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Drawing on the findings of a series of empirical studies undertaken with boards
of directors and CEOs in the United States, this groundbreaking book develops a
new paradigm to provide a structured analysis of ethical healthcare governance.

Governance Ethics in Healthcare Organizations begins by presenting a clear
framework for ethical analysis, designed around basic features of ethics—who
we are, how we function, and what we do—before discussing the paradigm in
relation to clinical, organizational, and professional ethics. It goes on to apply
this framework in areas that are pivotal for effective governance in healthcare:
oversight structures for trustees and executives, community benefit, community
health, patient care, patient safety, and conflicted collaborative arrangements.

This book is an important read for all those interested in healthcare management,
corporate governance, and healthcare ethics, including academics, students, and
practitioners.
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Introduction

This book discusses governance ethics in healthcare organizations to provide
ethical guidance about trustee oversight. In addition to boards of directors and
executives in healthcare, scholars, students, and professionals interested in the
governance oversight of organizations will find the book to be enlightening. The
analysis combines a theory perspective and an application perspective to develop
a structured analysis of governance ethics.

The analysis explains that governance ethics is similar to already established
fields in health ethics (clinical, organizational, and professional ethics). The
general approach adopted by these established fields combines theoretical and
applied perspectives to provide practical guidance. They guide their constituen-
cies on specific issues, such as end of life care in clinical ethics, or financial
propriety in organizational ethics, or conflicts of interest in professional ethics. In
contrast, governance ethics deals with very different topics that relate to trustee
oversight of healthcare organizations, such as with regard to patient safety or
community health. Hence, governance ethics can be described as an emerging
field in healthcare.

There is a considerable amount of literature on corporate governance.' This lit-
erature includes the relation among corporate governance, ethics (typically deal-
ing with business ethics),” and corporate social responsibility.’ However, very
little has been published on the ethics of governance in healthcare organizations.*
This significant gap in the literature is addressed by this book. To understand the
importance of this discussion, it is helpful to consider the need for governance
ethics, nationally and internationally.

Need for governance ethics

Over recent decades, public confidence in healthcare organizations has declined
significantly. This decline has led to vigorous efforts to improve trust in health care
organizations, both public and private.’ At the same time, significant growth of
large healthcare systems has occurred. The number of multi-unit health systems,
both governmental and private, has increased noticeably. Also, the proportion
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of community hospitals becoming part of health systems continues to expand
steadily.® This growth has stressed the crucial role of finances in a changing health
economy.” Not surprisingly, there has emerged a greater awareness of the need for
more effective governance. This means that boards of directors and executives
needs to be more accountable in a manner that is evident to the populations they
serve.® This constitutes a call for organizational transparency to the communities
served by healthcare organizations.

Also, the extent of corporate fraud and abuse across the United States is well
recognized. Such abuse has led to stricter government regulations. For example,
the renowned Sarbanes-Oxley Act was passed with strict compliance require-
ments. The act sought several goals: to diminish fraudulent financial activity; to
enhance the independence of external auditing; and to emphasize the need for
better oversight by boards of directors.’ This legislation applied only to for-profit
corporations. Nonetheless, the legislation also reflected concerns about the effec-
tiveness of nonprofit boards. Hence, the legislation prompted trustees to provide
better governance leadership. The goal here is to nurture public trust in healthcare
organizations.'*

Public trust is in large measure related to the well-known disparities in health-
care access and affordability. These are exacerbated by the accompanying con-
nection between quality and safety. Historically, these issues have haunted the
United States,'! and continue to do so today.!?> The loss of public trust in these
sectors has been widespread and extensively documented.'® This distrust was
especially evident in nonprofit healthcare in relation to the tension between
what is known as mission and margin. This tension refers to the organization’s
polarized commitment to serve its communities (mission) and the organization’s
financial success (margin).!* For example, this tension challenges healthcare
leaders to ensure the success of an organization such as with regard to ethical
procurement and resourcing. However, the tension between mission and margin
also requires healthcare leaders to care for employees such as with regard to
remuneration across professional differences. This tension emphasizes that suc-
cess should not be reduced merely to management or fiscal efficiencies. In turn,
concern about this moral tension raised significant issues related to justice, such
as meeting the community’s health needs fairly and holding healthcare morally
accountable. '’

This widespread distrust created challenges for boards of directors in both for-
profit and nonprofit sectors. These challenges highlight the need for effective
governance that overlaps with but goes beyond compliance requirements. This
need was especially the case in healthcare.'® Moreover, this need for improvement
was recognized in many different nations. This international awareness indicated
the increasing focus on board function and trustee accountability in hospitals and
healthcare systems globally.!”

Over recent decades, continuous quality improvement became a characteris-
tic of healthcare delivery. The time for continuous improvement of governance
accountability in healthcare organizations has arrived. This accountability goes
beyond the board’s conventional responsibility for organizational oversight.
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Boards of directors now need to scrutinize themselves more closely than ever.
This scrutiny must seek to ensure that an organization’s mission, processes, and
practices will enable the organization to perform at its peak.!® As a result, the
caliber of governance in healthcare organizations is under intense examination.'’
In particular, there is an acknowledgement of the need for research-based find-
ings to support actionable knowledge that will enhance governance in hospitals
and health systems.?® Similarly, there is a growing recognition that trustees should
develop a sophisticated ethical compass to help navigate potential compromises
in healthcare institutions.?!

Obviously, boards of directors with their institutional management teams have
complex responsibilities. They are responsible for overseeing a complex array of
structures, processes, outcomes, and external regulations. That oversight is neces-
sary to continuously measure, monitor, and improve organizational performance.
Board effectiveness lies at the core of governance in the fast-changing environ-
ment of healthcare. It is indispensable both to identify responsibilities and to
design oversight mechanisms. Without these, trust of internal and external stake-
holders will be eroded. This emphasis on a sustainable approach to accountability
requires the utmost transparency.?? That is, healthcare must be resilient in the face
of so many challenges. There needs to be greater oversight by trustees and execu-
tives to demonstrate organizational accountability in a manner that is evident to
the populations served.

The multiple board responsibilities of trustees range from specific fidu-
ciary duties to broader ethical obligations. All of these responsibilities require
accountability to the communities served. For example, this means providing
access to crucial information about the cost, price, and quality of services to
achieve value. Undoubtedly, there are puzzling variations in these data. These
variations contribute to widespread public concern. Such concern deals as much
with the efficiency of healthcare organizations as with the effectiveness of their
leadership, including governance. Hence, healthcare organizations must be
increasingly accountable to their communities. Accountability of trustees means
defining expectations and establishing measurement and improvement metrics of
governance. This study of governance ethics in healthcare organizations seeks to
engage these issues.

The ethics paradigm

The book aims to provide a structured analysis of governance ethics in health-
care organizations by presenting a new ethics paradigm that is applied to pivotal
topics. The ethics paradigm provides an original framework for ethical analy-
sis. Typically, books in the established fields of health ethics combine ethical
theory with ethical principles to discuss practical topics. Discussions of ethical
theory include approaches to ethics reasoning—such as deontology, utilitarian-
ism, and communitarianism. Discussions of ethical principles include different
ethical concepts—such as autonomy, beneficence, and justice. A very different
approach is adopted in this book. Here, the ethics paradigm develops a more



4  Ethics paradigm

general approach that underlies ethical theories and principles, by providing a
framework for an ethical analysis that does not require formal ethics training or
expertise.

The framework of the paradigm guides ethical discourse by providing a struc-
ture that coalesces relevant data to interpret specific issues. The core structure of
the ethics paradigm revolves around basic features of ethics: who we are, how we
Sfunction, what we do. These features form a leitmotif throughout the study. The
framework includes a focus on decision-making (concentrating on accountability
vis-a-vis how we function). However, there is also a broader perspective that deals
with stewardship (engaging identity vis-a-vis who we are) and quality (addressing
best practices vis-a-vis what we do).

These basic features generate the three components of the ethics paradigm.
Each component is related to specific governance contexts. The foundation com-
ponent (who we are) operates within the context of engaging the healthcare envi-
ronment. The process component (how we function) operates within the context
of undertaking organizational oversight. The practice component (what we do)
operates within the context of fostering organizational culture.

These basic features of ethics are indispensable for promoting leadership in
governance: leadership regarding institutional identity (who we are); leadership
regarding corporate accountability (how we function); and leadership regarding
performance quality (what we do). In turn, these leadership features foster specific
outcomes: the leadership focus on identity fosters outcomes regarding organiza-
tional stewardship of an institution’s mission; the leadership focus on account-
ability fosters outcomes regarding decision-making via participative deliberation;
and the leadership focus on quality fosters outcomes regarding best practices for
standards of conduct. Here is a diagram of the ethics paradigm (Table 1.1).

The ethics paradigm is applied throughout the book to discuss topics that are
pivotal for governance ethics in healthcare organizations. It can be helpful at the
outset to provide an overview of these applied topics.

Applied topics

The theory perspective of the book explains the ethics paradigm (Chapters 1-3).
This is complemented by the applied perspective of the book (Chapters 4-9).

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of

deliberation conduct
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In these applied chapters, the ethics paradigm is applied to specific topics that
are crucial for governance ethics. Typically, other studies around governance in
healthcare organizations focus on finance issues. In contrast, this work focuses on
issues related to the healthcare of patients and communities. Naturally, this focus
recognizes that finance is an indispensable aspect of board stewardship.

The applied topics begin with a discussion of governance structure for trust-
ees. The subsequent topics consider major issues regarding effective gover-
nance in healthcare organizations: community benefit, community health, patient
care, and patient safety. These topics are pivotal for governance ethics because
they have contributed in no small measure to undermining public confidence
in healthcare organizations, both private and public. In turn, these topics lead
to an over-arching ethical problem for healthcare governance that deals with
conflicted collaborative arrangements: how to distinguish wrongful complicity
from legitimate cooperation with activities in other organizations. The discus-
sion ends with a brief concluding chapter on how this approach to governance
ethics can foster virtuous organizations in healthcare. Discourse on virtue ethics
explains that individuals can become virtuous by connecting moral character,
practical wisdom, and laudable actions. Similarly, the ethics paradigm enables
an organization to become virtuous by connecting moral character (via the con-
cept of identity, who we are), practical wisdom (via the concept of account-
ability, how we function), and action (via the concept of quality, what we do).
In these applied chapters, the ethics paradigm is applied to identify hallmarks
for governance ethics in healthcare organizations. These hallmarks are accom-
panied with specific ethical imperatives for boards of directors and executives.
These hallmarks and accompanying ethical imperatives, along with the topics
engaged in each chapter, are listed regularly, to identify them clearly in the
analysis.

The topics that are discussed in the book arose from landmark research reports
that have shaped the field.? In particular, reports by one of the co-authors of this
book (with many other accompanying publications) provide critical data for
the ethical analysis.?* The reports were undertaken with boards of directors and
CEOs. The focus was on assessing and improving governance performance. The
process provided unprecedented access to many large health systems. This access
refers to the information provided by the boards of directors and CEOs of these
health systems. The research addressed their governance oversight. For example,
one report engaged 14 of the 15 largest health systems in the United States.?® The
information derived from these reports indicates the priority issues identified by
these trustees and CEOs for governance of their organizations.

