
CHEST Medical Ethics

www.chestpubs.org CHEST / 138 / 1 / JULY, 2010 171

     Hospital   boards have fi duciary responsibility to over-
see the safety and quality of care provided in their 

institutions, though until this decade, boards assumed 
quality, rather than measured it, and provided rela-

tively little direct attention to this duty. The two pri-
mary categories of board authority for quality and 
safety include decision making, which has to do with 
medical staff credentialing, and an oversight function.  1   
Yet, most boards delegated oversight of clinical mat-

ters to their medical staffs and administrators, either 
formally or informally.  2   Boards typically focused their 
talents and energies on fi nancial issues, including fund-
raising, capital expenditures, and operating margins. 

Concern about the quality and safety of health care persists, 10 years after the 1999 Institute of 
Medicine report  To Err is Human . Despite growing awareness of quality and safety risks, and sig-
nifi cant efforts to improve, progress is diffi cult to measure. Hospital leaders, including boards and 
medical staffs, are accountable to improve care, yet they often address this duty independently. 
Shared responsibility for quality and patient safety improvement presents unique challenges and 
unprecedented opportunities for boards and medical staffs. To capitalize on the pressure to 
improve, both groups may benefi t from a better understanding of their synergistic potential. Boards 
should be educated about the quality of care provided in their institutions and about the challenges 
of valid measurement and accurate reporting. Boards strengthen their quality oversight capacity by 
recruiting physicians for vacant board seats. Medical staff members strengthen their role as hospi-
tal leaders when they understand the unique duties of the governing board. A quality improvement 
strategy rooted in synergistic efforts by the board and the medical staff may offer the greatest 
potential for safer care. Such a mutually advantageous approach requires a clear appreciation of 
roles and responsibilities and respect for differences. In this article, we review these responsibili-
ties, describe opportunities for boards and medical staffs to collaborate as leaders, and offer recom-
mendations for how boards and medical staff members can address the challenges of shared 
responsibility for quality of care.  CHEST 2010; 138(1):171–178 

  Abbreviations:  CEO  5  chief executive offi cer; CLABSI  5  central line-associated bloodstream infections; NFP  5  
not-for-profi t; SOX  5  Sarbanes Oxley 
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to quality and safety were historically more form than 
function.  9,10   It is important to appreciate why this was 
the case. First, board appointment was an honor, 
a recognition and reinforcement of community 
status. Most board members were upstanding, often 
well-to-do members of their local community, 
chosen for these attributes more than any knowledge 
of health care. Second, health care is a rapidly chang-
ing, technology- and knowledge-intensive industry; 
thus, boards need to hire and rely on managers with 
high levels of content expertise. In the past, boards 
often relied on the chief executive offi cer (CEO) to 
manage clinical issues while the board focused its 
attention on traditional business issues: strategic plan-
ning, fi nancial management, and community benefi t. 
Finally, the unique aspects of medical staff-hospital 
relationships also conspired to keep boards away 
from direct oversight of clinical care. In most NFP 
hospitals, physicians were individual entrepreneurs, not 
employees of the hospital, and medical staffs had con-
siderable leeway over their organization and practice. 
It was an unusual board that chose to step into the 
complex politics involving the relationships between 
medical staffs and hospitals. The result was that while 
boards had legal responsibility to oversee quality and 
safety, the  de facto  practice placed quality and safety 
oversight in the trusted hands of the medical staff, 
the CEO, and hospital administrative leaders. 

 Boards, as external, representative oversight bodies, 
protect and advance owner or stakeholder interests in 
the organizations they govern. In contrast to investor-
owned companies in which shareholder votes guide 
board decision making, NFP hospital boards make 
decisions on their own and must balance the often 
confl icting interests and goals of their hospital, the 
medical staff, and the communities the hospital serves. 
Yet, all boards must adhere to legal and regulatory 
standards. In the wake of the SOX legislation, even 
NFP hospital boards face increased scrutiny of their 
fi nancial accountability as well as their attention to the 
performance of the core business: patient care.  11,12   

 Though the specifi c duties of boards are often ambig-
uous and may vary,  13-15   there is widespread consensus 
on the following broad governance responsibilities: 

  • Formulate organization mission and key goals. 
  • Ensure high levels of executive performance. 
  • Ensure high quality of care. 
  • Ensure high quality fi nancial management. 

