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Traditionally, governing boards of healthcare facilities
have focused more on the business and financial side
of operations than on patient safety and quality. More
recently, as a result of the patient safety movement,
pay-for-performance plans, stricter regulations, and
calls to action from organizations such as the Institute
for Healthcare Improvement (IHI), the Leapfrog Group,
the National Quality Forum, and the Joint Commission,
governing boards are receiving education on patient
safety and quality issues and becoming responsible for
ensuring that their organizations perform well in terms
of patient safety and quality. In addition, some facilities
are holding chief executive officers (CEOs) and other
senior executives accountable for meeting patient safety
and quality goals by ensuring that some of their pay
depends on it.

This article discusses the responsibility and
accountability for quality improvement in healthcare
organizations from the top down: from the governing
board’s responsibility for overseeing patient safety and
quality efforts, to CEOs” and other executives” account-
ability for meeting patient safety and quality goals, and
to all other staff’s commitment to improving patient
safety and quality as part of their job descriptions and
performance reviews. In addition, selection of patient
safety and quality measures, challenges to implement-
ing such efforts, and the future of governing board

involvement and executive accountability are discussed.

IMPROVING QUALITY FROM THE TOP DOWN

Patient safety and quality has only recently become

a significant issue for healthcare governing boards.
According to Robert M. Wachter, M.D., professor and
associate chairman, department of medicine, University
of California, San Francisco (UCSEF); chief of medi-

cal service, UCSF medical center; and editor, Agency
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for Healthcare Research and Quality WebM&M and
PSNet, the 1999 Institute of Medicine (IOM) report To
Err Is Human got the focus on quality and patient safety
started, but governing boards “didn’t automatically
jump up” and focus their efforts on quality. “What the
IOM report did was create a momentum that focused
everyone’s attention on patient safety and quality,” says
Wachter. After the IOM report, governing boards were
starting to make efforts related to improving patient
safety and quality, but they were often unaware of errors
occurring in their organizations. However, several fac-
tors, including requirements for healthcare facilities to
report events publicly, more aggressive efforts by the
Joint Commission, and heightened engagement from
regulators, “made the traditional board stance of ‘hear
no evil, see no evil’ untenable,” says Wachter. He adds
that a few healthcare organizations” governing boards

(continued on page 3)

> SEE YOU AT ASHRM!

While you're at this year’s annual ASHRM confer-
ence, stop by the ECRI Institute booth to see a demo
of our Member Web sites, meet our staff, and learn
more about how our risk management and patient
safety products can make your job easier. Healthcare
Risk Control Senior Risk Management Analyst
Kathleen Shostek, R.N., A.R.M., B.B.A., FASHRM,
will be presenting on assessing risk and improving
safety in physician offices. ECRI Institute Patient
Safety Analyst Mary Blanco, R.N., M.S.N., repre-
senting the Pennsylvania Patient Safety Reporting
System, will lead a session on healthcare-acquired
methicillin-resistant Staphylococcus aureus. This year’s
conference, hosted in Boston, Massachusetts, will be
held from October 2 to October 5. Come visit us at
booth 524!
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D> IN OUR VIEW
Should CEOs Be Paid for Quality?

In the traditional view of hospital governance, governing
boards focused more on financial performance than patient
safety and quality of care. However, the Institute of Medicine
report To Err Is Human, published in 1999, initiated some
major changes in the ways healthcare organizations operate in
terms of patient safety and quality, including the way they are
governed.

Within the past few years, governing boards are becoming
more responsible for patient safety and quality, more educated
on such topics, and more focused on holding chief executive
officers (CEOs) and other senior executives accountable for
meeting goals. Some healthcare organizations are providing
financial incentives to CEOs and senior executives to ensure
that patient safety and quality goals are met; for example, a
CEO may lose a portion of his or her bonus if the healthcare
organization does not meet its goal for reducing healthcare-
associated infections.

The lead article of this month’s Risk Management Reporter
discusses responsibility and accountability for patient safety
and quality from the top down: from the governing board’s
oversight responsibility, to the CEO’s and other executives’
accountability for meeting goals and financial incentives
received for doing so, to all staff’s commitment to improving
patient safety and quality.

So how do risk managers feel about healthcare organiza-
tions providing compensation to senior executives for meeting
patient safety and quality goals? Results from Healthcare Risk
Control’s survey on executive compensation revealed a lack
of consensus among risk managers regarding whether senior
executives should receive such compensation. Some survey
respondents felt that providing incentive packages to senior
executives would result in improvements in patient safety
and quality. However, others noted that executives should
not receive financial incentives for something that is “part of
their job” or that incentive packages “divert from the goal of
providing safe quality care, which is our business, to meeting a
defined number.” Indeed, holding governing boards and senior
executives accountable for patient safety and quality presents
many challenges that healthcare organizations need to address;
some of these challenges are also discussed in the lead article.

