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health affairs’ new look

and colleagues attempted to survey CEOs;
among the 12 percent who responded to the sur-
vey, those whose hospital boards were more en-
gaged with quality generally had lowermortality
rates and better performance on process mea-
sures for common medical conditions.20,21 Final-
ly, Thomas Vaughn and colleagues used a Web-
based survey of CEOs in eight states22 and found
that hospitals with boards that were more en-
gaged in quality management performed better
on a quality index related to hospital outcomes.

STUDY LIMITATIONS There are limitations to our
study. First, as in any survey, there are concerns
about the generalizability of the findings and
nonresponse. Our response rate of 78.3 percent
froma sample of nearly one-third of all nonprofit
U.S. hospitals should be reassuring. Another
concern is that the low-performing hospitals
in our sample were far more likely than the
high-performing hospitals to be small. To ad-
dress potential confounding, we used a variety
of analytic techniques. With each approach, we
obtained nearly identical results.
Another important limitation is that we could

not determine the directionof causality: whether

engagement of boards leads to higher quality, or
whether high-quality institutions had managers
that sought out boards to confirm their priori-
ties. Our findings suggest that boards play an
important role inmany high-performing institu-
tions. However, the relationship is likely to be
bidirectional at other hospitals. Finally, we did
not examine for-profit hospitals, whichmake up
nearly 15 percent of all U.S. hospitals.
Among board chairs of nonprofit U.S. hospi-

tals, in conclusion, we found less-than-optimal
focus on clinical quality and large differences
between high- and low-performing hospitals.
Major opportunities exist to shift the knowl-
edge, training, and practices of hospital boards
to promote a focus on improved clinical quality.
Yet nearly half of hospital board chairs did not
see quality as a top priority, which points to the
difficult road ahead.Whether changing a board’s
priorities and practices translates into better
care for patients is unclear. Given the large dif-
ferences in governance between the highest- and
lowest-performing U.S. hospitals, this area rep-
resents a tempting target for intervention. ▪

A previous version of this paper was
presented at the AcademyHealth Annual
Research Meeting, June 2009, in
Chicago, Illinois. The project was funded
by the Hauser Center for Non-Profit

Governance at Harvard Law School and
the Rx Foundation. Ashish Jha was
supported, in part, by the Robert Wood
Johnson Physician Faculty Scholar
Program. The authors are grateful to

Alan Zaslavsky and E. John Orav for
statistical input. They are also grateful
to Bruce Landon for his insightful
comments on an earlier version of
the paper.
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(Exhibit 2). Only 1 percent reported that their
institution’s performance was worse or much
worse than the typical hospital. Among the
low-performing hospitals, no respondent re-
ported that their performance was worse or
muchworse than that of the typicalU.S. hospital,
while 58 percent reported their performance to
be better or much better.

PERFORMANCE REPORTING, AGENDA SETTING, AND

BOARD FUNCTION We found that quality perfor-
mancewas on the agenda at every boardmeeting
in 63 percent of U.S. hospitals, and financial
performancewas always on the agenda in 93per-
cent of hospitals (Exhibit 3). Fewer than half of
the hospitals spent at least 20 percent of the
board’s time on quality of care (a similar number
spent thatmuch timeon financial performance).
Nearly three in five boards had a quality subcom-
mittee (Exhibit 3), and 72 percent regularly re-
viewed a quality dashboard. There were sizable
gaps in most ratings between high- and low-
performing institutions. For example, 91percent
of high-performing hospitals regularly reviewed
a quality dashboard, compared with only 62 per-
cent of low-performing hospitals (Exhibit 3).

BOARD PRIORITY SETTING Most respondents
reported that their boards had established, en-
dorsed, or approved goals in four areas of qual-

ity14: hospital-acquired infections (82 percent),
medication errors (83 percent), the HQA/Joint
Commission core measures (72 percent), and
patient satisfaction (91 percent). In three areas,
high-performinghospitals weremore likely than
low-performing hospitals to have established
goals to improve care, and were also more likely
to publicly disseminate those goals.