 Boards have the legal duties of care, loyalty, and 
obedience.  1   The duty of care refers to the obligation 
of corporate directors to act as follows: (1) in good 
faith, (2) with the care an ordinarily prudent per-
son would exercise in like circumstances, and (3) in 
a manner that they reasonably believe to be in the 

 This pattern changed abruptly in response to two 
cataclysmic forces. First, a series of corporate scandals 
in the for-profi t world, capped by the implosion of 
Enron in 2001 and WorldCom in 2002, and non-
profi t scandals such as the $1.3 billion bankruptcy 
of the Allegheny Health, Education, and Research 
Foundation  3   led to much greater scrutiny of corporate 
boards and far higher standards of accountability. 
As a result, the 2002 Sarbanes Oxley legislation 
(SOX)  4   introduced major changes to the regulation of 
corporate governance and public fi nance and called 
for the US Securities and Exchange Commission to 
“foster greater public confi dence in securities research” 
(SOX, sec. 501). Second, the US Institute of Medicine 
reports on medical errors  5   and health-care quality  6   pub-
lished in 1999 and 2001, respectively, led to tremen-
dous pressure on health-care organizations, particularly 
hospitals, to improve the quality of care provided to 
their patients. In the face of reports of nearly 100,000 
deaths per year from medical mistakes and failure to 
provide evidence-based care nearly half the time, the 
laissez-faire attitude of hospital boards regarding clini-
cal care gave the sense of being asleep at the switch.  7   

 These two forces—increased scrutiny of institu-
tional leadership in general and enhanced pressure to 
im prove quality and safety in hospitals—transformed 
the roles and responsibilities of hospital boards. Yet, 
responsibility does not equate with action. A recent 
study surveying a nationally representative sample of 
board chairs in 1,000 US hospitals found that fewer than 
half of the boards rated quality care as one of their top 
two priorities.  2   In this article, we review these respon-
sibilities, describe the legal and political underpinnings 
of board governance, portray the need for increased 
collaboration between boards and medical staffs to 
meet the new mandates, provide recommendations 
for boards and medical staffs that will help both meet 
their important responsibilities related to safety and 
quality of care, and offer the framework for a board 
scorecard to monitor quality and patient safety. 

 The Legal and Regulatory Contexts 
for Boards’ Activities 

 In not-for-profit (NFP) hospitals, the roles and 
responsibilities of governing boards are complex, 
interconnected, and critical to institutional viability 
and to fulfi lling their community obligation.  8   NFP 
hospital governance boards are legally bound to the 
fiduciary duties of care, loyalty, and obedience.  1,9   
Historically, the interpretation of those duties varied 
widely in accordance with local culture and refl ected 
the fl exibility of state statutes. 

 Wide variation still exists in the level of hospital 
board involvement with clinical performance, quality 
of care, and patient safety. Many board efforts related 
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 Board Structures and Functions 

 The term  governance structure  encompasses struc-
tural aspects of a board, including size, number, and 
types of committees; relationships to other boards 
in multisite organizations; rules for member recruit-
ment, retention, and retirement; and mechanisms for 
board self-evaluation. Boards must meet a fi duciary 
responsibility to ensure the use of community assets 
for the benefi t of the organization’s social mission 
while they simultaneously address complex and rap-
idly changing business problems. 

 Board structure infl uences board effectiveness and 
effi ciency. As in most things, parsimony is essential. 
The most effective structure has the fewest members, 
layers, and committees needed to perform these key 
board functions  16  : 

  • Formulate policy, conveying expectations and 
directives. 

  • Make decisions, choosing among alternatives. 
  • Monitor performance. 