As the emphasis on ensuring patient safety and quality care
continues to grow, it is likely that governing board and execu-
tive accountability will only increase in the future. In addition,
will frontline staff someday receive a bonus if they meet a goal
such as practicing appropriate hand hygiene? Accountability
for patient safety and quality is a growing trend; the Risk Man-
agement Reporter will continue to cover this topic.

Sincerely,

Lowa

Cara Nageli
Senior Healthcare Writer
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were engaged in quality at the time of the IOM report,
but it was often because they either had a visionary
leader or they had experienced a critical error. For most
organizations, the focus on board involvement in qual-
ity efforts began about three or four years ago.

In 2006, IHI called attention to board involvement
in quality efforts and executive accountability with
its 5 Million Lives Campaign. The campaign strives
to prevent five million cases of patient harm from
December 2006 to December 2008 by recommending 12
interventions for participating healthcare facilities; one
of the interventions is “getting the boards on board,”
or getting governing boards fully involved in efforts
to improve safety and quality. One way boards can do
this, according to IHI, is to establish executive account-
ability for meeting specific quality improvement goals.
In its Getting Started Kit for governance leadership, IHI
states, “An activated board, in partnership with execu-
tive 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.” More information about IHI’s
campaign is discussed later in this article.

The importance of the governing board’s involvement
in quality efforts and executive accountability has been
stressed by other organizations such as the Joint Com-
mission, the National Quality Forum, and the Centers
for Medicare & Medicaid Services (CMS). For example,
the Joint Commission issued prepublication governance
and executive leadership standards that will be used for
accreditation in 2009 (Joint Commission).

Some recent studies support the concept that health-
care facilities perform better when the board is involved
and when executives are held accountable. According
to one study, healthcare facilities that have boards that
spend more than 25% of their meeting time on quality
issues, that submit a formal quality performance report
to the governing board, that tie a portion of senior
executives’ compensation to meeting quality improve-
ment goals, and that promote a high level of interaction
related to quality issues between the board and medi-
cal staff had higher scores on a quality survey than
healthcare facilities that did not engage in actions to the
same extent (Vaughn et al.). “If you want to see results,
it’s going to be at facilities with engaged boards and
engaged executive leadership,” says James Conway,
M.S., IHI senior vice president, and faculty member,

5 Million Lives Campaign.

Efforts to improve patient safety and quality at
healthcare organizations need to start with the gov-
erning board and spread to CEOs, senior executives,
managers, and frontline staff. All levels of staff within
the healthcare organization need to commit to meeting
patient safety and quality goals in order to make signifi-
cant improvements.

It Starts with the Board

Establishing incentives for patient safety and quality
improvement cannot be achieved without a com-
mitment from the health system’s governing board.
According to IHI, governing boards of healthcare orga-
nizations should spend at least 25% of their meeting
time on issues related to patient safety and quality and
should meet with at least one patient or family member
who was involved in a serious unanticipated outcome at
their organization during the previous year (Conway).
According to a recent study of the structures, prac-
tices, and cultures of governing boards in a selection of
nonprofit health systems, boards spend an average of
23% of their meeting time on patient safety and quality
issues, an indication that healthcare organizations are
getting close to meeting IHI’s goal (Prybil et al.).

IHI also recommends six activities that it believes
should be performed by all governing boards of health-
care organizations (See “IHI’s Six Activities All Boards
Should Do to Improve Quality”).

According to Wachter, until recently, governing
boards focused more on fiduciary responsibilities than
quality and safety for two reasons: (1) boards had
few incentives for focusing on quality and safety and
(2) most board members believed that they could not
handle quality issues because they were not clinicians
and had backgrounds primarily in business or finance.
However, Wachter notes that board members who ran
chemical businesses, banks, or other organizations
should recognize that they have a lot to offer because
they know how to run high-reliability organizations
and they know how to move information along the sys-
tem. “Often, they're surprised about what they have to
add to the organization,” he says. Therefore, one of the
most important components of educating boards and
getting them involved in quality is empowering board
members to believe that they can improve quality and
safety at their organizations. “It’s about letting them
know that they might not know the right drug to treat
a heart attack, but they know what safety looks like,”
Wachter says.

©2008 ECRI Institute. May be disseminated, for internal educational purposes solely at the subscribing site.
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IHI's Six Activities All Boards Should Do to Improve Quality

As part of its 5 Million Lives Campaign, the Institute for
Healthcare Improvement (IHI) outlined the following six
activities that the organization believes all boards should
be doing, at minimum, to improve quality:

1. Set aims. Each healthcare organization should “set a spe-
cific aim to reduce harm this year” and should make a
public commitment to meet its goals (e.g., reduce cases of
preventable mortality).

2. Get data and hear stories. Every board meeting should begin
with a review of quality activities and progress; IHI recom-
mends that patients who have been harmed at the facility
during the previous month and their families attend the
meeting to put a “human face” on data. IHI suggests

two steps that boards beginning the process should take,
acknowledging that both steps are challenging:

e Select 20 patient charts at random, and organize a team
of clinicians to review the charts and identify and docu-
ment all types and levels of injuries. The clinicians
should then report results to the board. Organizations
can continue to assess performance by conducting simi-
lar chart reviews on a monthly basis.