Discussion
Among our nationally representative sample of
chairs of boards from nonprofit U.S. hospitals, a
little over half identified clinical quality as one
of the two top priorities for board oversight.
Although69percentof boardchairs thought that
the CEO had great influence on quality of care,
just 44 percent identified quality performance as
one of the two most important criteria for eval-
uating the CEO’s performance. Programmatic
emphasis on quality was not uniformly high.
Also, although only a few board chairs had work
experience in the health care sector, fewer than
one-third of nonprofit boards sampled had for-
mal training programs that include clinical qual-
ity. Two-thirds of boards had quality as a agenda
item at every meeting, and 59 percent had a
quality subcommittee.

EXHIBIT 2

Hospital Board Chairs’ Perceptions Of Hospital Performance, Compared With A Typical U.S. Hospital, On The Joint
Commission Core Measures, 2007–08

National average High-performing hospitals �

Worse/much worse
About the same
Better/much better
Missing/don’t know

�

��

��

��

��

����

Low-performing hospitals �

SOURCE Authors’ analysis of their own survey data. Statistical significance (p < 0:001) for comparisons of the difference between the
highest- and lowest-performing hospitals. Rates are adjusted for the number of beds, region, location (urban versus rural), teaching
status, and ownership.
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By Ashish Jha and Arnold Epstein

Hospital Governance And The
Quality Of Care

ABSTRACT Hospitals’ boards may influence the quality of care that
hospitals provide, but their engagement in quality-related issues is largely
unknown.We surveyed a nationally representative sample of board chairs
of 1,000 U.S. hospitals to understand their expertise, perspectives, and
activities in clinical quality. We found that fewer than half of the boards
rated quality of care as one of their two top priorities, and only a
minority reported receiving training in quality. The large differences in
board activities between high-performing and low-performing hospitals
we found suggest that governing boards may be an important target for
intervention for policymakers hoping to improve care in U.S. hospitals.

T
he quality of hospital care that
Americans receive is an ongoing
concern.1,2 To promote quality im-
provement, the federal govern-
ment and others have launched

the Hospital Quality Alliance (HQA) program,
apublic-private partnership tomeasure andpub-
licly report on the quality of care in all U.S.
hospitals. Early data from the program confirm
that many hospitals often fail to provide key
evidence-based treatments.3,4

Because the quality of hospital care is less than
optimal, interest has increased in identifying
factors associatedwithhigherquality and in stra-
tegies to promote quality improvement. One
area of particular recent interest is leadership
and governance by boards of directors that over-
seeU.S. hospitals. In February 2007 the Institute
for Healthcare Improvement launched the
Boards on Board program, which seeks to en-
gage board leadership in clinical quality.5 The
National Quality Forum and others have called
on hospital boards to focus on quality.6

It is entirely plausible that a board of directors
responsible for oversight might have a major
impact on quality of care. However, we know
little about whether or how boards are engaged
in issues of clinical quality and if their activities
influence care. To help us learn more, we con-
ducted a national survey of board chairs to de-
termine boards’ engagement and activities. Our
results show that quality of care is often not a top

priority for hospital boards.We also found large
differences in quality-related board activities be-
tween high- and low-performing institutions,
which indicates a potential target for interven-
tions to spur quality improvement.

Study Data And Methods
OVERVIEW OF HOSPITAL GOVERNANCE EachU.S. hos-
pital is overseenby at least one boardof directors
(sometimes known as boards of trustees), al-
though the board structure and the number of
boards involved varies across hospitals. Further,
although nonprofit hospitals typically have one
board that oversees all activities, for-profit insti-
tutions often have multiple boards that provide
oversight, including a national corporate board,
regional boards, and local boards. Given the dif-
ficulty of identifyingwhichboard ismost respon-
sible for oversight of quality at for-profit institu-
tions, we limited our survey to the 85 percent of
U.S. acute care hospitals that are not-for-profit.
Our samplingmethod, identification of poten-

tial respondents, survey development, and sur-
vey administration are briefly described below
and are detailed in a Technical Appendix.7