Conclusion

This book on governance ethics in healthcare organizations deals with an emerg-
ing field that contrasts yet is consistent with the established fields of clinical,
organizational, and professional ethics. Specifically, the ethics paradigm is con-
nected with these established fields to examine governance ethics.
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The originality of this study is twofold. Its first contribution lies in the way it
constructs the ethics paradigm to demonstrate a consistency of ethics discourse
in the well-established fields of clinical, organizational, and professional ethics in
healthcare. All too often, these fields are perceived to be sufficiently different as
to forgo a foundational consistency between them. Its second contribution rests
in the way it presents the relatively new field of governance ethics as being con-
sistent with these already established ethics fields in healthcare. Hence, through-
out the study, the alignment between these various fields is emphasized to apply
the ethics paradigm to governance ethics, thereby unpacking the accompanying
moral imperatives that emerge from the topics discussed.

The book is designed to enlighten trustees and executives as well as to provide
guidance for scholars, students, and professionals in healthcare. The authors hope
that the ethical analysis will be of special interest internationally to boards of
directors and executives in healthcare to enhance governance oversight of their
organizations.
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2 Clinical and organizational ethics

Introduction

The analysis of governance ethics in healthcare organizations in this book is
both theoretical and applied. The goal is to foster greater board oversight, focus-
ing on the need for continuous evaluation and evidence-based improvements. This
chapter engages the theoretical perspective to explain how the ethics paradigm
(that is later applied to governance ethics) is aligned with clinical ethics and orga-
nizational ethics. The discussion begins with clinical ethics, which is the more
usual landscape for discourse in healthcare.

Clinical ethics

Society could not function well across the spectrum of its interests, conflicts,
and dilemmas without a sense of common morality as a foundation for practical
decisions, such as about conscientious objection.! Common morality might be
described as a general awareness that binds ethically serious people across cul-
tures,” with human rights providing an obvious example.? But this awareness does
not mean there is readily accessible agreement when discussing specific issues.
Indeed, there is no uniformity about how to describe this basic sense of moral-
ity, especially when seeking shared solutions to build consensus.* Hence, various
accounts of morality are provided by different ethical theories, which, in turn,
develop ethical principles to guide reasoning and decision-making. These theories
and principles are manifest extensively in clinical ethics.

Ethical theories and principles

There are many theories that shape the debate about ethics in healthcare. Utili-
tarianism is the ethical theory that ascertains whether an action is right or wrong
based upon its consequences. Consequentialism is a related theory. Utility and
consequences are central concepts in these approaches. Deontology or deontolog-
ical ethics is the theory that ascertains whether an action is right or wrong based
upon universal maxims that apply to all cases of the same kind, independent of
consequences. Duty is a central concept in this approach. Liberal Individualism
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is a theory that is based upon rights to justify claims that individuals or groups
can make upon others. The concept of rights is central in this approach. Commu-
nitarianism is a theory based upon a view of the community that celebrates the
general welfare or common purposes. The concept of solidarity is central in this
approach. The Ethics of Care is another ethical theory that is based upon traits
of personal relationships, such as compassion, fidelity, and love. Virtue ethics
combines insights from other ethical theories to connect moral character, practical
wisdom, and laudable actions. Many other ethical theories have been developed,
such as on Casuistry, Feminist Ethics, Natural Law, Situational Ethics, or Teleo-
logical Ethics.®

A consensus has emerged from these ethical theories about ethical principles
to guide moral reasoning and decision-making. In healthcare, a widely adopted
explanation can be found in a clustering of four principles of biomedical ethics
known as “principlism.” These principles are autonomy, non-maleficence, benefi-
cence, and justice.® This approach has extensively influenced clinical education.’
Hence, it is helpful to appreciate how these principles impact clinical ethics.

The ethical principle of respect for personal autonomy upholds the individual’s
liberty and capacity for intentional action, upon which the crucial concepts of
consent, competency, and surrogacy can be based. Also, the ethical principle of
non-maleficence asserts the obligation not to inflict harm on others, upon which
the central concepts of negligence, standard of care, and non-treatment can be
based. Furthermore, the ethical principle of beneficence emphasizes the obliga-
tion to act for the benefit of others, upon which the key concepts of paternalism,
the quality of life, and balancing burdens can be based. Finally, the ethical princi-
ple of justice fosters solidarity, upon which the social concepts of fair opportunity,
access to healthcare, resource allocation, and rationing can be based. Integrated
with these four ethical principles in healthcare is the clinician-patient relationship,
upon which are based the accountability concepts of veracity, privacy, confidenti-
ality, and fidelity in healthcare.®

This link between ethical theory and principle that guide moral reasoning and
decision-making provides the landscape for connecting clinical and organiza-
tional ethics as well-established fields in healthcare. Each area has developed at a
very different pace. Clinical ethics has received the most attention.’ The extensive
practice of clinical ethics includes many different arenas, such as clinical research
ethics,!? transplant ethics,!! and emerging debates over face and limb transplan-
tation.'? In organizational ethics, though receiving less attention, there has been
substantial discourse, including on corporate morality and social responsibility,'3
as explained in the following analysis.!* In contrast, little attention has been given
to governance ethics that deals with the responsibilities of boards of directors in
healthcare organizations. However, there has been a noticeable increase in ethics
literature on governance issues in healthcare.!> Furthermore, there has been grow-
ing attention to ethical issues around governance in general.'®

The theoretical discussion in this section considers how the ethics paradigm
(that is applied to governance ethics in subsequent chapters) is aligned with clini-
cal ethics. To explain this alignment, a widely practiced aspect of clinical ethics is
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examined: the role of ethics consultation services that facilitate the resolution of
dilemmas or value conflicts in patient care.

Ethics consultation services

Three characteristics emerged in the development of clinical ethics consultations that
are consistent with the ethics paradigm: stewardship, ethics decision-making, and
best practices for quality outcomes. Clinical ethics consultations, often described as
ethics consultation services, are typically connected with the role of ethics committee
in hospitals.!”

One characteristic of ethics consultation services deals with stewardship. His-
torically ethics committees and ethics consultation services required prudent
hospital stewardship, reflecting a long tradition of medical stewardship.!® Ethics
committees and ethics consultation services developed in the USA after several
landmark court cases. In particular, the supreme court of New Jersey’s ruling
on the case of Karen Ann Quinlan in 1976 encouraged the development and use
of ethics committees as being the appropriate body, rather than legal courts, to
resolve treatment dilemmas in complex end-of-life cases.!” Since 1992, The Joint
Commission on Accreditation of Healthcare Organizations (known today as the
Joint Commission), has had a voluntary process with which hospitals typically
comply. This process mandates that accredited hospitals establish an organiza-
tional resource like an ethics committee to deal with clinical ethical concerns
within the organization. In other words, the courts and the Joint Commission have
encouraged healthcare to steward its organizational resources to improve ethics
services. As a result, ethics consultation services for a long time have been routine
in hospitals.?’ These services work closely with the ethics committee,?! focusing
increasingly upon quality,?? such as in developing preventive approaches that try
to avoid dilemmas emerging.”’

Another characteristic of ethics consultation services deals with ethics decision-
making processes. These decision-making processes are at the heart of ethics
consultation services, constituting what is referred to as an ethics facilitation
approach. The work of the ethicist is to facilitate an ethics consultation with other
healthcare professionals and the families involved in the treatment and care of
patients. Ordinarily, the ethicist is connected with the ethics committee in a hos-
pital. This ethics facilitation role emerged over many decades of experience in
healthcare. It has long been recognized that the various roles of the hospital ethics
committee and the ethics consultant can overlap.?* As these roles developed in the
early decades of this specialty, there was considerable debate about these issues:
what are the crucial issues in ethics consultation (e.g., its paradigms, goals, and
effectiveness) and who should participate in these ethics consultations,? such as
doctors because of their clinical training or philosophers because of their ethical
reasoning skills.?® As a result, expertise in ethics consultations was connected
increasingly with giving court testimony, with clinical and social expertise, and
with regulation.?’
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As experience accrued over several decades, different roles for ethics consulta-
tions were considered. For some, the ethics consultant might assume a role that
is akin to being an analyst, adviser, or adversary;?® for others, the role might be
akin to being an expert, or educator, or counsellor, or advocate;* and for many
the role might be akin to being a colleague, negotiator, case manager, or mediator
to resolve conflict.>? These role options were assembled into two broad models.
On the one hand, there was a hard model that considered the ethics consultant as
undertaking an independent investigation, including an interview with the patient
and the issuance of a recommendation. On the other hand, there was the soft
model that construed the ethics consultant in a facilitation role, bringing together
the relevant parties, helping to sort out the facts, clarifying the problem at hand,
raising important issues, and noting useful distinctions in the process of the ethi-
cal engagement.’!

These roles of the ethics consultant were oriented toward an education pro-
cess or toward an expert-oriented intervention leading to a practical outcome.3?
The debate revolved around the following issues.** On the one hand, regarding
the hard model (emphasizing intervention and outcomes), the ethics consultant
focuses upon knowledge and expertise to provide a practical solution. In this
approach, the ethics consultant is more likely to accept responsibility for ethi-
cal decision-making. On the other hand, regarding the soft model (emphasizing
an education process), the ethics consultant adopts the role of being a facilita-
tor of ethical discourse, making no claim to superior ethical knowledge. In this
approach, a good decision is reached through a process in which the relevant
considerations of the stakeholders have been evaluated.

After years of debate and experience, the ethics facilitation role emerged as the
preferred approach. Eventually, the American Society for Bioethics and Humani-
ties (ASBH) settled the debate by recommending the ethics facilitation approach
for ethics consultation, in contrast to a more authoritarian approach. In 2006, the
ASBH published voluntary guidelines called, Core Competencies for Healthcare
Ethics Consultation.® The ASBH subsequently provided an education guide for
training around these competencies for ethics consultation.’® The ASBH pub-
lished a revised second edition of the Core Competencies in 2011.37 The revised
edition continues to recommend the ethics facilitation approach and includes a
major new section (13 pages in contrast to two pages in the original edition) on
the quality and evaluation of ethics consultation services.’® The focus on quality
in ethics consultations is of paramount importance,*® especially regarding empiri-
cal evaluations,* ongoing assessment,*! quality improvement,*? and cost.** The
focus of the ASBH is upon patient-centered care.** Also, the ASBH approach is
similar to the system of Integrated Ethics in the Veterans Health Administration.*

There have been many landmark studies using objective criteria that provide
substantive support for the effectiveness of this approach to clinical ethics con-
sultation. These studies include randomized controlled trials,* as well as pilot
and longitudinal studies.*’ Also, there have been multiple surveys,*® and many
reviews have been undertaken.*’ Akin to experience in the USA, in other countries
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there has been a similar scrutiny of ethics consultation services.”® This scrutiny
has examined progress in different countries,’ focusing on the variety of ethical
issues involved.*

Because ethics consultations can occur across an extensive range of clinical
environments and concerns, the ASBH provides a straightforward explanation of
what is involved:

Health care ethics consultation (HCEC or “ethics consultation”) is a set of
services provided by an individual or group in response to questions from
patients, families, surrogates, health care professionals, or other involved
parties who seek to resolve uncertainty or conflict regarding value-laden con-
cerns that emerge in health care.™

As mentioned earlier, from the varying approaches to ethics consultation, the eth-
ics facilitation approach was recommended by the ASBH, described in this way:

The ethics facilitation approach is informed by the context in which HCEC is
done and involves two core features: (1) identifying and analyzing the nature
of the value uncertainty, and (2) facilitating the building of a principled ethics
resolution.>*

The ethics facilitation approach requires specific competencies. Both editions
of the ASBH Core Competencies explain the need for these competencies. The
ASBH identifies core skills, core knowledge, and personal attributes for profi-
ciency in ethics consultations. Different people can perform the ethics consulta-
tion service, though debate continues over the relative advantages of an individual
or a team-based approach.> An ethics consultation service may vary the approach
adopted.*® Hence, the different roles and responsibilities of those performing the
service will require varying levels of competency, with an individual working
alone (i.e., not with a team) requiring the highest level of competency.” The core
skills for ethics consultations are assembled in three related categories.

