Published by

Bader & Associates
Governance Consultants,

Potomac, MD

Is Quality the Common Language to Connect Hospitals & Physicians? ...... 6

Red Rules for Boards

IHl Calls on Boards o Lead on Qua('rb and Soqfejw

An Interview with Jim Conway, Senior Vice

Institute for Healthcare Improvement

B‘j Elaine Zablocki

For the Institute for
Healthcare Improvement,
Cambridge, MA, the
answer is to up the ante.

In December, IHI announced
a national campaign to
dramatically reduce
incidents of medical harm
in U.S. hospitals. The 5
Million Lives Campaign
hopes to enroll 4000
hospitals to protect patients
from five million incidents
of medical harm over a 24-
month period (December
2006 to December 2008).
It targets a dozen specific
interventions and goals
(see sidebar).

Most of the initiatives
address patient care, but
for the first time, IHI is
emphasizing a non-clinical
goal:

Get boards on board
by defining and
spreading the best-
known leveraged
processes for hospital
boards of directors, so
they can become far
more effective in
accelerating organiza-
tional progress toward
safe care.

esident,

Measurable indicators:

Boards in all hospitals
will spend at least
25% of their meeting
time on quality and
safety issues.

Boards will have a
conversation with at
least one patient

(or family member of a
patient) who sustained
serious harm at their
institution within the
last year.

“When you look at the liter-
ature on change, it’s clear
that engaged leadership
always plays an essential
role,” says Jim Conway, an
IHI senior vice president
actively involved in gover-
nance leadership for IHI
and with the 5 Million Lives
Campaign. “When | began
working with IHI, | had an
opportunity to visit many
hospitals, and | heard over
and over again that govern-
ing boards face increased
expectations today, and
find themselves ill-trained
to perform their new roles.”



Great Boards editor Elaine
Zablocki interviewed
Conway about the specific
steps hospital boards are
taking now to engage more
effectively in leadership on
quality and safety issues.

The 5 Million Lives

Campaign encour-
ages boards to set specific
targets for reducing
unnecessary mortality
and harm, and to make an
explicit, public commitment
to measurable quality
improvement. Why is this
important?

You need to decide

what you want to be.
What defines a good year
for you? You might decide
that by 2010 you want to
be the safest public hospi-
tal system in the country.

Actually, that strikes

me as an intimidat-
ing goal. Couldn’t the
hospital do something
incremental? Couldn't it
review the dozen IHI goals
and decide to focus on
three or four of them?

So, how many

people dying is okay
with you? How much harm
is okay with you?

The Ascension Health
System, which has 74
hospitals, set a goal a few
years ago that by July 2008
they would eliminate all
preventable errors within

their system. Talk about
big, hairy, audacious goals!

When a system sets a goal
like that, the first thing we
notice is that everybody in
their system is aware of it.
Secondly, we see spectac-
ular levels of improvement
in that system.

When you work on quality
improvement, you notice
that a goal of making
something 5 percent better
doesn’t get anyone excited.
When you say you want to
make it 50 percent better,
everyone says, “oh God,
this is really going to
change the way we do
things.” We've learned that
in fact it is easier — it’s cer-
tainly more disruptive, but
it’s also easier — to focus
and engage people around
substantial goals. You
absolutely need to set spe-
cific aims, and those aims
should be a stretch for you.

Research tells us that when
we pull 100 charts at a
typical U.S. hospital, we’ll
find 40 instances of harm.
The best we’ve seen
anywhere is 20 instances
in 100 charts. There are
hospitals with 120 exam-
ples of harm in 100 charts.
The reason for pushing this
goal is, even if you do
improve 50 percent, there
are still people going

home who’ve experienced
avoidable harm, suffering,
tragedy, at your hospital.
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5 Million Lives Campaion
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During the Institute for Healthcare Improvement’s
100,000 Lives Campaign, 3,100 participating hospitals
reduced inpatient deaths by about 122,000 over an
18-month period through overall improvements in care,
including improvements associated with six interven-
tions recommended by the IHI initiative.

Now, IHI has launched an even more ambitious effort.
The 5 Million Lives campaign continues working to
save lives through six interventions from the first
campaign, and aims to prevent avoidable injuries
through six additional interventions.

Six interventions from the
100,000 Lives Campaign:

<& Deploy rapid response teams at the first sign
of patient decline.

<& Deliver reliable, evidence-based care for acute
myocardial infarction to prevent deaths from
heart attack.

& Prevent adverse drug events (ADEs) by
implementing medication reconciliation.

& Prevent central line infections by implementing
a series of interdependent, scientifically
grounded steps.

& Prevent surgical site infections by reliably
delivering the correct perioperative antibiotics
at the proper time.

& Prevent ventilator-associated pneumonia by
implementing a series of interdependent,
scientifically grounded steps.
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The campaign goal

is that hospital
boards will spend at least
25% of their meeting time
on quality and safety
issues. You suggest they
should gather data on
harms and potential harms,
and listen to detailed,
specific stories about harm
that has occurred in their
hospital.