® Conduct a detailed investigation of a serious case of
patient harm at the facility, and interview the involved
patient, family, and staff. The chief executive officer
(CEO) and chief nursing officer should conduct the
investigation and interviews, and the CEO should

Some governing boards have established subcom-
mittees to focus primarily on patient safety and quality
issues. According to the study of the structures, prac-
tices, and cultures of nonprofit governing boards, nearly
90% of the organizations have designated a separate
board committee responsible for ensuring both quality
of care and the safety of patients, staff, and visitors
(Prybil et al.).

At Catholic Health Partners (CHP) (Cincinnati,
Ohio), the first step in getting its governing board
involved in patient safety and quality efforts was
creating a board-level quality and safety commit-
tee, according to David Nash, M.D., M.B.A,, chair,
department of health policy, Jefferson Medical College
(Philadelphia, Pennsylvania); he is also a member of
the board of trustees at CHP and chairs the quality
and safety committee. CHP made its governing board
responsible for patient safety and quality efforts about
10 years ago and was one of the first organizations to
do so because of the visionary leadership and personal
commitment of its CEO at that time, Nash says. The
quality and safety committee, he adds, “serves as the

present the case to the board (with the patient and fam-
ily in attendance, if possible) for at least one hour.

3. Establish and monitor system-level measures. Develop a dash-
board tool (i.e., tool that sets up information in a format
that is clear and easy to read) to provide regular updates
and information on a small group of organizationwide
quality measures to the board.

4. Change the environment, policies, and culture. Create a culture of
quality and safety that supports patients, families, and staff
involved in adverse events and promotes full disclosure,
apology, and learning from events.

5. Learn, starting with the board. Ensure that boards receive edu-
cation on quality and safety and learn about what the “best
in the world” boards do to improve quality and reduce
harm. The board should spread education throughout the
system to all leaders and staff.

6. Establish executive accountability. Ensure that compensation
and performance reviews for top leaders are tied to meet-
ing clear patient safety and quality goals.

Sources: Conway J. Getting boards on board: engaging govern-
ing boards in quality and safety. Jt Comm | Qual Patient Saf 2008
Apr;34(4):214-20; Institute for Healthcare Improvement. Getting
started kit: governance leadership how-to guide [online]. 2007
[cited 2008 Mar 24]. Available from Internet: http://www.ihi.org/
IHI/Programs/Campaign/BoardsonBoard.htm. ]

conduit for all quality-related information that reaches
the board.” It includes a large number of senior level
management, meets separately from the governing
board, and publishes an annual quality report. Nash
notes that healthcare organizations should have a “will-
ingness to have the quality committee report before
finance and to have members from the governing board
sit on the quality committee.” Nash’s new book, Gov-
ernance for Healthcare Providers: The Call to Leadership, is
due to be published in September 2008.

Sentara Healthcare, a health system that serves
southeastern Virginia and northeastern North Caro-
lina, has a quality subcommittee, known as the medical
affairs committee, that receives reports from the divi-
sions of patient safety and quality, provides oversight
on quality issues for the governing board, and makes
decisions regarding credentialing and privileges.
According to Gary Yates, M.D., chief medical officer,
Sentara Healthcare, governing board chairs must first
chair the medical affairs committee so that “when
they assume the role as [chair], they have a thorough
understanding of quality.” Yates adds that the current
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governing board has adopted a strategy in which all
new members of the board get appointed to the medical
affairs committee at the outset to increase knowledge
about quality and patient safety among all members of
the board.

Other ways board members can be educated about
quality and patient safety may include conferences and
lectures, retreats at which board members can meet with
experts in the healthcare field, or walkarounds to patient
care areas with leaders and staff. New Jersey recently
passed a bill requiring new board members to receive
one full day of education on their duties; most courses
offered by New Jersey groups, such as the Health
Research and Educational Trust of New Jersey, include
quality as part of the course. In addition, the Massachu-
setts Hospital Association has developed a program,
funded by Blue Cross Blue Shield of Massachusetts,
in which members of hospital governing boards take
courses and receive educational materials on issues such
as quality and patient safety; board members who com-
plete the program receive financial incentives. (Conway)
The Center for Healthcare Governance plans to offer a
similar program throughout the United States in 2008;
more information is available online at http:/ /www.
americangovernance.com.

The Pennsylvania Patient Safety Authority (PSA),
a state agency organized to reduce medical errors by
identifying problems and recommending solutions
that promote safety in hospitals, ambulatory surgical
facilities, and birthing centers, is currently developing a
curriculum for governing board and executive manage-
ment education based on Massachusetts’s approach.
According to Laurene Baker, director of communica-
tions, PSA, the agency is collaborating with the Hospital
and Healthsystem Association of Pennsylvania and the
American Hospital Association to initiate a pilot study
of the curriculum; PSA plans to complete pilot studies
by December 2008 and begin to fully implement the
program in 2009. Educating members of healthcare gov-
erning boards and executive management in order to
engage them in discussions about patient safety is one
of PSA’s primary initiatives in its strategic plan for the
next several years.