To begin, ethical assessment and analysis skills can be basic (to deal with
straightforward situations) or advanced (to deal with complex cases). The assess-
ment competency is to identify the nature of a conflict or value uncertainty that
generates the need for an ethics consultation. The analytical competency is to criti-
cally evaluate the case and identify justifiable options using relevant ethics knowl-
edge and concepts. Next, process skills pertain to the following: overseeing an
ethics consultation service; conducting a specific ethics consultation, including the
facilitation of any formal meetings required; and evaluating consultations retro-
spectively to support ongoing improvement (this point is new in the second edition
of the ASBH Core Competencies).”® Finally, interpersonal skills are required to
perform across the spectrum of ethics consultations, such as to listen and com-
municate effectively,” or to discern appropriate timing for an ethics consultation.*

In turn, the core knowledge areas can be divided into basic (an introductory
sense of the topic) and advanced (a detailed understanding of the topic). These
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core knowledge areas, which can overlap, include the following: knowledge of
moral reasoning and ethical theory; an understanding of common bioethical issues
and concepts; a sense of the clinical landscape; comprehension of relevant health
law and professional codes; and an awareness of the beliefs of the local patient
and staff population.®' Knowledge of these key concepts constitutes a foundation
for the ASBH professional certification for ethics consultants that was initiated
in 2017.92 The discussion on professionalization has occurred for a long time,%
including the following considerations: about requiring a code of ethics;* about
professional qualifications needed;® about competencies and empirically driven
standards, such as charting and documentation;*® about credentialing require-
ments including the quality of ethics consultants, including prior training;®” about
certification processes including examinations;®® and about formal accreditation
of ethics consultants.®

In addition to core skills and core knowledge areas, there are basic attributes,
attitudes, and behaviors that are required for ethics consultants. These terms are
used to replace the language of character that appeared in the first edition of the
ASBH Core Competencies.”” However, these traits cannot be divided into basic
and advanced. An example is that personal integrity should infuse the work of an
ethics consultant.”!

The discussion here has considered two characteristics of ethics consultation ser-
vices, stewardship and decision-making processes. The third characteristic of ethics
consultation services deals with best practices. The focus on best practices high-
lights quality outcomes.” Here, a connection is drawn between standards and qual-
ity. The basic point is that best practices can lead to improved quality.”® Here, best
practices are based on data from comprehensive research with clearly documented
outcomes, adopting an evidence-based approach. When best practices result from
data, they can be used to measure and increase quality by improving performance
related to the identified standards. When this occurs, measures for best practices
relate to quality improvement. That is, benchmarking enables an organization to
measure or compare its performance against recognized best practices.”

In other words, best practices can be adopted as benchmarks in the sense of
identifying standards of quality. Hence, the accomplishments of continuous qual-
ity improvement in healthcare generally, and more specifically in ethics consulta-
tion, are based upon objective and comprehensive research about evidence-based
practice.” That focus is emphasized by the ASBH, explaining that its “ultimate
commitment . . . is to improve and maintain the quality of HCEC” (referring to
healthcare ethics consultation).”®

To summarize, there are three characteristics of ethics consultation services: the
need for stewardship of organizational resources, the focus on decision-making
processes that adopts the ethics facilitation approach, and the emphasis on best
practices for quality outcomes. It is important to emphasize that these distinguish-
ing characteristics of clinical ethics in ethics consultation services are aligned
with the ethics paradigm (presented in Chapter 1), as follows.

First, in ethics consultations the need for stewardship of organizational resources
lies behind the legal exhortation to create ethics committee services. The legal
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determination in the landmark case of Karen Ann Quinlan urged hospitals to stew-
ard their resources, rather than relying on the courts, to resolve end-of-life treat-
ment dilemmas. As a result, the Joint Commission mandated that hospitals should
establish an organizational resource (such as an ethics committee) to undertake
this role of ethics consultation as a basic standard of accreditation. This need for
organizational stewardship reflects the foundation component of the ethics para-
digm. Second, in ethics consultations the focus on decision-making processes led
the ASBH to adopt an ethics facilitation approach. This focus on decision-making
reflects the process component of the ethics paradigm. Third, in ethics consulta-
tions the emphasis on best practices reflects the commitment of the ASBH to
improve quality outcomes. This emphasis reflects the practice component of the
ethics paradigm. Finally, these characteristics of ethics consultation services that
align with the ethics paradigm help clinical ethics to address the deficit of public
trust in healthcare organizations, both public and private. The design of the ethics
paradigm in Chapter 1 was presented in the context of addressing the loss of pub-
lic trust. The widespread use of ethics consultation services nurtures the public’s
confidence in clinical ethics. This typically occurs at the end of life when patients
and families encounter traumatic dilemmas. Another impressive testimony to
public trust in ethics consultation services is the continuing requirement of them
by the Joint Commission as a crucial standard of hospital accreditation. As the
ethics paradigm is adopted throughout this book, each applied topic sheds light on
renewing and nurturing public trust in healthcare organizations.

Organizational ethics

These three characteristics of clinical ethics (stewardship, decision-making, best
practices) that are aligned with the ethics paradigm also pertain to organizational
ethics in healthcare. Because the delivery of healthcare today involves a con-
nection between of clinical and organizational issues, these distinct realms are
increasingly perceived as being closely related. Recognizing these overlapping
fields, the ASBH combined clinical ethics and organizational ethics in its revised
edition of the Core Competencies for Healthcare Ethics Consultation.”’ Reflect-
ing this close affinity, ethics committees often support both fields in a variety of
models, such as the following: expanding the role of the clinical ethics committee
to include organizational ethics issues; creating a distinct organizational ethics
committee to address business, financial and other corporate ethics issues; or hav-
ing a single ethics committee with an expanded mission to include both clinical
ethics and organizational ethics subgroups.’® This combination bolsters the ratio-
nale in this study for recognizing the affinity between organizational ethics and
the more established field of clinical ethics.

Despite this connection between these fields, it remains useful to discuss orga-
nizational ethics as a distinctive area of expertise. Retaining an organizational per-
spective enables ethics discourse to address specific challenges that occur in the
institutional environment of healthcare delivery. In other words, organizational
ethics addresses value related issues linked with the institution in the broadest
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sense, including its business, management, corporate, and compliance interests.
This broad view of organizational ethics in healthcare includes the institution’s
values and policies, the allocation of resources, the behavior of its personnel, and
the services to its communities and constituencies.

This distinctive approach to organizational ethics recognizes these overlap-
ping issues while acknowledging the wisdom accrued in clinical ethics. Typi-
cally, discussions of organizational ethics in the realm of business emphasize the
role of stakeholders, referred to as stakeholder theory. Developed originally by
R. Edward Freeman, stakeholder theory recognizes a variety of roles and values
of individuals with a moral stake in an organization to present a way for resolv-
ing business and corporate conflicts.” However, the approach to organizational
ethics in healthcare that is adopted in this analysis includes but is broader than
stakeholder theory.

To understand this broader approach to organizational ethics, it is helpful to
refer again to the ethics paradigm. The authors of this study developed the ethics
paradigm as an organizational ethics project, while recognizing and adopting the
characteristics of clinical ethics (stewardship, decision-making, best practices). A
brief word on the development of the ethics paradigm can enlighten the signifi-
cance of organizational ethics here.

The development of the ethics paradigm involved extensive consultation by
the authors.®® The project involved major sectors in healthcare across the USA.
A wide range of leaders were consulted (representing a diversity of geographical
locations and market profiles) to measure interest in organizational ethics and to
clarify common themes that should shape an ethics paradigm. There were sev-
eral phases in the consultation project via telephone conference calls and face-
to-face interviews: undertaking telephone interviews with a number of nationally
respected leaders in healthcare to inquire about their understanding of the need
for an ethics paradigm in healthcare;®! preparing an early draft of the paradigm
that was sent to another group of leaders in healthcare subsequently interviewed
by telephone;®? and sending a revised draft of the paradigm to another group who
then met with the authors for a roundtable discussion to finalize its format.®

This historical background sheds light on how the terms in the ethics paradigm
adopt predominantly organizational language. The three basic features of ethics in
the paradigm (who we are, how we function, what we do) generate its three guid-
ing components. The foundation component (reflecting the leitmotif who we are)
operates within the context of engaging the healthcare environment. The process
component (reflecting the leitmotif how we function) operates within the context
of undertaking organizational oversight. The practice component (reflecting the
leitmotif what we do) operates within the context of fostering organizational cul-
ture. The three components engage three related contexts that appear regularly in
the literature on organizations and governance:® the contexts of the healthcare
environment, of organizational oversight, and of organizational culture.

In turn, these components promote leadership that fosters specific outcomes.
That is, the leadership focus on institutional identity (reflecting the leitmotif who
we are) fosters outcomes regarding organizational stewardship of an institution’s
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mission; the leadership focus on corporate accountability (reflecting the leitmotif
how we function) fosters outcomes regarding decision-making via participative
deliberation; and the leadership focus on performance quality (reflecting the leit-
motif what we do) fosters outcomes regarding best practices for standards of con-
duct. A closer look at the components of the ethics paradigm (Table 1.1) clarify
the alignment of organizational ethics.