 Until recently, hospital boards modeled their 
structure after non-health-care boards and from the 
business and management literature. This literature 
recommends evaluating board effectiveness largely 
by markers of company fi nancial performance, such 
as balance sheets, market share analyses, and stock 
prices.  17   In this model, product quality is assumed 
to be refl ected in fi nancial performance. Such a 
view is necessary but insuffi cient in health care, 
where the quality of the product (in this case patient 
outcomes) must be directly measured rather than 
assumed. Given that most hospitals treat patients 
with hundreds of diagnoses and perform thousands 
of procedures, this is no easy task. Because most 
board members are not clinicians, their capacity 
to be effective in this role hinges in large part on 
functional relationships with the medical staff and a 
robust system to monitor quality of care. A recent 
study  18   of 35 hospital boards representing 50 hos-
pitals in two states measured board characteristics 

best interests of the corporation.  1   A board exercis-
ing its duty of care must consider quality and patient 
safety in all of its decisions. Obligations under this duty 
require the board to promulgate written bylaws or 
mechanisms that ensure the medical staff is account-
able to the governing board for the quality of care 
provided to patients. They also require hospital lead-
ers and elected members of the medical staff to codify 
standards and monitor competence of the credentialed 
medical staff. Board oversight activities for hospital 
quality and patient safety require discussing, investi-
gating, and monitoring performance and allocating 
suffi cient resources to ensure high-quality, safe care. 
Regulatory agencies (eg, US Centers for Medicare and 
Medicaid Services, US Food and Drug Administration) 
and accreditation agencies (eg, the Joint Commission) 
reinforce board accountability through standards that 
expressly guide governance structures, functions, and 
activities related to quality and patient safety. 

 The board duty of loyalty asserts that NFP board 
members owe allegiance in their deliberations and 
decision making to the hospital stakeholders (eg, 
community) rather than to personal interests or 
the interests of other organizations or individuals, 
including members of the medical staff. Boards must 
be hypervigilant with respect to their own confl icts 
of interest because they are responsible for over-
seeing medical staffs who themselves face immense 
pressure to avoid real and perceived confl icts with 
industry. This duty can pose a challenge. For exam-
ple, many boards face strong pressure from physi-
cian leaders to support business ventures potentially 
perceived as skimming the cream (ie, removing well-
paying patients) from the acute care setting. Physi-
cian board members may have unique appreciation 
for the entrepreneurial interests of their colleagues 
on the medical staff. Yet, the board role requires pri-
oritizing hospital interests in board decision making. 
In the NFP sector, where the profi t-making services 
cover the losses on services that are essential but not 
profi table, this shifting of volume could put the via-
bility of the hospital at risk. 

 The duty of obedience requires adherence to the 
purpose and mission of the health-care organiza-
tion. Although the CEO is generally the only hos-
pital employee hired and evaluated directly by the 
board, the board has obligations that transcend the 
performance of the hospital administrative leader. 
The duty of obedience obligates the board to make 
certain that institutional policies and practices place 
a priority on the quality of patient care. These obli-
gations are primary when leaders consider new hos-
pital services or business ventures. Though boards 
delegate much work, they are ultimately account-
able for everything that transpires in the name of 
the organization. 

  Figure  1. Board member perceptions of medical staff commit-
ment to quality of care.   
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ertheless, the growing pressure to address quality and 
safety problems has increased interest in physician-
board collaboration. 

 The board must create a quality and patient safety 
improvement system that is meaningful, measurable, 
and manageable. This requires both technical and 
adaptive work, and a combination of business acumen, 
clinical knowledge, and courage. The technical work of 
improvement involves identifying known solutions 
to performance problems, ensuring patients reliably 
receive evidence-based therapies, and monitoring 
performance. Physician involvement in these areas 
is essential. Physician involvement is also essential 
to adaptive work, which involves changing attitudes, 
beliefs, and behaviors needed to provide high-quality 
and safe patient care. Though boards are responsible 
for both the technical and adaptive work of quality 
and safety improvement, they cannot successfully 
address adaptive challenges unless individual physi-
cians and medical staff leaders work cooperatively 
with them. Boards can collaborate with physicians by 
appointing them to leadership roles or by participat-
ing in hospital committees and medical staff meet-
ings. With increasing frequency, governing boards 
recruit physician members.  20   The physician-trustee 
role is not easy.  21   These physicians must balance ten-
sions and confl icts of interests in advocating for the 
medical staff, the hospital, and the community ( Table 1  ). 
For example, the board may vote on adding a new 
service that could compete with the physician’s 
practice.  22,23   To circumvent those challenges, some 
boards recruit physician-trustees who are not cre-
dentialed members of the medical staff. Most boards 
also have well-documented confl ict of interest poli-
cies to guide decision making, though the degree to 
which these truly mitigate the problems is uncertain. 
The confl icts are not only with physicians. Nonphy-
sician board members may, and often do, disregard 
quality-of-care problems with a physician who brings 
in a large number of patients or large amounts of 
revenue. Physician accountability is poorly developed 
in most hospitals.  24   