“It’s about the board and senior leadership setting
clear and challenging expectations and about the board
knowing enough so they can ask good and challeng-
ing questions,” Yates says. “The more the board knows
about quality, the better questions they ask.”

With the assistance of senior leaders and manage-
ment, governing boards should establish a set of
organizationwide goals for improving patient safety
and quality. (See “What Quality Issues Should Be
Measured?” for more information.) Each organization
chooses its own set of goals or measures based on its
needs and modifies the goals as the needs of the organi-
zation change. Results and data related to each goal are
presented to the governing board by a senior leader or
by the quality subcommittee on a regular basis.

Executive Accountability

Once specific goals for organizationwide quality
improvement are established, CEOs and other execu-
tive leaders should be held accountable for meeting

the goals. Indeed, establishing executive accountability
for improving patient safety and quality is one of the
six actions all boards should follow to improve quality,
according to IHI. “The CEO is really the chief safety
and quality officer,” says Conway. “When the CEO is
responsible for quality and safety, you always see better
results.”

Increasingly, healthcare organizations are tying
CEOs’ and senior executives” annual performance
reviews and compensation packages to meeting the
organization’s patient safety and quality goals. Results
from a 2006 survey of hospital CEOs and senior qual-
ity executives indicated that about two-thirds of the
hospitals have programs in place to tie executive com-
pensation to meeting patient safety and quality goals
(Vaughn et al.). Thomas Vaughn, Ph.D., M.H.S.A., asso-
ciate professor, department of health management and
policy, University of lowa (Iowa City), and one of the
study’s authors, compares executives” compensation
and review to a report card received in school. “People
want to do well and want to know how they’re doing,”
he says.

According to results of a separate survey of hos-
pital CEOs and senior human resources executives
conducted in 2007, more than 82% of the organizations
have a CEO pay plan established by the board and
based on meeting certain performance incentives. About
30% to 35% of the CEOs’ base pay is based on achiev-
ing certain performance goals, and about 22.5% to 25%
of that percentage involves performance goals related
to quality. Almost 83% of the surveyed organizations
indicated that senior executives, in addition to the CEO,
have a pay plan based on incentives, and almost 93% of

©2008 ECRI Institute. May be disseminated, for internal educational purposes solely at the subscribing site.
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What Quality Issues Should Be Measured?

According to the Institute for Healthcare Improvement,
healthcare facilities should select a small number of orga-
nizationwide patient safety and quality measures that are
updated on a regular basis. Such goals may be published
quality measures (e.g., Joint Commission National Patient
Safety Goals, Centers for Medicare & Medicaid Services’
quality measures, National Quality Forum-approved mea-
sures, measures from the Agency for Healthcare Research
and Quality measures clearinghouse) or areas identified by
the organization as needing improvement (e.g., reduction
in healthcare-associated infections, reduction in medication
errors).

Data on the specified quality measures should be pre-
sented to the governing board by a senior leader or by
the quality subcommittee and should be organized in a
format that is standardized, clear, and concise. Data can
then be used to assess the organization’s performance and
to compare the performance to benchmarks. Boards “need
data about their [organization’s] performance and need
data compared to something else that is meaningful,” such
as their organization’s past performance or the perfor-
mance of other organizations, says Thomas Vaughn, Ph.D.,
M.H.S.A., associate professor, department of health man-
agement and policy, University of Iowa (Iowa City).

In order to avoid overwhelming or confusing board
members with large amounts of measures and statistics,
healthcare organizations should select a manageable num-
ber of measures that represent the most important patient
safety and quality issues at the organization. According to
Gary Yates, M.D., chief medical officer, Sentara Healthcare,
about 10 to 12 quality measures are selected each long-term

those organizations have incentives related to quality.
(Integrated Healthcare Strategies)

At Sentara, senior executives in the health system
receive bonuses partially based on the organization’s
performance related to patient safety and quality. Yates
explains that executives are eligible for two sets of
bonuses—one that is based on meeting short-term (i.e.,
annual) goals and one that is based on meeting long-
term (i.e., three-year) goals. Forty percent of executives’
compensation is based on meeting long-term goals
related to patient safety and quality.

Henry Ford Health System (Detroit, Michigan)
provides compensation for meeting goals such as
objectives related to CMS core measures and general
achievement of quality objectives to all managers in
the health system, including physician executives who
are at the director level and above, according to Susan
Hawkins, vice president of planning and performance
improvement at Henry Ford. Fifteen percent of bonus

cycle at Sentara. “Each cycle we try to choose the best pos-
sible goals,” he says. For example, some patient safety and
quality measures currently being used include frequency
of serious events, behaviors key to preventing serious
events, performance in congestive heart failure, pneumo-
nia care, and rates of ventilator-associated pneumonia and
catheter-related bloodstream infections.