Foundation component

In the foundation component of the ethics paradigm, the healthcare environment
is the context for promoting leadership regarding organizational identity (reflect-
ing the leitmotif who we are) to discuss outcomes related to stewardship of an
organization’s mission. Here stewardship extends beyond dealing with limited
resources to enhance the integration of personal and institutional integrity across
the organization. This integrity is manifest in its responsibility to nurture what is
received from others for future generations, thereby contributing to sustainabil-
ity.® The institution must nurture what the community has given it to honor the
past and to prepare for the future.3® Stewardship enhances a sense of the health-
care organization’s commitment to the community and thereby increases public
trust in healthcare organizations, including prudent use of resources. When there
are influences upon an organization that compromise its integrity, those influ-
ences can be construed as a form of institutional compromise; and when that
occurs, public trust is undermined.’” Of course, it is important to recognize that a
commitment to integrity is both personal and organizational to avoid compromise
for short-term gain and to nurture trust in the community.®3

Perhaps the most basic challenge of stewardship in healthcare is to continue the
organization’s mission of healing patients and communities. One of the greatest
dangers in healthcare today, as mentioned previously, is to focus so much upon
fiscal demands that an organization’s basic mission of care can be compromised.
An unbalanced focus on these fiscal demands can force the organization’s mar-
gin against its mission. Of course, resource management and fiscal responsibility
are crucial for every organization, but they should serve the organization’s core
purpose. Unfortunately, organizations can mistakenly pursue a reductive under-
standing of corporate responsibility. That mistake can occur by focusing only on
finances and resources (margin) in a manner that can ultimately undermine the

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of

deliberation conduct
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main goal of healthcare, healing patients and communities (mission). In contrast,
the foundation component of the ethics paradigm encourages corporate morality
to focus upon social responsibility from the perspective of stewardship that sup-
ports the mission of the institution.®

Process component

In the process component of the ethics paradigm, organizational oversight in health-
care is the context for promoting leadership regarding accountability (reflecting the
leitmotif how we function) to discuss outcomes related to decision-making via par-
ticipative deliberation. The importance of participative decision-making is widely
recognized as indispensable in ethics. Standard steps in the decision-making pro-
cess in clinical ethics can be readily adopted in organizational ethics, as follows.*
The decision-making process emphasizes two related parts: the identification of a
specific problem and the resolution of the problem.’! Of course, the various steps
of this process can vary depending on circumstances, so flexibility is necessary.

The identification of the problem starts with three steps. To begin, there is a
recognition of the problem that includes the following: involve all the appropriate
stakeholders; compile and record the appropriate data; specify the relevant aspects
of the ethical dilemma regarding related values. Also, there is the description of
the problem: indicate what characterizes the problem; clarify the goals that are
involved; identify the basic ethical conflict. Furthermore, indicate the cause and
effect relations in the problem: explain why the problem exists; distinguish the
root cause from the symptoms of the problem; summarize the basic ethical issue.

Next, the process of ethical resolution involves another three steps. To begin,
there is the clarification of realistic options, which includes the following: cre-
ate a positive milieu for an ethical resolution to emerge; explore options that are
available; investigate the ethical legitimacy of the main options. Also, there is the
determination of the best ethical solution to the problem: eliminate the least likely
options; weigh the viable options regarding the goals being pursued; make a ratio-
nal and objective ethical decision. Furthermore, there is the implementation of
the decision, including a subsequent evaluation: communicate the decision as the
best ethical option in terms of risks, benefits, costs, and workability; take action to
implement the decision (considering who, what, when, and how); have a quality
improvement assessment of the decision-making process.

In other words, the participative decision-making process seeks to identify the
relevant problem and to resolve it. This process of moral decision-making can
be related to a role for the moral imagination. That is, the moral imagination can
facilitate a broad awareness of complex circumstances (especially the values and
narratives involved), an appreciation of the relevant ethical conflicts, and a sense
of how to devise ethically acceptable solutions or alternatives.”> When faced with
complicated situations, the moral imagination can provide a capacity to intel-
lectually grasp and ethically reason in a comprehensive manner, often involving
religious perspectives or beliefs.”> The process component of the ethics paradigm
entails sophisticated decision making steps.
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Practice component

In the practice component of the ethics paradigm, organizational culture is the
context for promoting leadership regarding quality (reflecting the leitmotif what
we do) to discuss outcomes related to best practices for standards of conduct. This
component deals with behavior across the organization to improve the quality of
healthcare, such as indicated in reports from the Institute of Medicine.’* This prac-
tice component focuses upon behavior in a manner that develops organizational
performance with objective measures of progress.®> The practice component of the
ethics paradigm functions in an integrative manner with its foundation and process
components. The practice component implements the organization’s deliberative
processes (such as occurs with strategic planning),’® and its stewardship of the
organization’s mission (such as occurs with building the public’s trust).”’

Together, the three components of the ethics paradigm provide a moral com-
pass for the institutional integrity of healthcare organizations. This occurs by con-
necting who we are (the foundation component), fow we function (the process
component), and what we do (the practice component). Furthermore, the cohe-
sive rapport between these components helps to establish a fine balance between
margin and mission, thereby contributing to the renewal of public confidence in
healthcare.

Conclusion

The need for and importance of organizational ethics in healthcare is supported
robustly in other landmark studies on corporate morality. For example, a report by
The Institute of Business Ethics in the United Kingdom, titled Does Business Eth-
ics Pay,’® adopted several measures of performance over a five-year period. The
study concluded that when large corporations demonstrate a practical commit-
ment to ethical conduct they improved financial performance in the long term.”
Also, an influential study using five measures of performance (innovation, cus-
tomer retention, turnover, quality, and profitability) provided evidence of a posi-
tive correlation between companies that try to be ethical and the organization’s
performance. That study explained that companies perceived as trustworthy with
institutional integrity perform better with higher profits than companies perceived
to be less ethical.!®® The importance of virtuous organizations is well recognized
for moving institutions from crisis to exemplary leadership, and is discussed in
the final chapter of this book.!!

This chapter has presented a theoretical discussion of how the established fields
of clinical ethics and organizational ethics can be aligned with the ethics paradigm
as a framework for an applied ethical analysis. The consistency pertains to the
focus of the framework on stewardship, ethics decision-making, and best prac-
tices. The consistency of ethics discourse in this alignment also can be shown to
pertain to professional ethics, as discussed in the next chapter. Throughout this
study, the alignment between these various fields is emphasized to later apply the
ethics paradigm to governance ethics in healthcare organizations.
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3 Professional ethics

Introduction

The previous two chapters explained how the ethics paradigm provides a frame-
work for applied analysis to foster consistency of ethics discourse across the
established fields of clinical ethics and organizational ethics in healthcare. This
chapter continues the theoretical discussion to apply the ethics paradigm to pro-
fessional ethics. The purpose of engaging the ethics paradigm with these estab-
lished fields is to later apply it to governance ethics as an emerging field in
healthcare.

At the outset of this discussion it is helpful to describe professional ethics. The
previous chapter offered extensive explanations of clinical ethics and organiza-
tional ethics. Briefly these fields can be described in this manner. Clinical eth-
ics deals with values, reasoning, and responsibilities regarding treatment issues
related to patients and medical providers. Organizational ethics deals with values,
reasoning, and responsibilities regarding corporate issues related to institutions.
Professional ethics deals with values, reasoning and responsibilities regarding
professionals (e.g., nurses, physicians, social workers) with specialized practices
and typically with accompanying codes of conduct.

There is a need for consistency of discourse in professional ethics because of
the extensive array of topics and approaches in this large field. In general, profes-
sional ethics explores the implications of professional relations in society.! Typi-
cally, discussions deal with this topic either directly or implicitly by considering
the role of ethics in various fields. These discussions engage on a broad perspec-
tive across the professions,? or within a specific profession, including behavior
analysts,? biotechnology,* business,> computing and information technology,®
education and teaching,” engineering and technology,® forensic science,” law and
criminal justice,!” media and journalism,'' pastors,!? police,'* public relations,'
public service," social work,'® and sports.!” Moreover, there is an abundance
of literature on professional ethics regarding the health professions generally,'®
and more narrowly addressing addiction care,' anesthesiology,?® dentistry,?!
family therapy,?? health information management,?® mental health and counsel-
ing,>* midwifery,?® nursing,?® pharmaceuticals,?” pharmacy,?® physical therapy,?’
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physicians,* physicians’ assistants,’! and public health.3? Not surprisingly, a con-
cern for professional ethics has generated an abundance of codes of ethics in the
various helping professions,** including bioethicists,* family counselors,* phy-
sicians, psychologists,’” nurses,?® social workers.?* Furthermore, there is exten-
sive literature on health management that is discussed later in this chapter.

From the long list of references in the previous paragraph, it is apparent that
there is an extraordinary range of issues in professional ethics. When faced with
such a vast array of topics and approaches, it is daunting to traverse such an
expansive terrain. Here, the ethics paradigm can be helpful to seek consistency
across the myriad topics discussed in professional ethics.

The ethics paradigm revolves around the leitmotif of who we are, how we
function, and what we do. These basic features of ethics are indispensable for
encouraging leadership regarding identity, accountability, and quality, each pro-
moting the following outcomes. The focus on identity (who we are) promotes the
outcome of organizational stewardship of an institution’s mission. The focus on
accountability (how we function) promotes the outcome of decision-making via
participative deliberation. The focus on quality (what we do) promotes the out-
come of best practices for standards of conduct.

The previous chapter emphasized stewardship, decision-making, and best prac-
tices as aspects of clinical ethics and organizational ethics to explain their align-
ment with the ethics paradigm. This chapter’s discussion of professional ethics
focuses on the leadership concepts of identity, accountability, and quality insofar
as they promote the outcomes of stewardship, decision-making, best practices.
These three concepts of identity, accountability, and quality in the ethics para-
digm provide a framework for applied analysis to foster consistency of ethics
discourse in professional ethics. This quest for consistency occurs by using the
three concepts to organize the varied topics that arise in the materials discussed.
The following discussion engages many well-known approaches as representative
of the diverse issues in professional ethics. The ethics paradigm (Table 1.1) guides
the discussion.

Naturally, governance ethics relates to the professional work of health execu-
tives and health management. Hence, it can be helpful to explain how the ethics
paradigm is consistent with discourse in these areas.

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of

deliberation conduct
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Code of Ethics of the American College of Healthcare
Executives

To begin the conversation on professional ethics in healthcare, it can be enlighten-
ing to consider the Code of Ethics of the American College of Healthcare Execu-
tives (ACHE).*’ The code of ethics delineates the responsibilities of healthcare
executives to its constituencies: to the profession of healthcare management (Sec-
tion I); to patients or others served (Section II); to the organization (Section III);
to employees (Section IV); to community and society (Section V). In addition
to these sections there is an introductory Preamble. In each of these sections,
the various items that are delineated lead to a considerable list of requirements.
Moreover, these items recur in various ways in the ACHE’s policies, including
the following: the ACHE’s policy statements such as on responsibility to the com-
munity or ensuring quality and patient safety;*! the ACHE’s ethical policy state-
ments such as on protecting confidentiality or creating an ethical culture;*> and
the ACHE commitment to social responsibility, such as on public protection or
advocating for diversity.*

The concepts of identity, accountability, and quality in the ethics paradigm can
provide a framework for applied analysis to organize the recurring themes in the
ACHE code as being characteristic of professional ethics. These concepts are
discussed briefly in the next section, with references to the various sections of
the ACHE’s code of ethics. First, the concept of identity in the ethics paradigm
highlights the leitmotif of who we are, promoting the outcome of stewardship of
an organization’s mission. This concept of identity is evident in the focus of the
code of ethics upon the mission of the ACHE as an organization (Section I). This
focus emphasizes the importance of allocating limited resources as a function of
organizational stewardship while respecting patient customs and practices con-
sistent with the organization’s philosophy (Section III). However, stewardship
extends beyond financial constraints to include the organization’s mission. Hence,
respecting organizational identity requires the following: being truthful regarding
information and communication; fostering a healthcare environment as free from
harassment or coercion; and addressing mistakes effectively to minimize their
recurrence (Sections III and IV).