 Empirical literature describing differences in hospi-
tal performance related to numbers and types of phy-
sicians on the board is just beginning to emerge.  15,25-27   

related to quality and safety oversight, and collected 
self-effi cacy data from 366 individual board mem-
bers. The overwhelming majority of board members 
reported their belief that the medical staff is com-
mitted to providing evidence-based care ( Fig 1  ), 
yet nearly half of board members believe the board 
needs more physician involvement ( Fig 2  ). These 
results illuminate the challenge: Boards are feeling 
the need to better understand the clinical care deliv-
ered in their institutions but are likely to continue 
to need to delegate individual care decisions to 
physicians (most of whom are not employees) and, 
more broadly, to the medical staff. Although placing 
some physicians on the governance board is likely to 
be part of the answer, it does not completely recon-
cile these tensions. 

 Physician Involvement in Quality and Patient 
Safety Oversight 

 Since the late 1990s, physicians have been increas-
ingly serving as hospital leaders and on hospital boards. 
Yet, whether hospitals with physicians in senior lead-
ership roles provide higher-quality care than hospi-
tals that lack physician leaders is uncertain. There is 
limited empirical evidence on the impact of physi-
cian involvement in management and governance, 
and early research identifi ed apparent associations 
with improved effi ciency, not quality of care.  19   Nev-

 Table 1— Hospital Leadership Roles for Quality and Patient Safety  

Trustees  CEOs  Physicians as Clinicians

Act as a body with a single voice Act as individual Autonomous professionals
Hospital and community focus Hospital focus Patient focus
Develop strategy and policy Implement strategy and policy Develop and implement patient plan of care
Legally accountable for hospital quality and safety Position-specifi c shared accountability Patient-specifi c shared accountability
Generally not health-care experts Administrative expert Clinical experts
Typically volunteers Paid hospital employee Typically independent practitioners
Strategic institutional knowledge Detailed institutional knowledge Detailed patient knowledge

CEOs  5  chief executive offi cers.

  Figure  2. Board member perceptions of need for interaction 
with medical staff.   
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patient safety has received little to no attention 
in most health-care organizations.  30,31   

 4. Boards should routinely hear stories of harm 
that occurred at the hospital, putting a face on 
the problem of quality and patient safety. Sto-
ries may be case reviews presented by staff or 
interactions with patients or families who suf-
fered harm. 

 5. Boards should base compensation for the CEO 
on achievement of measurable improvement 
targets for key responsibilities including quality 
of care and patient safety. 

 6. In conjunction with the CEO and medical staff 
leaders, boards should identify specifi c, measur-
able, valid quality indicators consistent with stra-
tegic goals and hospital services, and review 
performance against the indicators no less than 
quarterly. Such review should include: 

  a. Regular quantitative measurement against 
benchmarks. 

  b. Reported compliance with rigorous data qual-
ity standards. 

  c. Performance transparency. 

  i. Weekly or monthly reports of harm. 
  ii. Sentinel event and claims review for qual-

ity and safety problems. 

  d. Methods for active intervention to improve 
care. 

  i. Survey of quality and safety culture. 
  ii. Use of survey results to shape improve-

ment efforts. 
  iii. Routine mechanism to tap the wisdom of 

bedside caregivers. 