DATA AND SAMPLING We identified 3,410 non-
profit acute care hospitals that reported quality
data to the HQA in 2007. For each hospital, we
calculated an overall quality score. We chose to
use the HQA data because this is the primary
publicly reported quality assessment program
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In contrasting governance between high- and
low-performing hospitals, we found sizable dif-
ferences in self-perceived expertise of the board,
participation in formal training programs that
incorporate quality, and self-perceived ability to
influence care. There was a nearly thirty-percen-
tage-point difference in prioritizing quality for
board oversight and a twofold gap in using qual-
ity performance in CEO evaluation. We found
large variations in whether quality was an
ever-present part of the board’s agenda, whether
the board had a quality subcommittee, or
whether it reviewed a dashboard regularly to
monitor quality performance.
It might not be surprising that engaged hospi-

tal boards can affect the quality of care in an
institution, even if strong evidence of their im-
pact had been lacking. Prominent organizations
such as the National Quality Forum and the
Institute for Healthcare Improvement have es-
tablished efforts to engage boards in quality
management despite an absence of compelling
evidence demonstrating that board practices
affect quality of care. Our data provide evidence
of an association, although we cannot affirm a
causal link. Instead of the board’s being the
instigator of quality performance, it is equally
possible that CEOs or other senior managers
seek out boards that affirm their own priorities
and investments in quality improvement activ-
ities. Whether the focus on performance comes
from the management, the board, or some com-
bination may vary across institutions.
Given that approximately half of the hospital

boards did not rate quality of care as a top prior-
ity for board oversight or for CEO performance
evaluation, the path to effectively engaging

boards in quality-of-care issues will likely be
challenging.Most boards haveprimarily focused
on financial issues, assuming that their quality
of care is adequate. However, the lack of aware-
ness of their hospital’s relative quality perfor-
mance creates optimism that an educational
campaign directed at boardmembers might pro-
vide impetus for greater attention to quality im-
provement. Changing board practices may be a
formidable task, given that quality of care is not a
high priority for many board chairs.With hospi-
tals’ financial margins at 2–3 percent nationally
and likely even lower in the recent economic
downturn,15 the focus on financial issues may
reflect the reality of assuring financial viability
for many hospitals. It is notable that boards of
low-performing hospitals reported spending
more time on issues of financial performance
than those of high-performing hospitals did.

OTHER RELATED FINDINGS Although this study
provides the first national survey of board chairs
linked to quality performance, others have
linked board practices and quality of care.
Maulik S. Joshi and colleagues interviewed
twenty-three board chairs, correlated their
knowledge and practices with clinical quality
in the institutions they oversaw, and found a
modest relationship.16 Bryan J. Weiner and col-
leagues surveyed hospital leaders, primarily
CEOs, and found thatwhenboardswere engaged
in quality-of-care issues, hospitals were more
likely to have quality improvement programs.17

They did not directly examine the relationship of
board practices to quality of care. Others have
examined board practices and their impact on
quality through individual case studies.18,19 In
related work on governance, H. Joanna Jiang

EXHIBIT 3

The Function Of Boards Among All U.S. Hospitals, As Well As Among High- And Low-Performing Hospitals, 2007–08

National average
(%)

High-performing
(%)a

Low-performing
(%)a

p
valueb

Quality performance is on the agenda at every board meeting 63 74 57 0.003
Financial performance is on the agenda at every board meeting 93 90 95 0.15

At least 20% of board time is spent on clinical quality 42 54 34 0.001
At least 20% of board time is spent on financial performance 45 36 56 0.002

Board has a quality subcommittee 59 74 52 0.001
Subcommittee reports to board at every meeting 64 71 60 0.15

Board reviews quality dashboard regularly 72 91 62 <0.001

Board reviews the following data on at least a quarterly basis

Hospital-acquired infections 69 77 62 0.007
Medication errors 69 75 63 0.03
Joint Commission’s core measures 57 69 45 <0.001
Patient satisfaction 76 80 74 0.28

SOURCE Authors’ analysis of their survey data. Adjusted for hospital size using number of beds, hospital region, location (urban versus rural), teaching status, and
ownership (public versus private). Difference between high- and low-performing hospitals.
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