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5 Million Lives Campaign

Getting Boards on Board:
Engaging Governing

Boards in Quality

and Safety

he Institute for Healthcare Improvement (IHI)’s

5 Million Lives Campaign has set a target of

reducing five million incidents of harm in hospi-
tals from December 2006 to December 2008. To that end,
the campaign has recommended 12 interventions. The
only nonclinical intervention is to fully engage the gover-
nance leadership in quality and safety, more commonly
known as “Getting Boards on Board.”

Our goal is for boards of trustees in all hospitals to
undertake the recommended six key governance leader-
ship activities to improve quality and reduce harm in their
hospitals. At a minimum, at every meeting, boards should
spend more than 25% of their meeting time on quality
and safety issues and should conduct, as full boards, a con-
versation with at least one patient, or family member of a
patient, who sustained serious harm at their organizations
within the previous year.

As hospitals seek to drive rapid quality improvement,
boards have an opportunity, indeed a significant responsi-
bility, to make better quality of care the organization’s top
priority. Outmoded views of hospital governance suggest
that hospital boards are responsible primarily for the orga-
nization’s financial health and reputation. Board duties in
these areas are unquestionably important, but the board’s
duties do not end with financial stewardship. Boards over-
see mission, strategy, executive leadership, quality, and
safety on behalf of the owner—whether the hospital is a
nonprofit, government, or investor-owned facility. For

nonprofit and government facilities, this owner is the
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This article is the sixth and final in the series on the 5 Million Lives
Campaign, the Institute for Healthcare Improvement's national initiative
that aims to protect patients from five million incidents of medical harm in
United States hospitals between December 2006 and December 2008.

Article-at-a-Glance

Background: As hospitals seek to drive rapid quality
improvement, boards have an opportunity—and a signifi-
cant responsibilitcy—to make better quality of care the
organization’s top priority.

Intervention: “Six things all boards should do to
improve quality and reduce harm” are recommended: (1)
setting aims—set a specific aim to reduce harm this year;
make an explicit, public commitment to measurable qual-
ity improvement; (2) getting data and hearing stories—
select and review progress toward safer care as the first
agenda item at every board meeting, grounded in trans-
parency—and putting a “human face” on harm data; (3)
establishing and monitoring system-level measures—iden-
tify a small group of organizationwide “roll-up” measures
of patient safety that are continually updated and are made
transparent to the entire organization and its customers;
(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 out-
comes: the patients, their families, and the staff at the
sharp end of error; (5) learning, starting with the board—
develop the board’s capability and learn about how “best-
in-the-world” boards work with executive and medical
staff leaders to reduce harm; (6) establishing executive
accountability—oversee the effective execution of a plan to
achieve aims to reduce harm, including executive team
accountability for clear quality improvement targets.

April 2008

Volume 34 Number 4

Copyright 2008 Joint Commission on Accreditation of Healthcare Organizations




The Joint Commission Journal on Quality and Patient Safety

community, its citizens, and the patients receiving care
and their families.

In the modern view, boards bear direct responsibility
for the hospital’s mission to provide quality care. This
responsibility cannot be delegated to the medical staff or
executive-level administrative and clinical leadership
because it is at the very core of the board’s fiduciary
responsibility. An activated board, in partnership with
executive leadership, can provide the will and set system-
level expectations and accountability for high performance
and the elimination of harm. Properly conducted, this
leadership work can dramatically and continuously
improve the quality of care in service to the mission, those
receiving care, and those delivering it.

Foundations in Research and
Management Literature

In the last 10 years, management research and opinion lit-
erature 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, 7o Err Is

Human,"

and reinforced it again in 2001’s Crossing the
Quality Chasm" and in subsequent reports. During the last
five years, many assessment tools, publications, and pre-
sentations have emerged through IHI and leadership
organizations working in the area of governance, including
the Center for Healthcare Governance and the Healthcare
Research and Educational Trust,'*the Centers for Medicare
& Medicaid Services (CMS), the Estes Park Institute,
Great Boards,” The Joint Commission, the National
Association of Public Hospitals and Health Systems, the
National Center for Healthcare Leadership, the National
Quality Forum,” and the Governance Institute.” Recent
research from two distinct teams (Lockee and Vaughn and

their colleagues®*')

on the role of governance in high-per-
forming organizations shows a direct correlation between
high performance in hospitals and specific attributes of

their boards.

