making determinations of hospital bond rating decisions.
This has drawn further attention to the stewardship of improvement by health
care Boards of Trustees and senior leaders.

In the last 10 years, management research by Alexander, Berwick, Chaitt, Joshi,
McDonagh, Shortell, Weiner, and others has been replete with articles
underscoring the responsibility and impact of hospital boards on quality and
safety. In 1999 the Institute of Medicine (IOM) made this responsibility explicit in
its landmark study, To Err Is Human, and reinforced it again in Crossing the
Quality Chasm in 2001 and in subsequent reports. Over the last five years many
assessment tools, publications, and presentations have emerged through IHI and
leadership organizations working in the area of governance, including the Center
for Healthcare Governance, Centers for Medicare & Medicaid Services, the Estes
Park Institute, Great Boards, the Healthcare
Research and Educational Trust, the Joint Commission, the National Center for
Healthcare Leadership, the National Quality Forum, and The Governance
Institute (see the Annotated Bibliography and Additional Resources: Governance
and Leadership of Quality Reference List). Recent research on the role of
governance in high-performing organizations (Lockee, Kroom, Zablocki, Bader,
2006; Vaughn, Koepke, Kroch, Lehrman, Sinha, Levey, 2006) shows a direct
correlation between high performance in hospitals and specific attributes of their
boards.

Boards can make an enormous difference when:
•

The CEO is held accountable for quality and safety goals;

•

The board participates in the development of explicit criteria to guide
medical staff credentialing and privileging;

•

The board quality committee annually reviews patient satisfaction scores;

•

The board sets the board agenda for quality; and

•

The medical staff is involved in setting the agenda for the board’s
discussion surrounding quality.

Lockee, Kroom,Zablocki, Bader, 2006.
Better outcomes are associated with hospitals in which:
• The board spends more than 25% of its time on quality issues;
•

The board receives a formal quality performance measurement report;

•

There is a high level of interaction between the board and the medical
staff on quality strategy;

•

The senior executives’ compensation is based in part on quality
performance; and

•

The CEO is identified as the person with the greatest impact on quality,
especially when so identified by the executive in charge of quality.

Vaughn, Koepke,Kroch, Lehrman, Sinha, Levey,2006.
But best practices among boards remain uncommon. Proceedings from an
invitational meeting hosted by the Centers for Medicare & Medicaid Services
(Department of Health and Human Services, 2006) summarize and reinforce
much of the work on how boards and leaders who accept responsibility for the
quality of care should act. Those proceedings include data from the National
Patient Safety Foundation, Estes Park Institute, and AIG Insurance suggesting
there is a significant gap between how the governing board, executive
leadership, and middle management view organizational and cultural elements of
quality and safety in their organizations.

With all of the focus on the board’s role in driving quality, an IHI scan, with the
help of governance experts, of the 5,000-plus hospitals in the country today
suggests that the current state of hospital governance activity is, at best, highly
variable. Our analysis suggests that boards fall into four general categories with
respect to their level of engagement in improving quality and safety, their
effectiveness in doing so, and their understanding of quality principles:



Actively engaged and capable; already leading a high-performance
organization, and wondering how they can do their board work even better;



Actively engaged; often showing that commitment through a high-profile
event, but needing a much stronger foundation for continual work on
improvement;



Not fully engaged, but having strong, latent capabilities and talent on the
board; looking to light a fire with the full board, but not sure how to proceed;
and



Neither engaged nor capable; feeling quality is just fine; viewing quality of
care as not the board’s proper business, but rather that of the medical and
executive leadership.

Our aim in this How-to Guide is to offer insight into the behavior of the most
effective boards, to apply what is being learned about governance to the IHI
Framework for Leadership of Improvement, and to suggest several
straightforward steps for developing effective governance activity in your
organization.

Behaviors of the Most Effective Boards to Improve Quality
Through review of the literature, the research evidence, and best practices, we
can identify conduct in governance that will increase the odds of rapid quality
improvement throughout the hospital. Observing the actions of the most effective
boards is the place to start.

Boards in high-achieving, rapidly improving hospitals have the following
characteristics:



They set a clear direction for the organization and regularly monitor
performance.



They take ownership of quality problems and make quality an agenda item
at every board meeting.



The use a glossary, and style of speaking, to ensure that everyone
understands the terms and concepts being discussed.