While our formal

goal is that at every
meeting the board should
spend 25 percent of its
time on quality and safety
issues, Children’s Hospital
in Cincinnati spends 60
percent of its board time
on these issues.

This is an effort to put a
“human face” on the data.
You hear about a grand-
mother who was going
home; she slipped and fell,
and died at the hospital.

She never saw her grand-
children again. You listen to
what the statistics mean.

We suggest that the CEO
should investigate the story
behind an important med-
ical error, interviewing
patient, family, and staff.
At a minimum, the CEO
should tell the story in
detail at a board meeting.
Ideally, you bring in the
patient, family and staff.

| was present at a board
meeting at an academic
center, where the staff
associated with a medical
error told their story to the
board. It was difficult. It was
deeply emotional. But out
of that presentation, the
board reached an extraor-
dinary resolve to put more
focus on this area.

“This is an

GFFOP—J( fo put

a ‘human

ace’ on the
data.”

What this is about is con-
fronting the reality. You've
set your aim, now you look
at your data. Peter Senge,
in The Fifth Discipline,
introduced the notion of
creative tension. He says,
“first you set your vision,
then you confront your
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Six additional interventions to prevent harm:

& Prevent harm from high-alert medications,
starting with a focus on anticoagulants,
sedatives, narcotics, and insulin.

& Reduce surgical complications by reliably
implementing all of the changes in care
recommended by SCIP, the Surgical Care
Improvement Project (www.medgqic.org/scip).

& Prevent pressure ulcers by reliably using
science-based guidelines for their prevention.

& Reduce methicillin-resistant staphylococcus
aureus (MRSA) infection by reliably
implementing scientifically proven infection

control practices.

& Deliver reliable, evidence-based care for
congestive heart failure, to avoid readmissions.

& Get boards on board by defining and spreading
the best-known leveraged processes for
hospital boards of directors, so they can
become far more effective in accelerating
organizational progress toward safe care.

For more information on how the Campaign defines
medical harm see the FAQs tab in the Campaign area
of IHl.org at http://www.ihi.org/IHI/Programs/
Campaign/Campaign.htm?Tabld=6.

reality; out of that will come
the tension for change.”

We also suggest that the
board talk about quality as
the first item on its agenda.
There is nothing that’s
more important. This con-
versation should not be cut
short due to lack of time.

It isn’t an easy
conversation. | can
picture boards putting it off.

It is hard. As the

chief operating
officer at Dana-Farber
Cancer Institute, every two


http://www.ihi.org/IHI/Programs/Campaign/Campaign.htm?Tabld=6
http://www.ihi.org/IHI/Programs/Campaign/Campaign.htm?Tabld=6

months | had to tell the
board stories of the
patients we had hurt since
their last meeting. That’s
absolutely hard. You don’t
present a single case in
great detail at every
meeting, but at each
meeting you should talk
about the patients who've
suffered and/or died. At
each meeting, you review
your progress towards
improved care.

Before we leave this

topic, what does the
hospital legal department
say when management and
staff stand up at a board
meeting to discuss in detail
how things went wrong?
Doesn't this increase the
hospital’s legal liability?

As we look at other
industries, we

observe that the only risk
greater than disclosure is to
know something and not
disclose it. Think about
WorldCom, about Enron,
about Bridgestone Tire.
When you try to cover up
problems, you’re dead in
the water. We are also
learning that errors don’t
erode trust (people know
they happen). What erodes
trust is what you do after
the error.

“Errors
don't erode

feust (peaple
know J(\/\eﬂ
happen):
What erodes
teast is what
ol dlo aﬂew—
€ ereoR.”

You encourage

hospitals to establish
and monitor a small
number of organization-
wide “roll-up” measures
such as medical harm
per 1,000 patient days or
risk-adjusted mortality rates
over time. They should be
continually updated and
transparent to the entire
organization and its
customers. Why should
they do this?

When you walk into

a hospital these
days, everyone’s gathering
data on hundreds of items,
to meet regulatory require-
ments and national patient
safety goals and so on. You
could be doing a hundred
things without actually
knowing whether care is
getting better or worse.
We’re saying organizations
should closely monitor their
overall mortality and mor-
bidity. You should monitor
organization-wide harm. If
you’re unbelievably busy,
and you’re doing a thou-
sand things, and that line
isn’t moving, that tells you
you’re not focused on the
aspects of your system
that actually create harm,
suffering and waste.

Sometimes | look at a
quality dashboard, and the
trustees say to me, “Jim, |
see so much | don’t know
what I’'m seeing. There’s
too much information.”
Recently | helped review a
hospital whose dashboard
was a sea of green. It was
comparing itself to standard
external measures. We
said, “we want to know how
you’re doing on the issues
you’re losing sleep over.”
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Are you saying a

dashboard ought to
have some red or orange
markers, because those
will be the issues you’re
working on?

Yes. You have to

push yourself. In the
best hospitals, if we get
things right 80 or 90 per-
cent of the time, we think
we’re doing great. In fact,
we need to look at the 10
to 20 percent of patients
who aren’t getting the care
they need.