Sentara also presents data on patient safety and qual-
ity measures to the board using a dashboard tool. Many
healthcare organizations use dashboards or scorecards to
ensure that the information is clear and easy to read.
Sentara’s dashboard is set up in a red light/green light
format: data on measures in red boxes indicates that
improvement is needed, and data in green boxes indicates
that performance in that area is at an acceptable level.

Catholic Healthcare Partners (CHP) (Cincinnati, Ohio)
uses both internal and external quality measures that are
updated on an annual basis. According to David Nash,
M.D., M.B.A,, chair of the department of health policy,
Jefferson Medical College (Philadelphia, Pennsylvania),
and member of the board of trustees and chair of the
quality and safety committee at CHP, measures at CHP
are selected at the board level in consultation with
management.

Selecting appropriate measures may be difficult for
some healthcare organizations. For example, healthcare
organizations want to choose a small number of measures,
but it may be difficult to choose which areas are most
important. This issue is discussed in the main article. =

eligibility for executives is based on meeting such
patient safety and quality goals.

Conway says recent efforts to provide incentives for
safety and quality involve putting a portion of execu-
tives’ salaries at risk rather than providing bonuses for
meeting goals in addition to their salary. For example,
instead of offering $300,000 in salary, some healthcare
organizations are offering senior executives less money
with the opportunity to receive $300,000 if patient safety
and quality goals are met. Conway adds that the finan-
cial incentives are just part of the efforts to reward senior
executives for meeting goals. “The money is nice, but it’s
really the celebration of success,” he says. “The first thing
you love is recognition that a job is done and done well.”

Results of a recent poll of Healthcare Risk Control
(HRC) members indicated that risk managers have
mixed responses on whether CEOs and other senior
executives should receive compensation based on
meeting certain patient safety and quality goals (See
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“HRC Poll: Incentives for Patient Safety” for a break-
down of poll results.)

Linking All Employees’ Performance to Quality Improvement

In order to ensure a commitment to patient safety and
quality improvement at all levels of the organization,
healthcare organizations may want to assess all employ-
ees’ performance related to meeting organizationwide
patient safety and quality goals at annual performance
reviews. In addition, many healthcare facilities include
language related to a commitment to patient safety and
quality in employee job descriptions.

However, it is less likely that employees other than
CEOs or top executives receive compensation or incen-
tive packages related to meeting patient safety and
quality goals. The Integrated Healthcare Strategies
survey noted above found that almost 83% of organiza-
tions provide incentive plans to senior executives in
addition to the CEO; significantly less organizations
provide incentive plans to directors (58.6%), physicians
employed by the organization (47%), service-line man-
agers (37.9%), middle managers (33.9%), and frontline
employees (27%). (Integrated Healthcare Strategies)

Sentara Healthcare has a program known as Per-
formance Plus, in which employees receive financial
compensation when the health system meets certain
goals. At least 50% of the goals have to be related to
quality and patient safety, Yates says. Job descriptions
for all employees in the Sentara health system include a
commitment to patient safety and quality.

Yates adds that an additional method of providing
incentives for patient safety to employees that has been
very successful is offering employees awards or recog-
nition for their efforts. For example, Sentara gives out
four or five CEO awards each year, several of which
recognize group efforts to improve quality and patient
safety. The awards are presented at Sentara’s semian-
nual leadership meeting, which is attended by over 700
executives and leaders from the health system. “There
is a financial prize, but the real prize is the recognition,”
Yates says. Any team in the Sentara health system is eli-
gible to receive the CEO award, and Yates notes that in
addition to creating incentives to improve quality and
safety in the organization, the awards promote multi-
disciplinary approaches to quality improvement.

Wachter acknowledges that rewards and recogni-
tion for employees are “one of the things in our toolkit”
for improving patient safety and quality; however,
he emphasizes, “what’s really important is that the

employee of the month is not just the person who made
a great save, but also the person who raised a red flag
and said, ‘this is funny,” but it turned out that every-
thing was OK.” In other words, employees should be
rewarded for speaking up even if the event turns out to
be a false alarm as often as they are rewarded for identi-
tying actual lapses in care. “When rewarding employees
for doing well,” Wachter says, “you have to really think
about what ‘well” looks like.”

Conway explains that “flattening the table” is
important for getting results in patient safety and qual-
ity improvement. In other words, all members of the
organization, including the board, executives, midlevel
managers, and frontline staff, need to work together
to improve quality at the organization. “We used to
have a few people in the organization who understand
improvement, and we need to have organizations
where everyone understands improvement,” he says.

CHALLENGES

Because governing board and senior executive engage-
ment in patient safety and quality is relatively new,
many healthcare organizations are encountering chal-
lenges and need to identify ways to overcome such
issues. Some common challenges are discussed below.

Selecting measures to use. One of the main challenges faced
by healthcare organizations is selecting which patient
safety and quality measures to use to evaluate progress
toward meeting goals. For example, governing boards
may be overwhelmed if they are presented with data on
a large number of organizationwide measures; however,
organizations want to make sure that they cover all
important quality issues and do not focus their efforts
in one area while neglecting other issues. As stated in
“What Quality Issues Should Be Measured?”, healthcare
organizations should select a small number of quality
measures (e.g., 10 to 12 measures), but many organiza-
tions are struggling to identify which patient safety and
quality issues are most important or appropriate.