An Accelerating, and Urgent, Call for
Action

An invitational meeting hosted by CMS?* in 2006 found
the current degree of engagement of governing boards
and executive leadership to be suboptimal, and CMS

issued recommendations on how boards and leaders
should act. In 2006, Standard and Poor’s® and Moody’s
Investors Service? released opinions on the importance
they will attach to the leadership of clinical quality out-
comes and safety in making hospital bond rating deci-
sions. In 2007, the Office of Inspector General of the
U.S. Department of Health and Human Services and the
American Health Lawyers Association jointly issued a
report” that includes an emphasis on the key questions
hospital boards should be asking. The Joint Commission
has issued new standards for Governance and Executive
Leadership for accreditation scoring in 2009.* The
National Quality Forum, in the first chapter of a recently
adopted report,” places a significant emphasis on govern-
ing boards and executive leaders. The National Business
Group on Health, a coalition of the largest national
employers, announced an initiative focused on an
engaged board and the education of the executives of
their organizations who sit on hospital boards about qual-
ity and safety issues.?®

These actions, and many more, are drawing further
attention, urgency, responsibility, and accountability for
quality and for the stewardship of improvement by health
care boards of trustees and senior leaders.

Governance of Quality and Safety:
The Current State of Variability

With all of the focus on the board’s role in driving quali-
ty, an IHI faculty assessment undertaken in 2006,” with
the help of governance experts, of the more than 5,000
hospitals in the United States suggests that the current
state of hospital governance activity is, at best, highly vari-
able. The reported analysis finds 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:

1. Actively engaged and capable; already leading a high-
performance organization and wondering how their board
work can be even better

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

3. 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
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4. Neither engaged nor capable; feeling that quality is just
fine and viewing quality of care as not the board’s proper
business but rather that of the medical and executive lead-
ership

IHI hopes that through the “Boards on Board” inter-
vention, along with our partnerships with the nation’s hos-
pitals and governance experts, most of the hospitals in the
United States can become both actively engaged and capa-

ble.

The Governance Intervention: Six
Things All Boards Should Do to
Improve Quality and Reduce Harm
IHI’s Framework for Leadership of Improvement” sug-
gests five core leadership activities relevant to improve-
ment:

1. Establish the mission, vision, and strategy as a “relent-
less 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 excep-
tional.

3. Build will in the form of visible, constant, unrelenting,
and well-explained commitment, starting with the organi-
zation’s leaders, to make measurable systemic improve-
ment as quickly as possible.

4. Ensure access to ideas about the clinical best practices
and support processes, and insights about how to intro-
duce them, so that the organization has readily available
designs and concepts that are superior to the status quo.
5. Attend relentlessly to execution, integrating improve-
ment activities and review in the daily work of the orga-
nization, and ensuring that better results are effective,
sustained, and spread throughout the organization.

The 5 Million Lives Campaign utilized this framework
in recommending the minimum activities it asks gover-
nance leadership to undertake. If each organization in the
United States could make a commitment to Six Things All
Boards Should Do to Improve Quality and Reduce Harm,
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 safe-

ty of hospital care.

1. SETTING AIMS

Set a specific aim to reduce harm this year. Make an
explicit, public commitment to measurable quality improve-
ment (for example, reduction in unnecessary mortality and
harmy), 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-profic health system in the
United States, formulated three strategic aims. They
promise to provide “Health Care That Is Safe,” “Health
Care That Works,” and “Health Care 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 created a transparent
system to transfer learning among hospitals all across their
system. The aim itself is systemwide; it applies to all their
hospitals.

Another strategic aim of this type, with an associated
goal (among others), from a different organization, is as
follows: “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 transparen-
¢y, and putting a “human face” on harm data.