It's a real temptation to sit
down with your board and
present good statistics. You
want to tell them every-
thing’s wonderful. Then
something happens. Let’s
say the failure of your sys-
tems kills a patient, and the
regulatory agencies come



in. At Dana-Farber a
patient died from to a
chemotherapy overdose,
just before | was hired. |
recall how the board chair
said to me, “never again
will we be duped.”

It happens in other organi-
zations; it’s happening now.
The board of trustees
thinks there are no prob-
lems, because no one
wants to tell them the
difficult truth. Governing
boards today are held
accountable for the quality
of care and services by
everybody from Standard
and Poor’s to the IRS.
They have to hear the
truth.

Are any hospitals
already taking the
steps you’ve described?

There are many.

MemorialCare
Medical Centers, in
southern California, has
developed a series of
system-wide “bold goals”
linked directly to their
overall strategic plan.
Their system board has
issued specific “what-by-
when” aims in five key
areas. By June 2007,
they aim to reduce inpatient
mortality by 15 percent
and avoidable infections by
50 percent. They expect to
see complete adherence

“When a

aldacions aoa
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to all evidence-based
protocols for acute heart
attacks, heart failure, and
community-acquired
pneumonia, 95 percent
of the time. They intend
to reduce codes outside
intensive care units by 50
percent.

Cambridge Health Alliance
(CHA), in Massachusetts,
has been reporting per-
formance metrics for years
as part of its balanced
scorecard, including data
on adverse drug events,
heart attack care, and
patient satisfaction. Now
the board is requesting
explicit, detailed information
on safety-related issues,
including patient com-
plaints, readmissions and
staff injuries. The board has
set a specific goal of elimi-
nating all “never events”
such as wrong-site surgery,
mismatched blood transfu-
sions, and severe bed-
sores.

At Virginia Mason Medical
Center, in Seattle, the
board quality oversight
committee oversees situa-
tions where patients could
potentially have been
harmed. At each monthly
meeting the committee
reviews a dozen minor or
moderate incidents, and
focuses in detail on one or
two situations where there
was a strong likelihood of
harm, or actual harm
occurred. The hospital
doesn’t consider these
more serious incidents
resolved until all committee
members have signed off
on their root causes and
remedies.

For more information:
Jim Conway

Senior Vice President
Institute for Healthcare
Improvement
jconway@IHl.org

Elaine Zablocki, cdﬂ(orf-trF
%ﬂm{ Boaeds, is a teeelance
ealflncare enalis| whose
woek-has ppeared in
Physician Peactice, Inferndl

e?i[cmc News, Medicine on
fhe Net, and numerons
ofher- publications.
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s QUALITY
the Common
Language t

CONNECT
Hospitals & Physicians?

Bﬂ Don SC&W\OMFL

The social contract that
evolved after World War I,
what we might call
“Greatest Generation
Healthcare,” lasted roughly
50 years. Hospitals and
physicians both prospered,;
physicians performed
medical staff duties gratis
in return for the use of the
hospital as a workshop.

However, with unchecked
demand, healthcare costs
skyrocketed and are quickly
becoming unsustainable.

A newly emerging contract,
what we might call “Boomer
Healthcare,” is supported
by a different set of
concepts, including
demand-side economics
based on payment con-
straints and transparent
information to compare
providers’ quality, safety,
customer satisfaction,

and prices.

The concepts sustaining
Boomer Healthcare
substantially alter the
mutually beneficial relation-
ship that previously existed
between hospitals and
physicians. Hospitals face
a conundrum: on one hand,
they must compete with
increasingly entrepreneurial
physicians. On the other
hand, they need physicians
as partners to deliver care
based on best practices,
participate in quality and
patient safety programs,
and help meet community
needs, especially
emergency department
coverage. The key question

facing hospital leaders
today is how to align hospi-
tal and physician interests.

Redefining the hospital/
physician relationship will
be complex. Money is an
important factor but
business-based collabora-
tion alone is insufficient.
The idea that hospital
employment of physicians
will guarantee alignment is
far too simplistic. Nothing
short of a comprehensive
approach to realignment
will succeed, and then only
if it is established on a
foundation of quality.

Quality can and should be
the common language that
brings hospitals and
physicians together
because:

(1) Both parties truly
believe in quality and know
it can be improved.

(2) The case for
improving quality makes
increasing sense in
business terms, and

(3) Payers and
consumers are entering an
era in which they will
choose providers based
on demonstrated quality.

1. Acommon interest in
better quality

Both hospitals and
physicians know the
healthcare system could
perform much better than
our current experience:
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— The Dartmouth Atlas
and other research studies
have documented great
variability in patient care —
so much so that patients
receive “optimal care” only
55% of the time.

— The Institute for
Healthcare Improvement’s
5 Million Lives Campaign
was developed on the
premise that there will be at
least that many opportuni-
ties to protect patients from
“incidents of medical harm”
over just two years.'