Wachter recommends that healthcare organizations
choose relatively broad-based measures that cover
several levels of safety and quality. For example, he
suggests that as a starting point, organizations divide
their measures into three brackets: published qual-
ity measures, areas of patient safety (e.g., medication
errors), and measures of patients” experiences. “There
is no right answer,” he says, “but you want to cover
some elements of safety, some elements of quality, and
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some elements of patient experience. It is somewhat
experimental; you start somewhere and see how it

performance related to quality improvement activities in
performance evaluations for leaders and staff. However,

accomplishes what you want to accomplish.”

According to results of ECRI Institute’s INsight™
survey “Systems Assessment for Quality, Risk, and
Safety,” many healthcare organizations are including

HRC Poll: Incentives for Patient Safety

Healthcare risk managers have mixed responses on
whether chief executive officers (CEOs) and other senior
executives should receive compensation based on meet-
ing certain patient safety and quality goals, according to
responses from a recent Healthcare Risk Control System
survey on executive compensation. Out of 65 total respon-

dents, 48% believe that CEOs and senior executives should

be compensated, 38% believe that they should not, and
14% responded that they did not know (see “Figure 1.
Should CEOs and Senior Executives Be Compensated for

Meeting Patient Safety and Quality Goals?”). Of those who

felt that CEOs and senior executives should not receive

compensation, many respondents stated that patient safety
and quality are part of their jobs; therefore, they should not

receive rewards for such efforts. One respondent noted,

“When incentive packages are provided I believe the focus

diverts from the goal of providing safe quality care, which
is our business, to meeting a defined number.” Others
noted that patient safety and quality are team efforts and
all staff should be rewarded for meeting goals.

Forty-one percent of respondents are aware of efforts
at their organizations to tie CEO compensation to meeting

the survey also found that less evidence exists that the

targeted goal or purpose is clearly provided to employ-
ees and that staff are not always well informed about the
organization’s quality goals. Healthcare organizations

certain patient safety and quality goals, and 39% indicated
that they are aware of other senior executives receiving
similar compensation packages. Both published qual-

ity measures and areas identified by organizations as
needing improvement are used by these respondents’
organizations to measure quality; Centers for Medicare &
Medicaid Services’ core measures and Joint Commission
National Patient Safety Goals were cited most often. Over
three-fourths of the respondents whose organizations

tie executive compensation to patient safety and quality
believed that such compensation would result in quality
improvements at their organizations.

Nearly 50% of organizations’ boards of directors spend
at least 25% of their meeting time on quality and safety
initiatives (see “Figure 2. Does Your Organization’s Board
Devote at Least 25% of Its Meeting Time to Quality and
Patient Safety?”). In addition, 64% of organizations include
language related to meeting patient safety and quality
goals in employee job descriptions, and 69% of organiza-
tions include performance related to meeting patient safety
and quality goals in employee performance evaluations. m

Figure 1. Should CEQs and Senior Executives Be
Compensated for Meeting Patient Safety and Quality
Goals?

VLL1BOSW

Figure 2. Does Your Organization's Board Devote at Least
25% of Its Meeting Time to Quality and Patient Safety?
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should ensure that quality improvement goals and objec-
tives are clearly defined and conveyed to all employees.

Involving patients and families. Some healthcare organiza-
tions are involving patients and families in new ways,
such as by inviting patients who have experienced an
error at their organizations and their families to attend
board meetings and tell their story. “Many organiza-
tions are interested in involving patients and families
but just don’t know how to do it,” Conway says.

Henry Ford has found that telling stories at board
meetings about harmful events involving individual
patients has been beneficial in the organization’s efforts
to improve quality and patient safety. “We found it
to be incredibly powerful,” Hawkins says. She notes
that organizations need to find the best way to involve
patients and families “so it’s easy for the patient and
also so it’s beneficial for the board.” Henry Ford has
used methods such as having the board view a video
describing the patient event, inviting patients involved
in adverse events to board meetings, or including staff
representatives to tell the story at board meetings. All
three methods have been beneficial, Hawkins says, and
organizations need to determine which way works most
effectively.

Resources and tools on patient safety advisory coun-
cils and other ways to get patients and families involved
are available on the Consumers Advancing Patient
Safety Web site at http:/ /patientsafety.org.

Defining system versus individual institution roles. For some
large health systems that have governing boards at the
system level and at the individual institution level, it is
difficult to define the roles of each. Many organizations
establish goals at the system level, and each individual
institution works toward meeting those goals. Estab-
lishing systemwide goals that are overseen by the
governing board and holding executives and leaders
accountable for meeting the same goals is an effective
way to ensure that goals and incentives are aligned
throughout the entire health system.