They invest time in board meetings to understand the gap between current
performance and the best in class.



They aggressively embrace transparency and publicly display performance
data.



They partner closely with executives, physicians, nurses, and other clinical
leadership in order to initiate and support changes in care.



They drive the organization to seek the regular input of patients, families,
and staff, and they do the same, themselves.



They review survey results on culture, satisfaction, experience of care,
outcomes, and gaps at least annually.



They establish accountability for quality-of-care results at the CEO level,
with a meaningful portion of compensation linked to it.



They establish sound oversight process, relying appropriately on quality
measurement reports and dashboards (“Are we achieving our aims/systemlevel goals?”).



They require a commitment to safety in the job description of every
employee and require an orientation to quality improvement aims, methods,
and skills for all new employees and physicians.



They establish an interdisciplinary Board Quality Committee, meeting at
least four times a year.



They bring knowledgeable quality leaders onto the board from both health
care and other industries.



They set goals for the education of board members about quality and safety,
and they ensure compliance with these goals.



They hold crucial conversations about system failures that resulted in
patient harm.



They allocate adequate resources to ongoing improvement projects and
invest in building quality improvement capacity across the organization.

Relationship of IHI Framework for Leadership of Improvement to
Governance Behaviors
Another way to think about the work of effective boards (in addition to describing
key characteristics of effective boards, as in the previous section) is to use the
previously referenced IHI Framework for Leadership of Improvement to
recommend specific actions for governing boards to take within each of the
framework’s five categories:

1. Establish the Mission, Vision, and Strategy
a. Set direction and monitor performance.
i. Integrate strategy and quality.
ii. Monitor the culture of quality and safety.
iii. Establish aims for safety and quality improvement.
2. Build the Foundation for an Effective Leadership System
a. Establish an interdisciplinary Board Quality Committee.
b. Bring knowledgeable quality leaders onto the board.
c. Set and achieve educational standards for the board members.
d. Build a culture of real (not pro forma) conversations about improving
care at board and committee meetings, with physician and nursing
leaders, and with administration.

e. Allocate adequate resources to ongoing training of employees and
medical staff about quality improvement.
3. Build Will
a. Establish a policy of full transparency about data on quality and safety.
b. Insist on the review of both data and stories from patients and families.
c. Help patients and families tell their stories directly to staff, senior
leaders, and the board.
d. Establish policies and practices with respect to errors and injuries that
emphasize through communication, respectful practice, disclosure,
apology, support, and resolution.
e. Understand both the current performance of your organization and the
performance levels of the best organizations in the world.
f. Show that you own the problem and are driving the agenda by placing
quality first on the board agenda and devoting 25% or more of the
board’s agenda to it.
g. Show courage: don’t flinch.
4. Ensure Access to Ideas
a. Boards should ask management four idea-generating questions, when
reviewing progress against quality and safety aims:
i. “Who is the best in the world at this?”
ii. “Have you talked to them to find out how they do it?”
iii. “How many ideas have you tried out?”
iv. “What ideas did our patients and families and front-line staff
have for improvement?”
5. Attend Relentlessly to Execution
a. Establish executive accountability for achievement of aims.
b. Establish an effective oversight process, including:
i. Devoting 25% of board meeting time to quality and safety.
ii. Monitoring your own system-level measures for improvement
(rather than being comforted by benchmarks).
iii. Reviewing data generated weekly, or, at a minimum, monthly.

c. Ask hard questions, including:
i. Are we on track to achieve the aim?
ii. If not, why not? What is the improvement strategy? What are
key steps planned toward full-scale execution?
Alignment with Regulation, Standards, and Practices
In developing this How-to Guide, and the specific Governance Leadership
intervention, we consulted the current and proposed standards and regulations of
the Joint Commission and the Medicare Conditions of Participation to make sure
the intervention was aligned with their intent. As the National Quality Forum
developed the recently adopted Safe Practices for Better Healthcare: 2006
Update – a Consensus Report (2007), there was a comprehensive effort to
ensure “harmonization” of the practices among the Centers for Medicare &
Medicaid Services, the Agency for Healthcare Research and Quality, the
Leapfrog Group, the Joint Commission, and the Institute for Healthcare
Improvement. The Governance Leadership Intervention is fully aligned with the
comprehensive Safe Practices. (NQF has made available to IHI through TMIT a
copy of the practices summary, “Table 1 Safe Practices, Care Settings, and
Specifications,” which can be found on IHI’s website at
http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Literature/.)