 Finally, boards should obtain continuous education 
on quality and patient safety standards, the growing 
body of empirical literature examining board effec-
tiveness for quality and patient safety, and emerging 
national expectations for quality and safety performance 
in hospitals.  16   Physician leaders may provide such edu-
cation and may suggest joint medical staff/board train-
ing when emerging requirements are new for both 
groups. Such training is essential given that most board 
members lack the technical expertise to monitor qual-
ity and safety, which is in stark contrast to their ability 
to monitor fi nancial performance. Collaborative work-
shops can set the stage for true institutional learning 
and expedite quality and safety improvements. 

 Model for a Meaningful Safety Scorecard 

 Boards face substantial challenges in monitoring 
quality of care and patient safety. Current measures 

Early studies suggested that physician-at-large board 
members might favor traditional methods for ensur-
ing quality of care (eg, quality assurance, risk man-
agement, utilization review) more than interactive 
and proactive processes.  22   Studies that are more 
recent have not replicated that result, but do support 
the performance advantage of boards with high phy-
sician membership.  16   Physicians interested in leading 
quality and patient safety efforts should make their 
interests known to hospital leadership and prepare 
diligently for a governance role. 

 Recommended Governance Practices for 
Quality Improvement and Patient Safety 

 Most board-related research focuses on board 
attributes and structural elements: the size of the 
board, board composition including the presence or 
absence of physician board members, board orien-
tation and ongoing education for the role, and prior 
board experience. Research increasingly suggests, 
however, that in complex organizational systems 
such as hospitals, boards interconnect with hospital 
leaders and medical staff members, who perform in 
a mutually reinforcing and systemic manner.  15   Gov-
ernance of quality and safety in hospitals continues 
to be shaped by a combination of scant but grow-
ing evidence and tacit knowledge for structures and 
functions that seem to be effective at improving 
quality. Some of the most widely accepted practices 
include: 

 1. Boards should have a separate quality and patient 
safety committee that meets regularly and reports 
to the full board. Evidence suggests boards with 
such a committee spend more time on improve-
ment activities, and their hospitals may have bet-
ter outcomes.  16   If the board does not have a 
separate quality and patient safety committee, 
there should be clear evidence that quality and 
patient safety is an active agenda item at each 
board meeting. 

 2. Boards should ensure the existence and annual 
review of a written quality improvement and 
 patient safety plan that refl ects systems thinking, 
contains valid empirical measures of perfor-
mance, and is consistent with national, regional, 
and institutional quality and safety goals. Physi-
cians interested in leading quality and safety 
efforts or growing toward a governance role should 
ask to see the plan and contribute to it.  28,29   

 3. Boards should have an auditing mechanism for 
quality and safety data, just as they do for fi nan-
cial data. While data quality control principles 
apply to clinical research and apply to fi nancial 
data through generally accepted accounting 
principles, data quality in measuring quality and 
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sures can actually misinform board members and 
administrators. 

 Our experience in developing and disseminating 
an intervention to reduce the rate of central line-
associated bloodstream infections (CLABSIs) provides 
an instructive model for boards. This program used 
tools to improve teamwork and safety culture, sum-
marized clinical evidence into a checklist, measured 
infection rates using US Centers for Disease Control 
defi nitions and rigorous data collection criteria, and 
reported results at the unit, hospital, and state levels. 
We implemented the program in ICUs across the state 
of Michigan and reduced the incidence of CLABSIs 
by 66%, saving an estimated 1,500 lives and $200,000 
annually in that state.  34,35   Rates fell to a median of zero. 
The evidence-based interventions used in the study 
are not costly or controversial. They are, however, both 
technical and adaptive in nature. Thus, they require 
concerted effort, dedicated resources, and leader-
ship support. Federal funding is making the program 
publicly available to all 50 states, and evidence for the 
value of the intervention is now strong enough that 
measures of CLABSI, not subject to the bias of self-
reports, should be monitored by every board. 