At Henry Ford, there is a board and corresponding
quality committee at the system level and most institu-
tions within the system also have their own board and
quality committee. The roles of each board and quality
committee are specifically articulated in their charter,
Hawgkins explains. All of the system’s organizations
work toward meeting the same goals; each institu-
tion’s results are provided to the system board quality
committee every quarter, and the quality committee
evaluates each institution’s progress toward meeting
patient safety and quality goals.

More information on how one health system aligned
patient safety and quality goals systemwide will appear
on the HRC Members’ Web site and in an upcoming
issue of the Risk Management Reporter.

Assessing governing board and executive leadership performance.
Currently, not many tools are readily available to assess
how well governing boards and executive leadership
are performing in terms of quality and patient safety
efforts. However, ECRI Institute has performed several
assessments of patient safety, quality, and risk man-
agement systems. These system assessments include
evaluation from the board of directors to frontline staff
and interdepartmentally across quality, utilization, risk,
service, and risk management. Linkages, redundan-
cies, and gaps are identified. “We have found that it is
essential for quality, risk, and patient safety goals to

be included in the strategic goals of each organization.
When the goals and incentives are aligned, outcomes
are more effective,” says Barbara G. Rebold, R.N., M.S,,
CPHQ, director, healthcare quality and INsight assess-
ment services, ECRI Institute.

In addition, a new tool, known as the Hospital Lead-
ership Quality Assessment Tool, is being developed by
the Oklahoma Foundation for Medical Quality under
contract with CMS. The standardized assessment tool
will help governing boards and senior executives assess
their organization’s strengths, weaknesses, and ability
to facilitate change in terms of quality and patient safety
(OFMCQ).

Engaging physicians in quality and safety. According to Conway,
finding ways to engage physicians in efforts to improve
patient safety and quality is a very significant issue for
healthcare organizations and IHI plans to provide more
information on this topic. Wachter adds that healthcare
organizations traditionally have created nonpunitive
environments and depend on providers to report their
own mistakes or lapses; therefore, organizations may
send mixed messages to employed providers if their
performance evaluations will be “dinged” for not meet-
ing expectations.

While there may not be solutions to some challenges
at this time, many healthcare organizations are not
halting efforts to improve quality because they encoun-
ter such issues, according to Conway. “The exciting
thing is that organizations do not look at these chal-
lenges as reasons not to go there,” he says. “They're
still going there and looking for ways to overcome the
challenges.”
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THE FUTURE OF QUALITY INCENTIVES AND
ACCOUNTABILITY

As governing boards of healthcare organizations gain
experience with quality issues, and as senior executives
learn the best way to carry out the organization’s goals,
healthcare organizations will identify solutions to the
challenges identified above as well as any additional
challenges or setbacks.

Currently, there is a growing interest among health-
care organizations in getting involved in such efforts.
According to Conway, there has been a “tremendous
level of interest” in IHI's programs for “getting boards
on board.” He adds that most participants in IHI's
learning events are members of governing boards,
which is a big change from the types of personnel who
participated in training in the past.

Vaughn notes that boards will continue to become
even more involved in quality efforts in the future,
“especially because of the evidence that improve-
ments in quality save money.” He adds, “there will be
so much competition to stay afloat as Baby Boomers
reach the age where they’re using Medicare more” that
healthcare organizations will need to make changes to
the way they are governed.

Wachter believes that such initiatives are “only going
to grow in importance” in the future. In 5 to 10 years, he
says, it will be very easy to figure out if a hospital, physi-
cian, nurse, or other employee is providing high-quality
care; insurance companies will be going to organizations
that provide better care; and physicians will be checking
the Web to refer patients to organizations that perform
better in quality and patient safety; therefore, boards will
have to focus on quality in a completely different way. In
addition, quality and patient safety measures and other
data will get better. “This is going to involve everyone in
the organization,” including the board, executives, and
other employees, Wachter says.

Those who are involved in such efforts note, how-
ever, that governing board involvement and executive
accountability are only part of an overall approach
to improving quality and patient safety in healthcare
organizations. Yates emphasizes, “I wouldn’t suggest
that just having compensation linked to quality goals is
sufficient to create movement in patient safety and qual-
ity.” He notes that it is a “helpful approach” and that it
helps keep the organization focused on improving qual-
ity, but it is one of various tools the organization uses in
its improvement efforts.
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HEALTHCARE RISK CONTROL SYSTEM MEMBERSHIP BENEFITS

The Healthcare Risk Control (HRC) System is your resource for and safety managers. HRC recommendations, links to
improving patient care and worker safety. HRC is unique in its resources, and suggested routing lists are also provided.
format and features and offers members a wide variety of ben- o Consultation services.

efits, including the following:

o Members’ Web site. HRC’s online information services (avail-

Risk Analyses—the blue sheets. These give detailed infor- able at http:/ /www.ecri.org) include the entire contents of
mation on specific risks, along with practical action our print publications and exclusive Web materials, plus
recommendations. Sample policies, procedures, forms, these other valuable features.

questionnaires, and checklists are often provided. o Self-Assessment Questionnaires.