Many boards are now working in partnership with
patients and families® and are starting their meetings with
case reviews of patients who experienced harm at their hos-
pitals in the prior month. These cases provoke new and dif-
ferent 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, Texas,
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 proposed plans were not likely to produce reliability at
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a level consistent with the best in the field and that employ-
ing reliability science would be a better solution than work-
ing harder. The meeting was an important step toward
creating a culture of reliability, and it began with informed
questioning by a board member. Delnor-Community
Hospital in Geneva, Illinois, begins each board meeting
with a patient story. Dana-Farber Cancer Institute in
Boston welcomes four patients, parents, or family members
to each of their board quality committee meetings.

IHI recommends two 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:

1. An Initial Chart Audir for Harm. The board should
commission a review of 20 randomly chosen patient charts
from the previous 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).** 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.

2. An In-Depth Case Study: The chief executive officer
(CEO), with the assistance of the chief medical officer
(CMO) and chief nursing officer (CNO), should conduct
a detailed, personal investigation of a significant patient
injury in the hospital, including interviewing the involved
patient, family, and staff. 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 attend the board meeting to add
their accounts and views in person.

3. ESTABLISHING AND MONITORING SYSTEM-
LEVEL MEASURES

Identify a small group of organizationwide “roll-up” meas-
ures of patient safety (for example, facilitywide harm, risk-
adjusted mortality) that are continually updated and are
made transparent to the entire organization and all its cus-
tomers.

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 impor-
tant measures at the patient level. It is not unusual for a
board report on quality to contain several hundred meas-
ures and benchmarks—and yet not to contain metrics that
can help the board see quality or improvement at the sys-
tem level. Developing and using effective board dash-
boards is essential.”” 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 hospitals in the United States—sometimes
the best in the world—as a way to monitor organization-
wide progress. One such system-level metric—of particu-
lar 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. Another is the Hospital Standardized
Mortality Ratio (HSMR),” which allows a board to com-
pare its organization’s risk-adjusted mortality rate to others
and to track the rate within the institution over time.

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 commu-
nication and committed to full disclosure, apology, sup-
port, resolution, and learning for patients and families
when there is harm. As organizations around the United
States struggle with this critical element of a culture of
safety and patient and family partnership, other organiza-
tions are providing leadership and courage to draw from.
Dana-Farber Cancer Institute has operated for years under
their board-approved Principles of a Fair and Just
Culture®® for all staff. 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 multiyear
journey of communication, transparency, disclosure, sup-
port, and rapid case resolution.”
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5. LEARNING. ..STARTING WITH THE BOARD

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

Modules for consideration in board education should
answer these questions:

B 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 your prevailing practice stand up
to best practice? Is your organization getting better com-
pared to others and compared to yourself over time?

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

B What are the key questions boards should be asking
management and clinical leadership?

B What are the best strategies to hold the gains and drive
continuous improvement?

In our experience, most boards and leaders overestimate
the frontline staff’s ability to improve. In such cases, even
with sufficient will and great ideas that have worked else-
where, execution stalls. Boards can work to ensure that all
physicians, nurses, and staff know how to make perfor-
mance changes, and leaders can help to diffuse the new
performance levels reliably across the entire system and to
hold the gains over time.

Trends in new approaches to trustee education are
emerging. The Tennessee Hospital Association has begun
a program of voluntary board certification across the spec-
trum of board responsibilities, including quality and safe-
ty. In New Jersey, a bill was passed by both Houses that
mandates all new board of trustee members in the state
have one full day of education about their responsibilities
as board members, including their duties, finances, and
quality indicators. In June 2006, the Massachusetts
Hospital Association (MHA) board of directors approved
a recommendation to proceed with the development of a
Blue Cross Blue Shield of Massachusetts (BCBSMA)—
funded curriculum for hospitals trustees, focusing on their
role in health care quality. The development of this cur-
riculum was guided by MHA’s ad hoc trustees steering
committee and Dr. John Combes, President of the Center

for Healthcare Governance. In addition to a curriculum
tailored to each board, additional deliverables include a
Quality Resource Guide to supplement the curriculum
and a tool kit that offers board members a series of action
steps that support their fiduciary responsibility for their
hospitals” quality performance. The program was piloted
in nine hospitals in 2007 and will move across the state.
Hospitals whose trustees have completed the program will
receive increased financial incentives through the BCBS-
MA pay-for-performance program. In 2008 the Center for
Healthcare Governance will offer the program across the
United States.