Topical Discussions in Governance and Quality
Since the introduction of the Governance Intervention, four topic-specific issues
have emerged:

1. Dashboards: A number of excellent references are included in the How-to
Guide and new materials are being assembled. The 2006 Forum
presentation by Lloyd, Martin, Nelson, and Stiefel is a comprehensive
resource:

http://www.ihi.org/ihi/files/Forum/2006/Handouts/C12_BLloyd_LMartin_GN
elson_MStiefel_Dashboard.pdf
2. Involving Patients and Families: A number of requests have come in for
information on how to effectively integrate patients and families at the time
of error or unanticipated outcomes, as well as more routinely in the work
of the Board. Key Resources include:
a. Institute for Family Centered Care www.familycenteredcare.org
b. The referenced manuscript by Conway, Johnson, Edgman-Levitan,
et al. prepared by IHI and the Institute for Family Centered Care,
with funding from the Robert Wood Johnson Foundation.
3. System-Level Boards: The role of the system-level board is a frequent
topic of interest. The referenced paper by Orlikoff and Totten on The
Challenges of System Governance is a strong resource.
4. Public Boards: Information around optimizing the unique challenges of the
public board is a routine request. Resources are being assembled and
will be posted on www.ihi.org.

The Governance Intervention: Six Things All Boards Should Do to Improve
Quality and Reduce Harm

The 5 Million Lives Campaign asks governance leadership of participating
organizations to begin, at a minimum, by focusing on the following six activities:

1.

Setting Aims: Set a specific aim to reduce harm this year. Make an
explicit, public commitment to measurable quality improvement (e.g.,
reduction in unnecessary mortality and harm), establishing a clear aim for the
facility or system.

Organizations should develop a specific statement of aims for improvement, with
quality effectively integrated into strategy. For example, the leaders at Ascension

Health, the largest not-for-profit health system in the US, formulated three
strategic aims; they promise to provide:
•

Healthcare That Is Safe;

•

Healthcare That Works; and

•

Healthcare That Leaves No One Behind.

Ascension’s senior leaders and board spelled out each aim in detail, including
quantitative goals. For example, for the aim, “Health Care That Is Safe,” the
specific goal statement is: “No preventable injuries or deaths by July 2008.”
Ascension’s board and leaders review progress toward this aim regularly, and
they have created a transparent system to transfer learning among hospitals all
across the system. The aim, itself, is system-wide; it applies to all hospitals.

Another strategic aim of this type, with an associated goal (among others), from a
different organization, is:
•

“We will offer all the care and only that care that we know will help

you. We will do nothing that will harm you.”
•

“One specific goal is to achieve zero central line infections for the

entire institution across all services by August 31, 2008.”

2.

Getting Data and Hearing Stories: Select and review progress toward
safer care as the first agenda item at every board meeting, grounded in
transparency, and putting a “human face” on harm data.

Many boards are now starting their meetings with a case review of a patient
who experienced harm at their hospital in the prior month. These cases
provoke new and different conversations, and provide added will to move to
safer systems. At a recent board Clinical Quality Committee meeting of the
Seton Family of Hospitals in Austin, TX, operational leaders reviewed a
patient safety problem and their plans to prevent a recurrence. One of the lay
board members pushed harder for a reliable plan. She noted that the plans

proposed were not likely to produce reliability at best known levels, and that
employing reliability science would be a better solution than working harder.
That meeting was an important step toward creating a culture of reliability,
and it began with informed questioning by a board member.

IHI recommends two very specific steps in initial assessment for every board
and organization in the Campaign. Although both are challenging, we know
of no steps more powerful than these two to accelerate commitment from the
senior leader level:
•

An Initial Chart Audit for Harm: The board should commission a
review of 20 randomly chosen patient charts from the prior month to
document all types and levels of injury. We suggest that this review, and
the subsequent report to the board, be conducted by a team of clinicians
with the help of the “IHI Global Trigger Tool” (although other supports can
be helpful, as well). Specifications, examples, and brief training for the
use of this tool can be found on IHI’s website. In the longer run,
organizations may choose monthly chart review of this size and type to
become one of their key, system-level safety monitoring systems. Note:
Findings from the field suggest that, to best learn about patterns of harm,
organizations may choose to start their review with a focus on 20 charts
from the medical surgical services, or 20 readmissions, or 20 deaths,
rather than routine obstetrics cases (which may not contain many
instances of harm).