Second, the concept of accountability in the ethics paradigm highlights the
leitmotif of how we function, promoting the outcome of decision-making via par-
ticipative deliberation. This concept of accountability is evident in the focus of
the code of ethics upon cooperative activities that establish procedures to uphold
patient autonomy, rights, confidentiality, and privacy (Sections II and III). These
cooperative activities should support mechanisms for enlightened decisions about
services, for sound management decisions that engage employee expertise, for
addressing issues in clinical and organizational ethics, and for participative delib-
eration in public policy (Sections III, IV, and V). This concept of accountability
highlights the scope and function of the ACHE ethics committee (appointed by
the board of directors) to review and evaluate the code of ethics, recommend
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action by the board including suspension or expulsion, and develop policy state-
ments and guidelines for ethical conduct.** Emphasizing organizational oversight
nurtures a context where there is accountability through regulatory compliance
with processes to resolve conflicts of interest and avoid abuse of power (Sec-
tions I and II).

Third, the concept of quality in the ethics paradigm highlights the leitmotif of
what we do, promoting the outcome of best practices for standards of conduct.
This concept of quality is evident in the focus of the code of ethics upon standards
of conduct of ethical behavior in professional relationships (Preamble). These
standards advance professional activities with honesty, respect, and fairness.
These activities should support the quality of care or service rendered through
evidence-based clinical practices and sound management standards and busi-
ness practices that avoid fraud and abuse and report negative activities promptly
(Sections II and III). Highlighting quality across the organization develops an
organizational culture that combines the following: protecting the reputation of
management as a profession through ethical conduct; celebrating inclusivity to
avoid discrimination; and respecting the needs of the community in healthcare
services for all (Sections I, IV, and V).

In sum, the concepts of identity, accountability, and quality in the ethics par-
adigm provides a framework for applied analysis to organize multiple require-
ments in the ACHE code of ethics as being characteristic of professional ethics.
The ethics paradigm is designed to have an impact on public trust and confidence
in healthcare organizations. Similarly, the ACHE’s code of ethics is designed to
build trust and confidence regarding healthcare professionals with the public (Pre-
amble). This impact reflects the organization’s mission that healthcare executives
are dedicated to improving the health of communities served and to fostering
excellence in the organization’s vision for healthcare management.* Insofar as
this commitment is reflected in the ACHE’s strategic plan to respond to the rap-
idly changing healthcare environment,* the ACHE’s concern with public trust
and confidence in healthcare organizations is robust. That is, the ethics paradigm
highlights the ACHE’s commitment to public trust and confidence.

Identity, accountability, and quality in healthcare
management ethics

A way of illustrating the significance of the ethics paradigm for professional eth-
ics in healthcare management is to focus individually on each of the three con-
cepts of identity, accountability, and quality. This consideration of each concept
individually occurs in relation to several influential books on ethics in healthcare
management, as follows: Ethics and Professionalism for Healthcare Managers;*
Ethics and Management Dilemmas in Healthcare;*® Managerial Ethics in Health-
care;® Ethics in Health Administration: A Practical Approach for Decision Mak-
ers;’0 and Ethics in Health Services Management.!

First, the concept of identity that highlights who we are in the ethics paradigm
is evident in the book Ethics and Professionalism for Healthcare Managers. The
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concept of identity can help to clarify the discussion of the profession of health-
care management, professionalism, and stewardship of fiduciary duties regarding
the mission of an organization. This concept of identity is evident in the other
books, as follows: in Ethics and Management Dilemmas in Healthcare, in the
discussion of the importance of the stewardship and mission of the healthcare
organization; in Managerial Ethics in Healthcare, in the discussion of organiza-
tions as moral agents (related to stakeholder theory and the tension between mis-
sion and margin in organizations); in Ethics in Health Administration: A Practical
Approach for Decision Makers, in the emphasis upon stewardship and mission in
the section on organizational influences on ethics; and in Ethics in Health Ser-
vices Management, in the focus upon the organization’s mission as crucial for
establishing integrity.

Second, the concept of accountability that highlights how we function in the
ethics paradigm is evident in Ethics and Professionalism for Healthcare Managers
where the book discusses ethical decision-making and interactions in healthcare
organizations. This concept of accountability is evident in the other books, as fol-
lows: in Ethics and Management Dilemmas in Healthcare, in the need for ethical
decision-making processes to have a consistent approach to the many challenges
faced by healthcare managers; in Managerial Ethics in Healthcare, in the general
discussion of moral decision-making throughout the book, and more specifically
in encouraging organizations to foster deliberative processes in public policy; in
Ethics in Health Administration: A Practical Approach for Decision Makers, in
the discussion of ethical decision-making not only in consent but also by decision
makers across the organization; and in Ethics in Health Services Management, in
placing corporate decision-making at the center of the book’s discussion of topics.

Third, the concept of quality that highlights what we do in the ethics paradigm
is evident in Ethics and Professionalism for Healthcare Managers when consider-
ing specific issues regarding behavior and conduct to indicate best practices for
standards of conduct. This concept of quality is evident in the other books, as fol-
lows: in Ethics and Management Dilemmas in Healthcare, in the discussion of the
conduct and behavior of healthcare managers; in Managerial Ethics in Health-
care, in the discussion of on quality improvement and the need for best prac-
tices in the organization to foster an organizational culture that encourages ethical
behavior; in Ethics in Health Administration: A Practical Approach for Decision
Makers, in the need for standards of conduct in administrative practices; and in
Ethics in Health Services Management, in highlighting the need for standards of
conduct to guide a variety of ethical issues.

Furthermore, in addition to ethics in healthcare management, the related fields
of organizational ethics and business ethics can illustrate the significance of the
ethics paradigm. Three influential books are discussed: Organizational Ethics,>
Organizational Ethics in Health Care® and Business & Professional Ethics.>*
Again, the concepts of identity, accountability, and quality in the ethics paradigm
can help to organize the multiple topics discussed in each book.

The concept of identity is evident in the books as follows: in Organizational Eth-
ics, in the discussion of mission and servant leadership that profoundly impacts the
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organization’s identity; in Organizational Ethics in Health Care, in the discussion
of adopting a stakeholder theory approach related to the mission of the organiza-
tion; and in Business & Professional Ethics, in the discussion of the reputation and
credibility of organizations.

The concept of accountability is evident in the books, as follows: in Organi-
zational Ethics, in the discussion of deliberative processes of ethical decision-
making; in Organizational Ethics in Health Care, in the discussion of approaches
to moral reasoning via participative deliberation; and in Business & Professional
Ethics, in the discussion of ethical decision-making to resolve practical dilemmas.

The concept of quality is evident in the books, as follows: in Organizational
Ethics, in the discussion of performance related concerns and of ethical practices
that shape ethical culture such as in marketing, finance, accounting, and human
resources; in Organizational Ethics in Health Care, in the discussion of discusses
quality improvement programs; and in Business & Professional Ethics, in the dis-
cussion of accounting in the public interest and managing ethical risks.

Finally, there is a prestigious collection of essays on healthcare management
that underscores the significance of the ethics paradigm. This collection of essays
is from the “Healthcare Management Ethics” column in the magazine Healthcare
Executive. The collection of essays is titled “Managing Healthcare Ethically.”
The collection is divided into four sections: organizational ethical leadership,
organizational ethics issues, clinical ethics issues, and an organization’s ethics
resources. Most of the essays deal with practical topics. Again, the concepts of
identity, accountability, and quality in the ethics paradigm can help to organize
the multiple topics discussed in this collection, as follows. The concept of identity
that focuses on mission is evident in the collection’s insistence that an organi-
zation’s mission, vision, and value statements require conviction and action and
not mere rhetoric. The concept of accountability is evident in the collection’s
insistence on the need for a systematic process of ethics reflection. The concept of
quality is evident in the central focus of the collection on quality. The collection
emphasizes that to achieve quality care there needs to be a strong commitment to
fostering a leadership-driven culture that supports ethical actions and best prac-
tices across the organization.

In these books, some topics indicate the importance of the concept of identity
in professional ethics, reflecting the focus on who we are in the ethics paradigm;
other topics indicate the importance of the concept of accountability in profes-
sional ethics, reflecting the focus on Zow we function in the ethics paradigm; and
yet other topics indicate the importance of the concept of quality in professional
ethics, reflecting the focus on what we do in the ethics paradigm.

Identity, accountability, and quality in professional ethics

Another way of illustrating the significance of the ethics paradigm for profes-
sional ethics is to consider a variety of approaches to professional ethics. Again,
the concepts of identity, accountability, and quality in the ethics paradigm can
help to organize the multiple topics that are presented. This consideration of each
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concept occurs in relation to several influential books, as follows: The Elements of
Ethics for Professionals, Ethical Dimensions in the Health Professions, Ethics for
Health Professionals, The Helping Professional s Guide to Ethics, Nursing Ethics
and Professional Responsibility, and Public Value and Public Administration.>®

First, the concept of identity that highlights who we are in the ethics paradigm
is evident in The Elements of Ethics for Professionals that emphasizes integrity
to nurture professionalism through respect of diversity, honoring who we are.
In the Ethical Dimensions in the Health Professions, the concept of identity is
evident in the discussion of professional life to focus upon personal integrity as
indispensable for being competent professionally and to highlight the centrality of
moral agency that pertains to all approaches to ethics. Also, in Ethics for Health
Professionals, the concept of identity is evident in the professional’s concentra-
tion upon the patient as top priority at the heart of healthcare. And in The Helping
Professional’s Guide to Ethics the concept of identity is evident in the explanation
of professional ideals to highlight who we are in professional life. Furthermore,
the concept of identity is evident in Nursing Ethics and Professional Responsibil-
ity. Here nursing as a profession is explained in terms of the nurse-patient rela-
tionship whereby professional responsibility must provide service to individuals
and communities as a basic expression of who professionals are. Finally, in the
book Public Value and Public Administration, the concept of identity is evident in
the emphasis on what kind of society can be identified and built by public value
governance as a multisector approach.

Second, the concept of accountability that highlights how we function in the
ethics paradigm is evident in this book on Public Value and Public Administra-
tion. The book underscores the contribution of dialogue to develop pathways for
mutual efforts of persuasion, thereby building deliberative capacity to create pub-
lic value. In addition, the concept of accountability is evident in the decision-
making model that is adopted in Ethics for Health Care Professionals, and in the
deliberative processes for making ethical decisions in The Elements of Ethics that
requires prudence for sound judgement. Also, the concept of accountability is evi-
dent in Ethical Dimensions in the Health Professions. Here, a multi-step process
of ethical decision-making is explained in section one and applied in sections two
and three to elucidate deliberative processes on professional roles (e.g., student
scenarios, organizational dilemmas, team decisions). Furthermore, the concept
of accountability is evident in The Helping Professional's Guide to Ethics where
the majority of chapters engage the importance of ethical decision-making for
patient care.