  Table 2   illustrates a patient safety framework (orig-
inally developed for the ICU CLABSI project) that 
may be used alone as a tool for boards and hospital 
quality and safety committees, or as part of a hospi-
tal’s balanced scorecard. Within the framework, we 
stratify measures into two categories: measures that 
we are and are not able to validly measure as rates. 
Nonrate measures are important, but we must be 
cautious about how we use them to evaluate patient 
safety progress.  36,37   

 Among the rate-based measures, the board should 
routinely require answers to two key questions that 
address outcome and process measures: How often 
do we harm patients (such as with CLABSI)? and, 
How often do we provide evidence-based care (such 
as providing antibiotics prior to surgery)? Yet, most 
issues in safety cannot be measured as rates, and cli-
nicians and administrators should not present them 
as rates. For the nonrate-based measures, boards 
should ask the CEO and medical staff leaders two 
additional key questions: How do we know we have 
learned from our mistakes? and, How well have we 
created a culture of safety? These questions address 
the extent to which risks to future patients from spe-
cifi c hazards have been reduced. Boards can evaluate, 
learning from mistakes (such as adverse events) by 
seeking answers to the following questions: What hap-
pened? Why did it happen? What did you do to reduce 
risks to future patients? and, How do you know risks 
were actually reduced? Unfortunately, this last ques-
tion is often neglected. Hospitals need to learn from 
mistakes at the unit, department, and health system 

to evaluate progress in patient safety do not provide 
an adequate evaluation of services across an institu-
tion and many are of dubious validity. Without rigor-
ous and standardized measurement, boards, hospital 
leaders, and medical staffs do not know whether 
care is really any safer than it was previously. Boards 
are often left monitoring what administrative staffs 
determine is important (or, to be less charitable, what 
administrative staffs want boards to see, sometimes 
highlighting successes rather than harsh truths), using 
tools that may be less than informative. 

 Unfortunately, a clear and standardized national 
framework to measure and report quality and safety 
performance does not yet exist. Although the Centers 
for Medicare and Medicaid Services publicly report 
a few standardized hospital quality indicators, these 
refl ect an extremely small portion of health-care ser-
vices and generally focus on processes of care (what 
clinicians do) rather than outcomes (the results 
achieved). A recent study pointed out the limitations 
of public quality reporting, including inconsistent 
patient defi nitions, varying reporting periods, and 
differing measures of structures, processes, and out-
comes, such that there is little agreement across public 
Web sites on the quality of the same hospital.  32   

 Moreover, much of the quality information reported 
to boards can misinform rather than inform. For 
example, hospitals often report data as rates (eg, 
self-reported medication errors) when, in fact, they 
do not satisfy scientifi c parameters for rate-based 
measurement. Medication errors are obtained from 
error reporting systems that are notoriously inaccu-
rate as rates; in these self-reported systems, a small 
and nonrandom proportion of errors is reported (in 
fact, increases in reported numbers of errors are 
often hailed as evidence of a “safety culture”). As such, 
changes in rate over time likely refl ect reporting bias 
more than changes in patient safety.  30,33   Rate-based 
measures require a clearly defi ned numerator (events) 
and denominator (those put at risk for the event), 
as well as a surveillance system for identifying both 
and defi ned methods for minimizing measurement 
bias. Most measures of patient safety lack these attri-
butes. Without these defi ned characteristics, mea-

 Table 2—Board Scorecard for Quality and Patient 
Safety 

Questions to Measure Progress Type of Metric

How often do we harm? Rate-based outcome
 measures

How often do we provide 
 evidence-based care?

Rate-based
 process measures

How do we know if we have 
 learned from mistakes?

Nonrate-based
 process measures

Have we created a quality and 
 patient-safety culture?

Nonrate-based
 outcome measures
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review and allow suffi cient time to discuss quality and 
safety performance at all board meetings. Boards will 
increasingly require more information about quality 
and safety of care provided within their institutions. 
This will include both rate-based and nonrate-based 
indicators.  36   Boards need to hold CEOs and medical 
staff leaders accountable for improvements on both 
kinds of measures and ensure that the institution 
has the resources and will to improve. Being a board 
member today is more demanding and potentially 
more rewarding than ever before. Communities 
now expect hospital boards to measurably infl uence 
quality and safety performance. New board struc-
tures, board education, and performance reports are 
necessary but likely not suffi cient to accomplish the 
desired improvement. Many boards are fi nding that 
this challenge requires a new level of collaboration 
with the organization’s medical staff in shared efforts 
to improve care. 
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