— The leading cause of
preventable sentinel
events is “communications
breakdowns” involving
physicians, hospital staff
and information systems.?
— Arecent Boston
University study indicated
that 40% of consumers
think care is worse than it
was five years ago.

Increasing evidence shows
that when physicians and
hospitals work together,
they can improve quality
and patient safety. For
example the IHI’'s 100,000
Lives Campaign?® “reduced
inpatient deaths by an
estimated 122,000 in 18
months” and made “great

—1 www.ihi.org/IHI/Programs/
Campaign

— 2 www.ihi.org, Status Quontt,
Why Healthcare Will Never Be
The Same, 2007 Status Report,
IHI

— 3 www.ihi.org, IHI Launches
National Campaign To Reduce
Medical Harm In U.S. Hospitals,
Building On Its Landmark 100,000
Lives Campaign


www.ihi.org
www.ihi.org
www.ihi.org/IHI/Programs/Campaign
www.ihi.org/IHI/Programs/Campaign

headway in delivering
reliable (best practice)

care for acute myocardial
infarctions, preventing
adverse drug events, and
preventing surgical site and
central line infections,” as
well as inspiring life-saving
rapid response teams.

The 266 hospitals partici-
pating in the Medicare
pay-for-performance (P4P)
program managed by
Premier Inc. have also
steadily improved the
quality of patient care.*
Among other indicators of

success, it is estimated that
these hospitals “experience
nearly 1,300 fewer deaths
in treating heart attack
patients.”

2. The business case for
quality is growing
stronger

Poor care is costly. It is
sad to note that in the past,
preventable infections,
complications and errors
often benefited hospitals
financially, since remedial
care increased patients’
bills. However, that
perverse incentive is
changing as Medicare
and some private payers

reimburse by diagnosis,
not per day or per service
rendered. One study
estimated that for patients
with central line-associated
bloodstream infections

(a potentially fatal and often
avoidable complication)
hospitals incurred average
expenses of more than
$91,000 per patient, but
were paid less than
$65,000, for a loss of more
than $26,000 per patient.®
What’s more, under
Boomer Healthcare, slim
reimbursements mean
hospitals need to maximize
efficiency by reducing
excess capacity and
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running at or near full
occupancy. Consequently,
when patient lengths of
stay are extended due

to medical error or other
glitches, new patients
can’t be admitted promptly,
and the hospital loses
revenues. Physicians grow
frustrated over delays and
eventually may open their
own outpatient facilities.

—4 Bonus Pay by Medicare Lifts
Quality, www.nytimes.com,
January 25, 2007

— 5 "Hospital Acquired Infection:
Meeting the Challenge," supple-
ment to American Journal of
Medical Quality, Nov.-Dec. 2006
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align with physicians
to improve quality

B\Lj Elaine Zablocki

sad to note that in the
pastArthur V. McDowell,
lll, MD, chief of cardiology
at Middlesex Hospital in
Middletown, CT, and
chairman of the board of
Middlesex Health System,
a single-hospital system
with several affiliated
outpatient facilities.

Loring S. Flint, Jr., MD,
senior vice president for
medical affairs at Baystate
Health, a three-hospital
system in Springfield, MA,
with about 400 employed
physicians plus 1100 com-
munity-based physicians.

Gary R. Yates, MD, chief
medical officer at Sentara
Healthcare, a seven-hospital
system in Norfolk, VA, with
a 310-physician medical
group and over 3000
community physicians.

“There’s no question”
quality can be a unifier,
says McDowell, “because
hospitals are very interested
in quality and physicians
are equally interested.

We are inundated with
external organizations
demanding not only that

we talk about quality,
but that we demonstrate
quality.”

Flint agrees, but adds a
caveat: “Keeping physi-
cians aligned, or engaged

We are inindated wifh
external oeqanizations
demanding nof only fhat we
fall- Aot qui il[ﬂ,
bt that we
demonsteate oLua(iJM.
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If hospitals and physicians
can align their interests,
both clinical and financial
results can improve. A
recent study on patient
safety from HealthGrades
estimated that “if all
hospitals had performed at
the same level as the top-
rated hospitals, about
206,286 patient safety inci-
dents and 34,393 Medicare
patient deaths could have
been avoided, resulting in
$1.74 billion in savings.”®
In addition, preventing
sentinel events can reduce

costly malpractice claims
and liability insurance costs.

3. Consumer-driven
purchasing comes of age
with Boomer Healthcare
The most powerful aspect
of the business case may
well be the empowerment
of consumers.

The much-hyped but long
delayed era of consumers
buying based on value
(quality/price), while still in
its infancy, appears to be
gaining momentum, driven
by increased transparency
of information as well as
financial incentives (e.qg.

consumer-directed health
plans and P4P payment
systems).

Approximately 50 different
organizations are currently
publishing “quality and
patient safety” information
in various electronic and
print formats. The reliability
of this information may
vary, but it is all available
for public consumption. It
includes assessments of
not just hospitals but also
individual physicians.”