•

An In-Depth Case Study: The CEO, with the assistance of the CMO
and CNO, should conduct a detailed, personal investigation of a significant
patient injury in the hospital, including interviewing the involved patient,
family, and staff. The purpose is to understand in great depth the “story,”
in all of its complexity, to illuminate the nature and sources of hazard in a
complex health care organization. The CEO should personally present

that case to the board in a session of no less than one hour in length. If
possible and desirable, the affected patient and family should be there at
the board meeting to add their accounts and view in person. (In
preparation for this review, the CEO and board may wish to read the book
on “high reliability organizations” by Karl Weick and Kathleen Sutcliffe,
Managing the Unexpected: Assuring High Performance in an Age of
Complexity.)

3.

Establishing and Monitoring System-Level Measures: Identify a small
group of organization-wide “roll-up” measures of patient safety (e.g., facilitywide harm, risk-adjusted mortality) that are continually updated and are made
transparent to the entire organization and all of its customers.

It is not enough for the executive leadership group and the medical staff to
frame an aim. The board must know about the aim, understand it, care about
it, and oversee its achievement. This is critical, because board engagement is
essential to building the will needed to drive change at the scale and pace
intended in the 5 Million Lives Campaign. When they receive reports on
quality of care, many boards find themselves lost in the hundreds of minute
but important measures at the patient level. It is not unusual for a board report
on quality to contain several hundred measures and benchmarks, and yet not
to contain metrics that can help the board to see quality or improvement at
the system level. Boards of hospitals in IHI’s IMPACT Network now view a
small set of system-level measures, called “Whole System Measures,”
including benchmarks against the best in the nation—sometimes the best in
the world—as a way to monitor organization-wide progress. (See IHI’s Whole
System Measures Tool Kit.) One such system-level metric—of particular
relevance to the Campaign—is the rate of medical harm per 1,000 patient
days, which can also be expressed as a rate per 100 admissions (see
Appendix A for more information on these measures). Another is the Hospital
Standardized Mortality Ratio (HSMR), which allows boards to compare their

organization’s risk-adjusted mortality rate to others and to track it within the
institution over time (download an IHI White Paper that describes how to use
the HSMR here).

4.

Changing the Environment, Policies, and Culture: Commit to establish
and maintain an environment that is respectful, fair, and just for all who
experience the pain and loss as a result of avoidable harm and adverse
outcomes: the patients, their families, and the staff at the sharp end of error.

To become safer, hospitals need to build cultures of quality and safety that
are bound in respect and communication and committed to full disclosure,
apology, support, and resolution for patients and families when there is harm.
As organizations around the country struggle with this critical element of a
culture of safety and patient and family partnership, other organizations are
providing leadership and courage to draw from. The Harvard hospitals have
issued their seminal work, When Things Go Wrong, and the University of
Michigan is writing a powerful story of learning, respectful practice, and
results from a multi-year journey of communication, transparency, disclosure,
support, and rapid case resolution. One option for boards, which we
recommend strongly, is to study and adopt the guidelines articulated in When
Things Go Wrong.

5.

Learning… Starting with the Board: Develop your capability as a board.
Learn about how “best in the world” boards work with executive and MD
leaders to reduce harm. Set an expectation for similar levels of education and
training for all staff.

Modules for board education should answer the questions:
a.

What is the Board of Trustees’ responsibility and accountability for
quality and safety?

b.

What is the current state of quality improvement and safety in
health care overall, in your community, and in your hospital? How
does prevailing practice stand up to best practice?

c.

How can board members effectively leverage their roles and
experiences to affect the pace of quality improvement in their
organization?

d.

What are the best strategies to sustain the gain and drive
continuous improvement?

In our experience, most boards and leaders overestimate the front-line staff’s
ability to improve. In such cases, even with sufficient will and great ideas that
have worked elsewhere, execution stalls. Boards can work to ensure that all
physicians, nurses, and all staff know how to make performance changes,
and leaders are able to help diffuse the new performance levels reliably
across the entire system and to hold the gains over time. The IHI White
Paper, Engaging Physicians in a Shared Quality Agenda, provides extensive
guidance. Some hospitals have set up “colleges” to build the new skills with
staff, and to ensure that the adequate skills and staff are aligned to make
progress. One measure of adequacy of the educational and resource systems
is the pace of change. If the tempo is too slow, and change is taking many
months, the board should reconsider the effectiveness of the developmental
support systems.