The Risk Management Reporter. This bimonthly newsletter ¢ Healthcare standards database. Request searches of ECRI
summarizes risk management, patient safety, and environ- Institute’s database of healthcare standards, guidelines, and
mental health news and trends; court opinions; and more. other official documents.

HRC Alerts. This weekly update, available online and via * Education and Training Tools.

e-mail, contains up-to-the-minute news of interest to risk For more information, call (610) 825-6000, ext. 5145.

Publisher: ECRI Institute

Senior Management Staff

Jeffrey C. Lerner, Ph.D., President and Chief Executive Officer; Anthony J. Montagnolo, M.S., Executive Vice President and Chief Operating Offi-
cer; Ronni P Solomon, ].D., Executive Vice President and General Counsel; Vivian H. Coutes, M.B.A., Vice President, Information Services and
Technology Assessment; Joel J. Nobel, M.D., Founder and President Emeritus; Michael Argentieri, M.S., BME, Vice President, Market Develop-
ment; Mark E. Bruley, CCE, Vice President, Accident and Forensic Investigation; G. Daniel Downing, M.B.A., Vice President, Finance; Glen D.
Hall, Vice President, Sales; James P, Keller, Jr., M.S., Vice President, Health Technology Evaluation and Safety; Jennifer L. Myers, Vice President,
SELECT Health Technology Services; Ron Rothman, Vice President, Strategic Planning and Business Development; Thomas E. Skorup, M.B.A.,
FACHE, Vice President, Applied Solutions; David W. Watson , Ph.D., Vice President, Operations, ECRI Institute Europe; Jin Lor, MIE (Aust),
Regional Director, Southeast Asia

Editorial and Technical Staff

Paul A. Anderson, Director, Risk Management Publications; Carl BrOOkS, M.A., Risk Management Analyst/Writer; Editor, CHEM Weekly News;
Alicia L. Kruig, Staff Writer; Cara Nugeli, M.A., Senior Healthcare Writer; Mudelyn S. Quuﬂrone, Esq., Legal Editor, Risk Management Publica-
tions; Senior Risk Management Analyst; Lori Rowley, J.D., Legal; Kathleen M. ShosIek, R.N., A.RM., FASHRM, Senior Risk Management
Analyst; Cynthia Wallace, Senior Risk Management Analyst; Josi Wergin, Assistant Editor; Andrea J. Zavod, Managing Editor

Editorial Advisory Board

Pierre Anhoury, M.D., M.PH., HRM, Senior Vice President, Business Leader Europe, The Mattson Jack Group, Paris, France; Alide L. Chuse,
Senior Vice President, Department of Care and Service Quality, Kaiser Permanente, Oakland, CA; Michael R. (ohen, R.Ph., M.S., Sc.D.,
President, Institute for Safe Medication Practices, Huntingdon Valley, PA; Gordon P H(l”, M.B.A., FASHRM, Indianapolis, IN; Barbara Blundi
Munuku, Ph.D., R.N., Assistant Professor, Department of Risk, Insurance, and Healthcare Management, Fox School of Business and Manage-
ment, Temple University, Philadelphia, PA; Jane J. MtCuffrey, M.H.S.A., DFASHRM, Director, Safety and Risk Management, Self Regional
Healthcare, Greenwood, SC; Robert F. Pendruk, M.D., M.S., A.RM., DFASHRM, DFACMQ, Risk Management Consultant, Harrisburg, PA;
Joseph M. Price, Esq., Partner, Faegre & Benson, Minneapolis, MN; Fuy A. ROZOVSky, J.D., M.P.H., President, The Rozovsky Group, Bloom-

field, CT; John H. TingIe, M.Ed., Barrister, Director, The Centre for Health Law, Nottingham Law School, The Nottingham Trent University,
Nottingham, U.K.; Sally T. Trombly, R.N., J.D., M.P.H., Executive Director, Dartmouth-Hitchcock Risk Management Program, Dartmouth-
Hitchcock Medical Center, Lebanon, NH; Donna Young, CPHRM, FASHRM, Vice President, Risk Management Services, MICA, Phoenix, AZ

Center for Education and Training

Luke A. Petosa, M.Sc., HEM, HEM-CC, Director, Center for Education and Training; Karen HO”OWUY, CPCS, Senior Instructional Designer/
Education Specialist; Pamela M. KeuIing, J.D., Associate Director, Center for Education and Training

Production and Promotional Staff

Sharon K. Murphy, Director, National Accounts; Laurie D. Menyo, Manager, Communications Group; John C. Hall, Manager, In-House Printing,
Mailing, Shipping, and Related Support Services; Tara A. Kolb, Production Coordinator

Editorial Policy

Healthcare Risk Control (HRC) is published by ECRI Institute, an independent nonprofit that researches best approaches for improving
patient and resident care. Unless otherwise indicated, the views and opinions expressed in HRC are those of ECRI Institute or the quoted
individual or organization.

©2008 ECRI Institute. May be disseminated, for internal educational purposes solely af the subscribing site.
For broader use of these copyrighted materials, please contact ECRI Institute to obtain proper permission. AUGUST 2008