Third, the concept of quality that highlights what we do in the ethics paradigm
is evident in Ethics for Health Professionals. This book highlights the need for
best practices in organizational conduct regarding vulnerable populations (e.g.,
minors, elderly), the workplace (e.g., regarding the Health Insurance Portabil-
ity and Accountability Act—HIPAA), the medical record (e.g., Joint Commission
requirements), liability issues (e.g., liability insurance), life and death issues (e.g.,
advance directives), and emerging controversial issues (e.g., stem cell research).
Likewise, the concept of quality is evident in The Helping Professional s Guide to
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Ethics that discusses the need for standards of conduct when engaging practical
issues such as substance abuse. Similarly, an emphasis on the concept of quality
is evident in the more general book, The Elements of Ethics for Professionals.
Here, most of the chapters discuss excellence in advancing standards of conduct
to ensure that professionals act prudently. This means that professionals must
show respect and compassion by acting in a beneficent manner, avoiding harm or
abuse and supporting social justice. Furthermore, the concept of quality is evident
in Nursing Ethics and Professional Responsibility. The latter half of the book dis-
cusses best practices in advanced practice specialty areas. These areas deal with
neonates, children and adolescents, women'’s health, adult-gerontological health,
psychiatric and mental health, the anesthesia and perioperative period, palliative
care and end-of-life care. Finally, the concept of quality is evident in the book
Public Value and Public Administration, where measurement and assessment
encourage best practices for standards of conduct.

In sum, the concepts of identity, accountability, and quality in the ethics para-
digm provide a framework to organize the disparate issues that arise in various
approaches to professional ethics.

Conclusion

This chapter concludes the theoretical perspective of the book. The discussion
has considered how the ethics paradigm provides a framework for applied analy-
sis to foster consistency of ethics discourse in clinical ethics, organizational eth-
ics, and professional ethics. The ethics paradigm facilitates a uniform way of
enlightening these established fields in a coherent manner that does not require
formal ethics training or expertise. The robust framework of the ethics paradigm
is now applied to the emerging field of governance ethics. The subsequent chap-
ters present an applied perspective by addressing crucial ethical challenges for
boards of directors in healthcare organizations. The book ends with a brief con-
cluding chapter on how this approach to governance ethics can foster virtuous
organizations in healthcare. Discourse on virtue ethics explains that individuals
can become virtuous by connecting moral character, practical wisdom, and laud-
able actions. Similarly, the ethics paradigm enables an organization to become
virtuous by connecting moral character (via the concept of identity, who we are),
practical wisdom (via the concept of accountability, how we function), and action
(via the concept of quality, what we do).
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4 Governance structure

Introduction

The theoretical perspective in the previous chapters presented the ethics para-
digm that is used as a guide for governance ethics in the subsequent chapters. The
discussion now pursues an applied perspective by considering pivotal topics to
encourage greater board accountability in healthcare organizations.

There is a growing awareness among boards and CEOs of nonprofit health-
care systems of the need for a consistent approach to governance ethics.
The complexity of contemporary healthcare presents intricate dilemmas that
increasingly require effective governance. The treatment of applied topics here
will help boards to function not merely adequately but superbly in their ethical
oversight.

The analysis engages several landmark reports by one of the co-authors of this
book that have shaped discourse on governance effectiveness. These reports rep-
resent unprecedented access to boards and CEOs in healthcare nationally. One
report, discussed in this chapter on governance structure and in a later chapter on
patient safety, is based on access to 14 of the largest 15 nonprofit health systems in
the United States. That report is referred to as the Governance Structure Report.!
Another report is discussed in the chapter on community benefit, referred to as
the Community Health Systems Report.> Other reports are discussed in the chapter
on community health, one referred to as the Community Health Report,’ the other
referred to as the Leadership Report.*

Each of the following chapters begins with an explanation of the need for the
pivotal topic under consideration, such as the governance structure of boards in
this chapter. Then the concepts of identity, accountability, and quality provide
a framework for the applied analysis. These concepts represent the foundation
component (reflecting who we are), the process component (reflecting how we
function), and the practice component (reflecting what we do) of the ethics para-
digm (Table 1.1).

In the analysis, the concepts of the ethics paradigm organize core features of
effective governance from these landmark reports and the scholarly literature.
The purpose is to highlight hallmarks of governance ethics that denote associated
moral imperatives. Because the hallmarks represent necessary moral attributes
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Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of
deliberation conduct

of governance ethics, they entail an obligation to be adopted by boards. In turn,
the associated moral imperatives represent necessary endeavors to foster the hall-
marks under consideration. The ethics paradigm organizes multiple topics on
board oversight of governance structure, as follows.

First, the foundation component of the ethics paradigm deals with the identity
of an organization, reflecting the leitmotif who we are, thereby highlighting board
competence and board role as hallmarks of governance ethics. In turn, these hall-
marks denote associated moral imperatives: board competence denotes a moral
imperative regarding oversight of term limits and board composition; and board
role denotes a moral imperative concerning oversight of defined responsibilities
and board effectiveness.

Second, the process component of the ethics paradigm addresses the account-
ability of the organization, reflecting the leitmotif how we function, thereby high-
lighting board evaluation and succession planning as hallmarks of governance.
In turn, these hallmarks denote associated moral imperatives: board evaluation
denotes a moral imperative regarding oversight of fair evaluation processes; and
succession planning denotes a moral imperative concerning oversight of system
planning and continuous updating.

Third, the practice component of the ethics paradigm engages quality in an
organization, reflecting the leitmotif what we do, thereby highlighting leadership
collaboration and system-wide strategy as hallmarks of governance ethics. In
turn, these hallmarks denote associated moral imperatives: leadership collabora-
tion denotes a moral imperative regarding oversight of working relationships;
and system-wide strategy denotes a moral imperative concerning oversight of
transformational change and strategic planning. Before considering these hall-
marks of governance ethics, it is helpful to explain the need for oversight of
board structure.

Need for oversight of board structure

The governance structure of boards of directors is crucial for effective trustee over-
sight. Hence, the applied discussion in the book begins with this pivotal topic to
prepare the groundwork for other such topics on governance ethics in the applied
chapters.® At the heart of the discussion of board accountability in governance
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ethics is the need for continuous evaluation and evidence-based improvements.®
Without a properly designed governance structure, boards will be ineffective and
thereby compromise their accountability.

It is worth noting at the outset that the ethics paradigm aligns well with a major
report by the Panel on the Independent Sector.” The panel’s recommendations con-
centrated upon several issues that are significant for the analysis in this chapter.
The panel’s discussion of board commitment is akin to the foundation component
in the ethics paradigm that deals with stewardship, focusing on organizational
identity. The panel’s interest in the relation between healthcare organizations and
their communities is akin to the process component in the ethics paradigm con-
cerning decision-making, focusing on organizational accountability. Finally, the
panel’s interest in practice standards is akin to the practice component in the eth-
ics paradigm related to best practices, focusing on organizational quality. The
applied analysis begins with discussing hallmarks of governance ethics connected
with the foundation component of the ethics paradigm.

Context of foundation-related governance
ethics hallmarks

The concept of identity in the ethics paradigm (reflecting who we are) emphasizes
the importance of organizational stewardship. This focus on identity and steward-
ship is especially pertinent within health systems that combine evidence-based
research with value-promoting practices. Boards need to develop health systems
that integrate research results (such as quality improvement, comparative effec-
tiveness research, or public health standards) with healthcare practices. There are
ongoing deliberations about better integrating medical research and clinical care,
presenting a leadership opportunity for boards. These deliberations reflect a trend
toward health systems, urged by the Institute of Medicine, to improve the devel-
opment and application of evidence in healthcare.® This transformation means
that healthcare systems should steward research and practice to nurture institu-
tional mission in promoting justice in healthcare while effectively addressing the
surrounding environment.’

The complexity of the healthcare environment presents the context for discuss-
ing foundation-related governance ethics hallmarks. Boards must deal with the
healthcare environment as the critical context of their oversight. This environment
demands transformational changes in health systems while preserving core values
to shape their organizations and the future of healthcare.!” These changes impact
the identity and stewardship of health systems as caring organizations. This com-
plex environment is especially pertinent for accountable care organizations tar-
geted by the 2010 Affordable Care Act and its continuing evolution focusing on
patient-centered care.!! An example of this change is the shift from care focused
primarily on individuals to care that is attuned to the health of the community.'?
These transformational changes will require health systems to address the needs
of aging populations, to provide a greater emphasis on preventing illness, and to
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promote the health of the communities served. As a result, organizations increas-
ingly will be concerned with the well-being of their communities rather than
treating healthcare merely as a business transaction, thereby underscoring the
organizational tension between mission and margin.'?

Because of the increasing need for services and the demanding constraints on
resources, healthcare leaders must improve in evidence-based and measurable
ways. Boards must comprehend how the healthcare environment impacts their
communities and influences their duties and responsibilities. The topics discussed
in the following sections continue to be prevalent in the American Hospital Asso-
ciation’s 2019 National Healthcare Governance Survey Report.'*

Within this context of the challenging healthcare environment, the foundation
component of the ethics paradigm focuses on the concept of identity, reflecting
the leitmotif who we are. This concept emphasizes stewardship to enhance an
organization’s mission in healthcare. Here, the ethics paradigm organizes core
features of effective governance from one of the landmark reports mentioned ear-
lier, the Governance Structure Report, to highlight hallmarks of governance eth-
ics and their associated moral imperatives.

The concept of identity focuses on who the board is, thereby highlighting board
competence and board role as hallmarks of governance ethics. In turn, these
hallmarks denote associated moral imperatives: oversight of board competence
denotes a moral imperative regarding oversight of term limits and board com-
position; and oversight of the board role denotes a moral imperative concerning
oversight of defined responsibilities and board effectiveness. These are discussed
in what follows.

Board competence: foundation-related governance
ethics hallmark

Board competence is the first hallmark of governance ethics regarding the foun-
dation component of the ethics paradigm. To situate the significance of this
hallmark, it is worth referring to the Blue Ribbon Panel on Healthcare Gover-
nance. This panel published an historic report on governance to explore ways of
enhancing board effectiveness. The Panel emphasized the increasing interest in
competency-based governance. Specifically, the panel flagged competencies of
individual members and competencies of the board as a team and provided guid-
ance for educational resources in the field."> In a similar manner, the landmark
Governance Structure Report (that guides this chapter) emphasized the impor-
tance of boards insisting on governance design and policies that enable them to
perform their responsibilities. To achieve this, boards also must have indepen-
dence, diversity, and ideally the involvement of clinicians.!¢

The concept of identity in the ethics paradigm highlights board competence as
a governance ethics hallmark by drawing attention to who we are (as a board that
serves a health system). In turn, this hallmark denotes an associated moral impera-
tive regarding oversight of term limits and board composition.
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Moral imperative: board oversight of term limits and
board composition

On the one hand, there should be formal limits on terms served and on the number
of voting members. The number of consecutive terms for board members should
be restricted to encourage the development of expertise and different perspec-
tives.!” Naturally, staggered terms and transition planning are needed to minimize
losing too many experienced members in a short time. Frequently, terms are three
years with a limit of three consecutive terms. In the Governance Structure Report,
79 percent of the large health systems adopted term limits.'® At the same time, the
number of voting members on the board should be restricted to meet the specific
needs of the organization. On this point, the Internal Revenue Service (IRS) has
an interesting perspective. That is, the IRS states that nonprofit boards should
be large enough to represent a sufficiently broad public interest with appropriate
skills and resources, while not being so large as to hinder decision-making."