Trends in new approaches to trustee education are emerging. In New Jersey,
a bill was passed by both Houses that mandates all new board of trustee
members in the state will have one full day of education on their
responsibilities as board members. It would include their duties,
understanding finances, quality indicators, etc. The curriculum will be
designed by the Commissioner of Health in partnership with NJHA, the
Council on Teaching Hospitals (COTH), and the Alliance. In June 2006, the
Mass. Hospital Association Board approved a recommendation to proceed

with the development of a BCBSMA-funded curriculum for hospitals trustees,
focusing on their role in health care quality. The development of this
curriculum was guided by MHA’s ad hoc Trustees Steering Committee along
with Dr. John Combes, President of the Center for Healthcare Governance.
The program is now being piloted by nine organizations. In addition to a
curriculum tailored to each board, additional deliverables include a Quality
Resource Guide to supplement the curriculum and a toolkit that offers board
members a series of action steps that support their fiduciary responsibility for
their hospital’s quality performance. The pilots are expected to be completed
by the end of the 2007. In 2008, New England Healthcare Assembly will offer
the program to hospitals in the New England region.

6.

Establishing Executive Accountability: Oversee the effective execution
of a plan to achieve your aims to reduce harm including executive team
accountability for clear quality improvement targets.

Boards should oversee the effective execution of a plan to achieve their aims
to reduce harm, just as they oversee finance. The board can set the agenda
for improvement through the linkages in performance review and
compensation systems for all top leaders. The feedback to these leaders in
reviews can create energy around a patient-focused safety agenda, or it can
focus more exclusively on financial performance. The board’s choice about
these messages tends to have a lasting impact on the day-to-day priorities
and focus for the leader team’s daily work. Researchers are now collecting a
comprehensive view on how boards are incenting CEOs and senior
executives to provide will and ensure successful execution.

If each facility in the nation could make a commitment to these practices, we
predict enormous improvement in introducing the best practices at the heart
of the 5 Million Lives Campaign and a dramatic national transformation in the
quality and safety of hospital care.

Getting Started on the Governance Intervention
How does a hospital move forward?
1. Distribute the How-to Guide to the board and executive administrative and
clinical staff immediately.
2. Put the 5 Million Lives Campaign on the agendas of the next meetings of
the Board of Trustees and the Board Quality Committee, along with those
of the executive leadership and the Medical Executive Committee.
3. Open these meetings with a short narrative of an actual patient event,
illustrating a type or pattern of harm that occurred within the last month in
that institution. This is most effective when connected to the organization’s
harm reduction strategy, including lessons learned from the event and
specific actions being asked of the board.
4. Present the Six Things All Boards Should Do to Improve Quality and
Reduce Harm and develop an action plan to move forward on each item
within the next month.
5. Place your organization’s system-level harm metrics on the board and
senior leadership dashboards.
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Appendix A: Recommended Intervention-Level Measures
The following measures are relevant for this intervention. The Campaign
recommends that you use some or all of them, as appropriate, to track the
progress of your work in this area.

Outcome Measure(s):
Rate of Medical Harm per 100 Admissions
Owner: IHI
Owner Measure ID: N/A
Measure Information: [Campaign MIF]
Comments:
•
This measure is almost identical to Rate of Medical Harm per 1000
Patient Days; the only difference is the denominator used. The main benefit
of looking at harm per 100 admissions (rather than per 1000 patient days) is
that it is more accessible, especially to non-clinical audiences, and so might
be better for building will.

Rate of Medical Harm per 1000 Patient Days
Owner: IHI
Owner Measure ID: N/A
Measure Information: [Campaign MIF]
Comments:
•
This measure is almost identical to Rate of Medical Harm per 100
Admissions; the only difference is the denominator used. The main benefit
of looking at harm per 1000 patient days (rather than per 100 admissions) is
that your results will be more comparable to other hospitals’ results (useful,
for example, if the hospital is participating in a collaborative or system-wide
improvement project), because the use of patient days in the denominator
serves as a crude risk-adjustment mechanism.