No, healthcare providers
won’t become Procter &
Gambles, and we won't see
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every “consumer” consult-
ing Consumer Reports to
choose a hospital or doctor.
But there will be enough
well-educated, aggressive
baby boomers to make the
pursuit of quality not just
the right ethical thing to
do, but the right financial
pursuit as well. Given the
role Medicare, Medicaid®

—6 U.S. Hospital Errors Continue
to Rise, www.washingtonpost.com,
April 2, 2007 (citing the Fourth
Annual HealthGrades Patient Safety
in American Hospital's Study)

— 7 America's Top Doctors
(www.castleconnolly.com)

—8 Pay-For-Performance In State
Medicaid Programs, The
Kuhmerker Consulting Group, The
Commonwealth Fund, April 2007

(that’s the new buzz word)
is certainly a key challenge
for any healthcare system
or hospital. But | don’t
think quality alone will be
the glue that holds every-
thing together. In addition,
physicians want to be
involved in key decisions,
including annual operating

and capital budgets, strate-

gic planning and the devel-
opment of clinical pro-
grams. Employed physi-
cians want a say in their
working environment and
day-to-day operations.”

“Physicians want to deliver
the best possible care to
their patients, and so does
the system,” Yates says.
“We find common ground
when we begin to look

beyond care delivered at
the individual patient level
and look at a comprehen-
sive system of care. When
both physicians and the
health system can exam-
ine and work on processes
of care, then significant
improvement is possible,

| don’t fhink-
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and their interests are very
much aligned.”

How they do it

Shared leadership mech-
anisms. Baystate Health
shows its commitment to
physicians by engaging
them in important leader-

OLIM‘IJ[ alone
ne thaet holds

wownL 1o be invalved in
ﬂ decisions.

ship processes. The capital
planning process begins
by asking physicians what
they need. Through a
series of meetings, each
service line sets its
priorities; then, service

line chairs meet jointly

with hospital administrators
to prioritize all capital
improvements for clinical
services, facilities, and
information technology, for
all three hospitals. “It’s a
very open process in which
each participant has an
equal voice,” Flint says.

Middlesex Hospital has
developed a physician-
dominated Imperative
Oversight Committee that
reports regularly to the
board and in essence


www.castleconnolly.com
www.washingtonpost.com

and the AARP?® appear to
be assuming as brokers,
over time other segments
of the population will join in.

A new social contract
can align hospitals and
physicians around their
common quality goals.
This realignment has five
key components:

1. Clinical Priority
Setting. It has always been
unlikely if not impossible for

one hospital to have the
best quality outcomes in
everything. Today, clinical
technology, fellowship
training availability and
payment algorithms
encourage even greater
sub-specialization. Clearly,
choices have to be made
and supported through
resource allocation (e.g.,
facilities, technology and
workforce). Hospitals need
to engage physicians in a
process to identify the
clinical specialties they
will mutually support at a
level of excellence.

2. Customer Support.
Time is a physician’s most
limited resource. Most
hospitals could do a better
job of assisting physicians
as “customers” by
operating efficiently (e.g.,
procedure rooms that run
on time), having competent
and sufficient nursing staff,
and providing needed
information in the chart at
the right time. In the most
recent Quality of Care
Survey by the American
College of Physician
Executives, 42% of
physicians called “patient
flow” a major problem,
ahead of overuse or under-
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use of care (32%), unex-
plained variances in care
(28%), and medical errors
(13%)." Customer support
includes offering physicians
appropriate, accurate
information regarding
variations in patient care.
Hospitals can earn physi-
cians’ confidence by asking
their input on hospital
processes and systems
that need improvement.

— 9 www.healthcareitnews.com,
April 24, 2007

— 10 Doctors say many obstacles
block paths to patient safety, Bill
Steiger, The Physician Executive,
May-June 2007, pp. 6-14.

serves as a board-level
planning committee. The
committee meets every
two months, and it includes
three physician members
of the board, past presi-
dent of the medical staff,
and the current (elected)
president, vice president,
and secretary of the
medical staff. In addition,
two members are selected
from departments that
aren’t already represented,
and the three largest
departments (medicine,
surgery, and family
medicine) are always
represented. “This is how
we get the most important
leaders together in one
room,” McDowell says.

On occasion the Imperative
Oversight Committee will
set up a task force that
includes all relevant stake-
holders to examine major
issues. For example, an
emergency care task force
included emergency physi-
cians, psychiatrists, primary
care doctors, other hospital
staff, and community mem-
bers. The end result: a plan
to significantly expand the
emergency department.

“Once there’s a final
decision, there is a formal
presentation to the board
and review by the board
finance committee,”
McDowell says. “But we
don’t have a board plan-
ning committee separate
from the administration
and medical staff. It’s all
done in a collaborative way.”

Oue- 0| P\qﬂ
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Meeting physicians’
needs as customers.
Sentara has made consid-
erable progress in ddress-
ing physicians’ needs as
customers. For example,
the system helped its
gastrointestinal physicians

develop the information
technology infrastructure
and databases needed to
begin collecting data on
endoscopy indicators that
were developed by their


www.healthcareitnews.com

3. Hospital Clinical
Leadership. In many
hospitals the traditional
medical staff structure,
which relies on decreasingly
available volunteer time,

is irretrievably broken.