In the Governance Structure Report, there was 100 percent support regarding
limits on the number of voting members of their boards; the voting terms and vot-
ing members reflected the size of the board.?® A range of 9-17 voting members
for hospital and health system boards was recommended in a 2007 Blue Ribbon
Panel report.?! Most of the system boards (72 percent) in the Governance Struc-
ture Report were in line with the recommendations of this Blue Ribbon Panel,
but some were significantly larger: three of the 14 ranged from 18 to 28 voting
members, with one outlier having 60 voting members. Excluding the outlier, the
median size of these health systems was 15 voting members. In contrast, at that
time there were 12 or fewer voting members in America’s Standard and Poor’s
500 boards.??

On the other hand, board size impacts the composition of the board which
includes its independence, diversity, and engagement with clinicians. The impor-
tance of these for board and organizational performance is well recognized.”
Each of these topics is worth closer scrutiny.

To begin, on independence, the board charter (establishing its independence)
has been identified as a significant factor in good governance in publicly traded
companies for some time.?* To maintain integrity, the critical nature of indepen-
dence requires the board to avoid so-called groupthink that can arise out of mis-
taken allegiance to fellow board members or groups rather than the organization’s
best interests.>> On the issue of board independence, the Governance Structure
Report indicated general agreement that from two-thirds to a majority of board
members should be independent. The report explained that 60 percent of the
members of the system boards were independent board members. However, the
six secular health systems in the study had 82 percent of independent membership
in contrast to 49 percent of independent membership among the faith-based sys-
tems. The faith-based percentage seems to have reflected a substantial proportion
of board members being affiliated with previous or current religious sponsors.2®

Next, on the issue of board diversity, the Governance Structure Report indi-
cated there should be appropriate experience and skills to perform the fiduciary



Governance structure 51

duties effectively. This observation included members with diverse backgrounds
including ethnic, racial, and gender perspectives. Diversity can significantly
improve the ethical reputation of the organization within the community, not least
because a multi-cultural society needs multi-cultural leaders.?” Diversity also can
result in better care insofar as individuals from diverse communities can represent
the beliefs and preferences of those communities. There is an obvious obligation
to narrow the gaps that appears to persist.?® Increasing diversity in leadership is a
core element in a national effort to eliminate healthcare disparities: the other ele-
ments are increasing the collection of race, ethnicity, and language data as well as
increasing cultural competency training.?” The Governance Structure Report doc-
umented the following outcomes: 17 percent of the systems’ board members were
non-Caucasian, with similar proportions in the secular and faith-based systems.>°
The proportion of women on boards of the faith-based systems was 40 percent,
with only 21 percent of women serving on the boards of the secular systems.?!

Furthermore, the Governance Structure Report emphasized the significance of
clinician engagement by the board. The participation of physician leaders is as
an effective executive and governance practice with approximately 20 percent
of hospital and health system boards being physicians.’? As physicians serve on
boards, it is important to note the need for ethical scrutiny of potential conflicts
of interest that unfortunately characterize the medical profession internationally.?3
The role of clinicians in healthcare governance is widely accepted.* This role
help proactively align hospitals and community physicians in long-term partner-
ships; these partnerships can cultivate an ethical culture of relationship building
to improve patient care and outcomes. >

Also, clinician engagement should include nurses. For example, a critical report
of the Institute of Medicine encourages the engagement of nurses on healthcare
boards.3® There is a growing realization of the need to increase the professional
representation of nurses on boards, especially given the focus by boards on clinical
issues like quality care and patient safety.” At the time of the Governance Struc-
ture Report, national studies indicated that nurses comprised only about 6 percent
of nonprofit hospital and community health system boards.*® In this report, 14 per-
cent of the board members were physicians, and 6 percent of the board members
were nurses. However, on the secular boards, physicians comprised 18 percent
of the board compared to 11 percent of faith-based boards, whereas nurses com-
prised 9 percent of faith-based boards compared to 2 percent of the secular boards.
Thirteen percent of the CEOs and boards in this study group indicated that their
board composition was about right, whereas 28 percent indicated that more clinical
expertise would be beneficial. Subsequent studies have indicated that the propor-
tion of nurses as voting board members has ranged from 2 to 6 percent.*

Board role: foundation-related governance
ethics hallmark

Board role is the second hallmark of governance ethics regarding the founda-
tion component of the ethics paradigm. The concept of identity (with its focus on
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stewardship) in the ethics paradigm highlights board role as a governance ethics
hallmark by drawing attention to who we are (as a board that serves a health
system). In turn, this hallmark denotes an associated moral imperative regarding
board oversight of defined responsibilities and board effectiveness.*’ The topics
discussed here are consistent with recent national surveys.*!

Moral imperative: board oversight of defined responsibilities and
board effectiveness

On the one hand, defined responsibilities are indispensable for efficient gover-
nance. The governance functions of nonprofit boards of hospitals and health sys-
tems are widely documented and accepted.*? There remains considerable concern
about board effectiveness in performing these functions.** To bolster effective
governance, there is general recognition that boards need to be proactive,* well
organized and engaged,* with a clearly delineated committee design.*® In the
Governance Structure Report, significant consistency in board roles emerged: all
the systems’ boards should have clearly defined responsibilities described in a
written document (e.g., in a bylaws provision or a policy statement), formally
adopted by the system board.*’ In contrast, a study of 114 nonprofit community
health systems published in 2009 reported only 72 percent of boards meeting this
standard.®®

On the other hand, board effectiveness requires boards to have an executive
committee as part of their governance. In this report, 13 of the 14 systems had an
executive committee of their board, with 82 percent reporting that executive com-
mittees have two principal functions: to act between board meetings on routine,
non-strategic matters that require formal board action; and to be a sounding board
for the CEO who seeks informal governance counsel, such as on board meet-
ing priorities. However, these executive committees do not serve as a decision-
making body on substantive issues.*’

In the Governance Structure Report, 64 percent of the health systems reported
holding executive sessions as part of every board meeting, with the remaining 36
percent having executive sessions at some board meeting but not always. More-
over, all the systems’ boards in this report had standing board committees to deal
with audit and compliance, executive compensation, and financial matters.*® Also,
this report indicated that nearly all the systems’ boards assigned clear oversight
responsibilities to standing board committees on patient care quality and safety,
board education and development, and system-wide strategy and planning func-
tions. However, only 43 percent of the systems’ boards had standing committees
with clear oversight responsibility for system-wide community benefit policies.
Finally, when CEOs and board members in this report were asked about the per-
ceived effectiveness of the board committees, a strong majority perceived their
board committees as well organized and effective, though approximately a third
of the board members indicated there was room for improvement.’!

In sum, the foundation component of the ethics paradigm highlights board
competence and board role as hallmarks of governance ethics. By focusing on
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identity in the ethics paradigm, these hallmarks denote associated moral impera-
tives: board competence denotes a moral imperative regarding board oversight
of term limits and board composition; and board role denotes a moral impera-
tive concerning oversight of defined responsibilities and board effectiveness. The
next section considers the process component of the ethics paradigm that focuses
on the concept of accountability to highlight process-related hallmarks of gover-
nance ethics.

Context of process-related governance ethics hallmarks

The concept of accountability in the ethics paradigm (reflecting how we func-
tion) emphasizes the importance of decision-making via participative delibera-
tion. This focus on accountability requires boards to be attentive to organizational
oversight as the context for assessing their responsibilities.

Organizational oversight in healthcare institutions presents the context for
considering decision-making processes that engage all relevant stakeholders.
These stakeholders include system-level relations with the local operating units.
There should be a constructive relationship between stakeholders and large-scale
organizations. Hence, accountability is crucial for corporate responsibility and
effective governance. Not surprisingly, the concept of accountability has elicited
significant professional and government scrutiny that is likely to increase.’ This
increased interest occurs in part because the internal processes of boards vary sig-
nificantly between high- and low-performing hospitals nationally.>® The process
component of the ethics paradigm highlights the importance of accountability. At
the heart of board accountability in governance ethics is the need for continuous
evaluation and evidence-based improvements.

An important aspect of organizational oversight in healthcare institutions is
the relationship that organizations have with the communities they serve. Non-
profit hospitals and health systems are created and exist principally to serve com-
munities by providing services to those in need. The board, in concert with the
organization’s management team, acts to ensure that the organization’s resources
are employed prudently. After all, board holds these resources in trust for the
community and other stakeholders. Being accountable to this trust is at the core
of the mission of healthcare organizations. The challenge is that communities
typically have not established formal requirements or expectations for nonprofit
health organizations. Hence, solid mechanisms or procedures typically are not
in place to demonstrate the healthcare organization’s accountability to the com-
munity. This contrasts noticeably with the formal requirements or expectations of
regulatory agencies, accrediting bodies, payers, and other organizational entities
to which nonprofit hospitals and systems are accountable. The increasing need for
protocols to respond to the communities or populations served by healthcare orga-
nizations underscores the importance of participative decision-making aligned
with the concept of accountability in the process component of the ethics para-
digm. The board’s approach to participative decision-making is indispensable for
an organization’s performance.’* In the Governance Structure Report, 63 percent



54  Governance structure

of board members and 57 percent of CEOs indicated that boards were actively
engaged in decision-making processes, with the board and the management team
being willing to challenge each other constructively.3

Within this context of organizational oversight in healthcare institutions, the
process component of the ethics paradigm focuses on the concept of accountabil-
ity, reflecting the leitmotif how we function. This concept emphasizes decision-
making via participative deliberation in the healthcare organization. Here, the
ethics paradigm organizes core features of effective governance from the Gov-
ernance Structure Report to highlight hallmarks of governance ethics and their
associated moral imperatives.

The concept of accountability focuses on how the board functions, thereby
highlighting board evaluation and succession planning as hallmarks of gover-
nance ethics. In turn, these hallmarks denote associated moral imperatives: board
evaluation denotes a moral imperative regarding board oversight of fair evalua-
tion processes; and succession planning denotes a moral imperative concerning
board oversight of system planning and continuous updating. These are discussed
in subsequent sections.

Board evaluation: process-related governance
ethics hallmark

Board evaluation is the first hallmark of governance ethics regarding the process
component of the ethics paradigm. The concept of accountability in the ethics
paradigm highlights board evaluation as a governance ethics hallmark by drawing
attention to how we function (as a board). In turn, this hallmark denotes an asso-
ciated moral imperative regarding board oversight of fair evaluation processes.

Moral imperative: board oversight of fair
evaluation processes

To undertake an effective evaluation process requires clear-mindedness regarding
the different levels of accountability that boards must honor. As social institutions
chartered to serve the needs of their patients and communities, the boards of non-
profit health systems have multiple fiduciary duties. Boards have a responsibil-
ity to understand these accountabilities and ensure they are met. There are three
broad categories of these accountabilities that hospital and health system boards
must ensure are fulfilled.>

One category includes accountabilities that are mandated by parties with finan-
cial, ownership, and/or regulatory authority. These parties (some in the private
sector, some governmental) have the power to specify requirements and standards
that healthcare organizations must meet. These parties must apply sanctions if
they fail to do so. One form of mandated accountability involves healthcare institu-
tions with a parent organization that holds ultimate legal control. For instance, in
many faith-based health systems, the boards of local or “market-based” organiza-
tions are accountable to and controlled by a parent system, which, in turn, may
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be directly accountable to a sponsoring body such as a religious congregation
or federation. Other examples of parties to whom hospitals and health systems
have mandated accountability include the following: the Center for Medicare and
Medicaid Services (CMS) establishes “Conditions for Participation” in the Medi-
care program and payment rules; state agencies engage licensure and regulatory
authority; and the IRS has the authority to prescribe requirements that nonprofit
hospitals and systems must meet for tax-exempt status. Revisions made in 2007
to the IRS Form 990, “Return of Organizations Exempt from Income Tax,” and
related schedules have expanded the information that must be submitted by non-
profit healthcare institutions and now is publicly available.’’