6. ESTABLISHING EXECUTIVE ACCOUNTABILITY

Oversee the effective execution of a plan to achieve your
aims to reduce harm, including executive team accountabili-
ty for clear quality improvement targets.

Boards should spend more than 25% of their time in
activities related to quality and safety, overseeing the effec-
tive execution of a plan to achieve their aims to reduce
harm, just as they oversee finance. The board can set the
agenda for improvement by linking it to performance
reviews and compensation for all top leaders. The feed-
back to these leaders during their reviews can create ener-
gy 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 have compiled a comprehensive
review of how boards are providing incentives to CEOs
and senior executives to ensure successful execution.”

Organizational Challenges Emerging
in Implementation

As of this date, 1,667 organizations have committed to the
Boards on Board intervention, and a number of them
serve as best-practice mentors. In the gap between where
organizations are and where they want to be, an enabling
creative tension has emerged. With this interest also come
struggles that typically fall in the following buckets:

B The challenge of transparency of data where it hasn’t
existed in the past. How do you begin, explain, and focus
at appropriate levels? How do you avoid creating new areas
for risk management? This has been a major question in

public organizations where all board meetings are open.
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B What is the appropriate level of information on dash-
boards? Across the United States, trustees are reporting
that they are overloaded with information. At the same
time, they have no real understanding of the degree of seri-
ous injury that happens in their organization on a month-
ly basis.

B Where does the medical staff fit into the picture of
engaging boards and executive leadership? How do we
begin to see the medical staff as new partners and engage
them effectively in ways they value?

B How do you engage patients and families in new ways?
It is clear that leadership wants to do this but is hesitant
because of lack of experience and perceived risk. How do
you start? What's an optimal partnership? What’s the
potential value?

B What is the role of the system board and what is the role
of the individual hospital boards or advisory boards? How
to we maximize the potential of both?

B What is the role of the full board and what is the role of
the quality committee? Do you really expect the full board
to spend 25% or more of their time on quality, safety, and
risk issues?

IHI is constantly updating resources in response to
these and other challenges.” One area that has not been a
challenge is aligning this intervention with other work
ongoing in the country; it is directionally aligned with all
of the major governance activities underway.

Getting Started on the Governance
Intervention

How does a hospital move forward? We encourage orga-
nizations to distribute the IHI's How-to Guideé® to the
board and executive administrative and clinical staff
immediately. Discussion of the 5 Million Lives Campaign
should be on the agendas of the next scheduled meetings
of the board of trustees and the board quality committee,
as well as those of the executive leadership and the medical
executive committee. The meeting should be opened 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 con-
nected to the organization’s harm reduction strategy,
including lessons learned from the event and specific

actions being asked of the board. At this same meeting,
leadership should 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. These six elements provide the
opportunity for a simple self-assessment: Where are you
now, what are the areas both for celebration and for
improvement, and what are you going to do now to close
the gap?

The author gratefully acknowledges the contributions of the cited leadership
organizations and experts in governance, specifically the team members,
who, along with him, proposed the elements of the 5 Million Lives Boards on
Board Intervention—Stephen Jencks, M.D., M.P.H.; Joseph McCannon;
Diane Miller, M.B.A.; James Orlikoff, M.A.; and James Reinertsen, M.D.

James Conway, M.S., is a faculty member, 5 Million Lives
Campaign, and senior vice president, Institute for Healthcare
Improvement, Cambridge, Massachusetts. Please address
correspondence to James Conway, jconway@ihi.org.
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