Hospitals and physicians
need to develop more
sustainable leadership mod-
els for the future, designed
to meet today’s (and tomor-
row’s) growing demands for
proven quality outcomes.
Increasingly, department
chairmanships will become
full time salaried positions,

with appropriate allocations
of time between administra-
tive duties and clinical
practice.” Additionally, job
descriptions for many

Chief Medical Officers and
department chairs need
significant revisions, with
increased emphasis

on quality.

4. Physician Recruitment
and Employment. There’s
an old saw that physicians
quote about the importance
of the Three A’s: Ability
(quality), Affability and
Availability. Combine this
with the fact that today’s
physicians, as they emerge

from training, seek a bal-
ance between lifestyle and
work. The era of the physi-
cian as an independent,
tireless small businessman
is just an artifact of
Greatest Generation
Healthcare. Hospitals today
need recruitment plans that
offer what modern physi-
cians want out of life. Even
in a time of physician short-
ages, hospitals still must be
discriminating, though,
looking for physicians who
subscribe to the organiza-
tion’s mission and values
and bring both strong clini-
cal abilities and interper-
sonal relationship skills.
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Applicant interviews should
be rigorous, to find physi-
cians who will be a good fit
over the long run.

Hospitals need to develop
sustainable structures to
employ and retain excellent
physicians. They should
consider various models,
including the benefits of
establishing their own
physician-governed,
professionally managed,
multi-specialty groups.

— 11 It is likely hospitalists and
employed physicians will be prime
candidates for many of these
positions.

specialty societies. “Our Gl
physicians helped take the
lead in a national gastroen-
terology pilot project, and
our system was able to play
a supportive role to meet
their needs,” Yates says.

Special surveys go out to
Baystate’s high operating
room users asking them to
evaluate OR equipment as
well as support from the
anesthesia and surgical
teams. There’s a quarterly
face-to-face meeting with
high users of lab and
pathology services, and
additional surveys and/or
focus groups seek input
from other groups of high-
user physicians.

Common information
system. Baystate also has
implemented an ambulatory
electronic medical record
for all its employed physi-
cians, and the EMR is also
available for community
doctors who choose to
participate (until now at
their own cost.) “Because
they’re part of a larger
system, the cost is very
competitive,” Flint says.
Baystate is creating an
interface so lab results
from various sources will
be reported directly into
the EMR, and the hospital
information system is avail-
able to physicians through
a secure connection from
their homes and offices.

Alighing compensation.
Since the early 1990s
Middlesex has reimbursed
physicians for time spent in
committee work, at a rate
that’s comparable to other
administrative functions —
less than they would
generate in their offices,
but enough to compensate
them for time spent away
from patients.

At Sentara at least 40
percent of variable
compensation for senior
executives is based on
quality and patient safety
performance. The employ-
ees’ gain-sharing program
also includes variable
dollars based on quality
and safety. “That’s one of
the ways we align the
system,” Yates says.

Sentara also has incorpo-
rated specific quality and
service goals into manage-
ment contracts with sever-
al large community-based
specialty groups in the
community. This approach
has been particularly
successful with an area
oncology group, Yates
says. It led to the develop-
ment of inpatient and
outpatient quality indica-
tors, clinical improvement
in those areas, and
ultimately a decision to
seek accreditation for the
cancer program.

“Incorporating quality and
service goals in the con-
tract affords an opportunity
to get together around the
table and focus on



5. Business
Collaboration. As impor-
tant as hospital-physician
business arrangements
are, they are the least
important of the five
components. However,
hospitals should have a
clear understanding of
what’s in the “toolkit” as
they enter into risk/reward
arrangements with mem-
bers of their medical staff,
such as joint ventures,
gainsharing and other
endeavors. Quality will
improve when physicians

are incented to build
volume, increase market
share and standardize care.

Boards can do a great deal
to support increasing align-
ment of the hospital and
physicians around quality.
They can:

— Understand what’s
driving and troubling
physicians — and look for
ways the hospital can help
— Pay attention to quality
improvement efforts and
results

— Engage with physician
leaders and senior man-
agement in a retreat setting
to develop a strategic
approach to physician
alignment, with initiatives
for each of the five
components

— Articulate clear policies
to support alignment, e.g.,
to guide the formation of
joint ventures, and to
address the challenges
posed by physicians who
directly compete with the
hospital or don’t accept the
responsibilities of staff
membership

— Be willing to take
prudent risks; to consider
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new employment
structures, joint ventures
and gain-sharing
mechanisms; and to learn
from experience the best
ways to partner with
physicians.
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trying to improve care
across the specialty,” Yates
says. “In this case, the
group has a presence at
all our hospitals, and we
can use our relationship
with them to develop need-
ed infrastructure. Then we
invite other oncologists to
participate as well.”

Innovative board
structure. Board quality
committees are often a
sound, top-level approach
to aligning organization
and physician interests,
but Middlesex is finding
success going against the
grain. About seven years
ago, it merged the board
quality committee

and the hospital quality
committee. In the past,
medical and nursing staff
reviewed quality data and
filtered information to the
board. Today one high-
level quality committee
includes physicians,
nursing staff, two adminis-
trators — and five board
members. Two of the
board members are
physicians; three are lay
board members. This
means that out of a
twelve-person board,

five members attend every
quality committee meeting.
When quality problems
arise, they are able to
explain the root causes,
and potential solutions, to
the rest of the board.

Employment. “We find
more and more physicians
are interested in exploring
alignment through employ-
ment, so we anticipate the
number of physicians in
our medical group will
grow, especially in the spe-
cialty areas,” Yates says.
“That will offer us the
opportunity to align in an
even stronger fashion as
we go forward.”

As important as all these
formal mechanisms are,
relationships remain the
key. “The most important
thing,” McDowell says,

“is to anticipate potential
conflicts and try to defuse
them ahead of time.”

For more information:

Arthur V. McDowell, 11, MD
Board Chair, Middlesex
Health System
Arthur_mcdowell_md@
midhosp.org

Loring S. Flint, Jr., MD
Senior Vice President
for Medical Affairs,
Baystate Health
loring.flint@bhs.org

Gary R. Yates, MD
Chief Medical Officer,
Sentara Healthcare
gryates@sentara.com

Elaine Zablocki, an Oreqon-
based feeclance weeesis
fhe editoe- o{ (ecat Boards.
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The Agency for Healthcare
Research and Quality
(AHRQ) says one example
of a red rule in healthcare
might be: “No hospitalized
patients can undergo a test
of any kind, receive a
medication or blood
product, or undergo a
procedure if they are not
wearing an identification
bracelet.” The moment a
patient is spotted who does
not meet this condition, all
activity ceases until the
patient’s identity has been
verified and an identifica-
tion band is in place.

What differentiates red
rules from many “standard
rules,” says AHRQ, is that
red rules are “always
supported by the entire
organization. When
someone at the frontline
calls for work to cease on
the basis of a red rule,
top management must
always support this
decision,” notwithstanding
any inconvenience, time
lost or financial costs.

The concept of red rules
can also be applied to
governance. There are
some practices that are
so intrinsic to the effective
functioning of a board

that they always must be
followed and enforced by
the board’s leadership and
the CEO. Here are seven
such practices — or “red
rules of governance” — for
your board to consider:

1. Never compromise

(or lose sight of) the
mission and values of the
organization, no matter
what. If you can’t reconcile
a strategy, decision,
initiative, or policy with the
fundamental mission and
values of the organization,
stop action and question
why you’re doing it.
Recommendations to
expand or close a service
line or community clinic,
reduce staffing, redesign
benefit packages, or hire
physicians to cover the
emergency department
have major financial impli-
cations and may be the
right course of action — but
only after a thoughtful and
disciplined exercise to
consider mission and
values, weigh options, and
make the best choice.

2. Never be passive on a
matter of importance. “I'm
not convinced the project
management is proposing
makes strategic or financial
sense, but the CEO seems
to really want it, so | didn’t
question it.” How many
times have you heard
board members express
such comments?

Boards have to put
significant trust in manage-
ment and their board
leaders, encourage risk
taking, and recognize
failures will occur. Good
boards do not endlessly
nit-pick every management
recommendation or
shortfall.
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But on major decisions and
policy matters, if a board
member has serious con-
cerns, passivity paves the
road to ill-founded decisions.
Red rule: speak up. In a
famous example of gover-
nance abrogation of respon-
sibility, when the CEOs of
Time Warner and America
Online surprised their direc-
tors with a proposed merg-
er, only two board mem-
bers voiced concern. Later,
Ted Turner at Time Warner
and Alexander Haig at AOL
regretted that they
acquiesced so readily; they
didn’t try to rally the board
to stop the train and allow
a full board examination of
a “bet the farm” deal that
would fail miserably.

The lesson: Directors
should never be cowed into
silence on a major issue
until all legitimate questions
have been raised and
answered with good data
and sound arguments.

3. Never tolerate a
disruptive board member.
“Disruptive” refers to any
behavior that interferes
with the orderly and appro-
priate work of the board.
Disruptive board members
include those who show
disrespect toward their
colleagues or management,
interfere with management,
deliberately violate
confidentiality, regularly
arrive late or leave early,
constantly interrupt or



harangue at meetings,
fail to meet minimum
attendance requirements,
or come to meetings
unprepared.

Conversely, disruption is
not candid comment, voting
with a minority, or raising
strong questions of man-
agement — those are
necessary and appropriate
behaviors. Every board can
benefit from a contrarian

or two, and all directors
should on occasion
constructively challenge
the prevailing wisdom,

but effective directors can
disagree without being
disagreeable.

Too many boards tolerate
disruptive behavior that
drags down the entire
board’s performance.

The director’s position
description or a code of
conduct should articulate a
high standard of perform-
ance. When disruptive
behavior occurs, the board
chair should take action
appropriate to the situation.
In some cases, a quiet
word after the meeting will
do, but in other cases a
more formal “visit to the
woodshed” may be in
order. The Executive or
Governance Committee
may be called to consider
the matter. If the behavior
continues, the board should
not hesitate to remove the
disruptive member.
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4. Never ignore violations
of the conflict of interest
policy. Conflicts of interest
involving directors put
management in an
uncomfortable, even
untenable position. They
open the board to criticism
from the press and govern-
ment overseers. The board
should have a clear defini-
tion of what constitutes a
conflict and require full
disclosure annually and
whenever a conflict arises.
A committee of independ-
ent directors should review
all conflicts, determine
whether they are accept-
able, prescribe action to
protect the organization
(e.g., competitive bidding
process), and submit a
report summarizing all
conflicts to all board
members.

The conflict of interest
policy should include a
section describing a clear
process for any board
member to follow if, in the
middle of a meeting, they
think someone may be
conflicted. It takes a bit of
the sting away for a director
to “invoke paragraph 9b”
rather than explicitly
discussing a colleague’s
possible conflicts. The
process could include a
“stop action” that is called
by the chair and an
immediate break for the
independent directors to
confer on the situation.

Even when the board
determines a member with
a conflict may serve on the
board (and many great
board members do have
appropriately disclosed
conflicts), the conflict of
interest policy should clearly
prohibit directors from using
their position or information
gleaned as a director for
personal gain.

If a board member violates
this proscription or inadver-
tently fails to disclose a
conflict, an immediate
warning is called for.
Repeated or deliberate
violations can have only
one resolution: removal
from the board.

The board should adopt
clear rules on sticky situa-
tions — such as whether
physicians who invest in
competitive ventures have
a disabling conflict that
should bar their continued
board membership. Once
the rule is set, follow it.
Tolerance is worse than
having no rule at all.



5. Never surprise the
CEO. If a director plans to
air serious reservations
about an upcoming matter
or the performance of a
program, common courtesy
and good board process
say to give the CEO a
heads-up. Advance notice
allows the CEO to come
prepared with facts and
data and to give thought to
the appropriate response.
CEOs are not omniscient —
they cannot be expected
to know every detail of a
complex enterprise.
Surprising a CEO triggers
understandable defensive-
ness. Even if the board
raises good questions, a
CEO who feels ambushed
can lose objectivity and
may be unwilling to recon-
sider a matter for fear of
looking weak.

The intent of a “no
surprises” rule isn’t to bar
spontaneous questions but
to respect management
and allow good prepara-
tion. If a director deliberate-
ly or repeatedly violates the
red rule against surprises,
the Board Chair should
speak with the member and
— if the behavior continues
— stop the sneak attacks
when they occur.

6. Never surprise the
board. Similarly, when
CEOs bring significant
decisions to the board at
the eleventh hour, without
advance information or
thorough committee review,
members naturally resent
being treated as a rubber
stamp. True emergencies
requiring expedited board
process will occur, but they
should be rare.

If a CEO or senior execu-
tives fall into a pattern of
asking for approval of done
deals, the board should
apply the red rule and say
“No, we’ll consider the
matter though the
appropriate committee
and vote next time.” Once
should be enough to send
the signal that diligent
governance oversight
requires sufficient notice.

7. Never bring operational
questions or data to the
board. CEOs and senior
executives who complain
that their boards get into
operational details should
examine their own prac-
tices first to ensure they are
providing the right level of
information to directors. Is
the strategic plan really a
management implementa-
tion plan that doesn’t focus
the board on a few critical
strategic success factors?
Does the CFO bury critical
financial indicators in volu-
minous financial statements
instead of highlighting them
on a dashboard? Is the
board looking at every

JCAHO core measure
instead of rolled-up or
bundled measures, such
as the percentage of heart
attack patients who
received “all appropriate
care?”

If operational reports are
going to the board or a
committee, stop the
assembly line and ensure
that the board gets gover-
nance information, not
management detail.

For their part, boards
should articulate what they
want to know, and they
should ask for information
that’s strategic, trended,
contextual, and compared
to best practice. If the
board doesn’t get a com-
prehensive performance
dashboard or balanced
scorecard, invoke the red
rule and ask management
to work with the board to
create one.

If a CEO thinks his board is
wandering into operational
territory, he should tactfully
raise the issue and try to
reframe the matter in larger
policy or strategy terms.
Complaining to subordi-
nates after the fact doesn’t
fix the problem. If some
board members regularly
“get lost in the weeds,”
education or discussion of
board roles at a retreat may
be the remedy.

14 | GREAT BOARDS | Summer 2007

Following red rules for
boards won’t produce
results as dramatic as no
nuclear mishaps or airline
accidents. They will,
however, help a board and
CEO work as a team,
approach tough decisions
with candor, and sleep
soundly because they’ve
protected the mission and
provided the organization
with sustainability for the
long term. What are your
board'’s red rules?
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