Another category of accountabilities, while important and often essential,
includes those that are voluntary in nature. For example, to be accredited by the
Joint Commission (until 2007 known as the Joint Commission on Accreditation of
Healthcare Organizations), hospitals must meet the prescribed requirements and
standards, provide extensive information, and submit to review processes, all of
which can consume substantial resources. However, the vast majority of nonprofit
hospitals conclude that the benefits of accreditation outweigh the costs and, there-
fore, elect to be accountable to the accrediting body for meeting its requirements.
Similarly, hospitals that want to offer medical residencies, advanced nursing cer-
tification, and/or other formal educational programs must accept accountability
to the various bodies that review and certify these programs. In the healthcare
field, there are numerous voluntary programs of this nature, each with its own
requirements, standards, and accountability protocols.®

A further category of board accountabilities deals with relationships with the
communities served. Nonprofit health systems exist primarily to serve communi-
ties. Hence, governing boards, along with management, have a stewardship role
to address these healthcare needs.”

For nonprofit hospitals and health systems, these categories of accountabil-
ity involve the following: (1) complying with many sets of requirements and
standards, often duplicative and sometimes contradictory; (2) submitting large
amounts of information to numerous external parties; and (3) dealing with for-
mal sanctions, penalties, and/or criticism when any of these parties believe the
hospital or health system has not fully met their requirements or standards. Fur-
ther, these accountabilities are often fulfilled separately without any coordinating
mechanism that would provide a clear picture of the full range of accountabilities
and their influence on healthcare cost and quality or impact on community needs.
Few hospital or health system boards have ready access to a complete list of the
external parties to whom the organization they govern has some form of account-
ability, much less a solid understanding of the multiplicity of requirements those
parties expect the organization to meet. Boards must fulfill their responsibility
for the communities their healthcare organizations serve. Hence, boards need to
understand the range of voluntary accountabilities and requirements their orga-
nizations have agreed to meet. This board responsibility is to ensure that orga-
nizational resources are being allocated and used prudently and effectively in a
manner that supports the healthcare mission of their organizations.®
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However, there must be fair evaluation processes. The concept of accountabil-
ity in the ethics paradigm emphasizes the importance of board evaluation. There
have been notable achievements resulting from board evaluations.®! A national
study of public companies in 2011 reported 91 percent of companies regularly
conduct full board evaluations with 83 percent undertaking evaluations of board
committees.> Also, a survey of 81 health systems reported that 92 percent of
the system boards had a formal evaluation process of performance at least every
two years.® There remain significant challenges. A board can claim compliance
by merely using a formulaic checklist that adopts general assessment processes
that are not organization specific. But such compliance with generic evaluation
expectations is unlikely to improve its effectiveness significantly. Rather, assess-
ment processes need to emphasize an ongoing evaluation of board performance.
This performance includes the board’s commitment to specific action or change
resulting from the process. In other words, an ongoing objective evaluation must
be combined with follow-up actions to improve board performance.®

The Governance Structure Report emphasizes these points. In the report,
around 86 percent of the boards conduct some formal board evaluation every
year or every two years. However, the results were lower concerning the more
stringent standard of implementing follow-up action after formal board evalua-
tion. Only 52 percent of the board members and CEOs reported that their board
evaluations resulted in actions that substantially changed the board. Approxi-
mately 32 percent reported the board evaluations did not result in substantial
changes and the others being unsure. Moreover, only 30 percent of system lead-
ers (boards and CEOs) considered their current board evaluation processes to be
“excellent,” with 54 percent indicating the evaluation process in place currently
was “somewhat beneficial.”®® The Governance Structure Report emphasizes that
effective governance requires a thorough assessment of board evaluation pro-
cesses and practices. Such a rigorous approach will improve the effectiveness
of boards, board committees, and board leadership.®® This emphasis upon board
evaluation reflects the focus on accountability in the process component of the
ethics paradigm.

A required board duty is to have an objective evaluation of the CEO’s perfor-
mance. This process includes making the original appointment and establishing
performance expectations in advance with clearly defined goals. For example, a
national survey of public companies reported that 70 percent of boards collabo-
rate with their CEOs to establish both financial and non-financial goals. Studies
of hospital and health system boards report that most boards use a formal process
for evaluating CEO performance.’” However, a study by the American Hospi-
tal Association’s Center for Healthcare Governance had more gloomy news. The
study indicates that 82 percent of CEOs did not receive at their appointment clear
performance expectations, and 66 percent reported that no formal evaluation pro-
cess occurred at the end of the first year.%® This study illustrates why there are
serious concerns about the rigor and efficacy of CEO evaluation.®

In contrast, the Governance Structure Report mentions signs of effectiveness
that can be a model for others. This report found that boards regularly evaluated
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their CEO’s performance in relation to pre-established criteria. And 75 percent of
system leaders (boards and CEOs) reported that the board CEO evaluation process
produced clear performance expectations and assessed CEO performance fairly.
Interestingly, the report also mentioned that for 50 percent of the systems the board
compensation committee led the evaluation process, with the board chair either
serving on this committee or working closely with it in the evaluation process.”

Succession planning: process-related governance
ethics hallmark

Succession planning is the second hallmark of governance ethics regarding the
process component of the ethics paradigm. The concept of accountability in
the ethics paradigm highlights succession planning as a governance ethics hall-
mark by drawing attention to sow we function (as a board). In turn, this hallmark
denotes an associated moral imperative regarding board oversight of system plan-
ning and continuous updating. Succession planning is construed as comprising
the board, board leadership positions, and senior management positions including
clinical positions.

Moral imperative: board oversight of system planning and
continuous updating

On the one hand, effective succession planning needs to be cognizant of the
crucial relation between system-level and local planning. Board accountability
requires the allocation of roles, responsibility, and authority to local units or orga-
nizations in the health system: this distribution between system-level and local
leadership is crucial for effective governance.”! In the Governance Structure
Report, approximately 85 percent of the systems had adopted an organizational
model with overall governance assigned to a system-level board and local boards
with limited decision-making authority. All these systems have a board document
that allocated governance responsibility and decision-making authority between
the system and local units. Nearly all the boards and CEOs agreed that such an
allocation requires continuous efforts to improve accountability. For example, if
hospital-level boards are replaced with regional boards, the traditional linkages
hospital boards had with their communities can be diminished. As a result, there
could be potential communications and accountability issues. However, typically
the accountability of boards (including accountability mechanisms) to the com-
munities served are not expressed or codified in detail. This suggests a significant
arena for further governance effectiveness.”

On the other hand, effective succession planning at the system and local lev-
els needs to have continuous updating. This involves defining leadership needs
(especially as they evolve to fit the internal and external environmental changes),
assessing current talent, implementing a leadership development program, and
systematic planning to identify individuals for future leadership roles. Not sur-
prisingly, major organizations dedicate considerable scrutiny to leadership
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succession planning as a crucial component of effective governance.”> However,
there are serious issues.” For example, in 2011 the National Association of Cor-
porate Directors undertook a survey of public companies, reporting that only
one-third had a formal CEO succession plan.” Also in 2011, a survey of CEOs
reported only 44 percent of hospitals with a succession plan for their CEO.®
Also, in 2011 a study by the Governance Institute identified only 41 percent
of participating hospitals and health systems have an explicit process for board
leadership succession planning for board officers and committee chairs.”” In the
Governance Structure Report, 43 percent of the systems have some form of suc-
cession planning for board leadership and senior management positions includ-
ing the CEO. Undoubtedly, succession planning in the healthcare field needs
improvement. The Governance Structure Report indicates that most CEOs and
board leaders recognize that developing and sustaining succession plans in a
systematic manner is indispensable for effective governance. Leadership succession
planning for boards, board leadership, and senior management should be a system-
wide strategic priority.”

In sum, the process component of the ethics paradigm highlights board evalu-
ation and succession planning as hallmarks of governance ethics. By focusing
on accountability in the ethics paradigm, these hallmarks denote associated
moral imperatives: board evaluation denotes a moral imperative regarding board
oversight of fair evaluation processes; and succession planning denotes a moral
imperative concerning board oversight of system planning and continuous updat-
ing. The next section considers the practice component of the ethics paradigm
that focuses on the concept of quality to highlight practice-related hallmarks of
governance ethics.

Context of practice-related governance ethics hallmarks

The concept of quality in the ethics paradigm (reflecting what we do) empha-
sizes the importance of best practices for standards of conduct. This focus on
quality requires boards to be attentive to organizational culture as the context
for assessing their responsibilities. For example, just as healthy organizational
culture requires trust and confidence between the CEO and the board,” that same
culture can reinvigorate the public’s trust. This relationship between governance
oversight and improved hospital performance is emerging as an internationally
prominent issue.

Organizational culture reflects a pattern of beliefs and traditions that have
shaped practices and prevail when the board convenes to carry out its duties.?!
Board culture distinguishes an effective board from an ineffective board. For
example, the unfortunate but well-known case of Enron indicates the damage
of a passive management-driven board culture with low expectations and stan-
dards. This passive environment fails to ask hard questions or detect egregious
irregularities or unethical conduct.3? Another example of the negative impact that
a passive board culture can have on an organization is the fallout over falsified
emission standards in cars manufactured by different companies.®?
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Organizational culture provides the crucial context for an organization’s suc-
cess.? A healthy culture, nurtured by board practices, will result in an ethical climate
or ethical tone that integrates ethics across the organization.®> This ethical climate
should be just and fair, requiring the organizational leadership’s engagement. This
culture also should integrate core values with organizational well-being.?” Organi-
zational culture has a significant impact on strengthening ethical behavior.®® That is,
organizational culture is necessarily grounded in ethics: boards need to ensure that
an ethical climate permeates the organization. Board improvement of the ethical
culture requires the board’s support of an effective ethics program across the entire
organization. To cultivate this culture also requires the board to openly discuss eth-
ics and the use of ethics resources across the organization. In this manner, as the
board promotes organizational culture it will also nurture an ethics-driven atmo-
sphere throughout the organization.® In turn, this creates a pervasive caring tone.”

Organizational culture provides the context for effective performance through
best practices for standards of conduct.®! To nurture a healthy culture there need to
be a board commitment to high-performance standards and a willingness to take
decisive action.”? Of course, each board is responsible for creating its own culture.
The Governance Structure Report emphasizes that boards should undertake an
objective appraisal to determine practical steps to improve their organizational
culture as a crucial part of board performance.”

Within this context of organizational culture, the practice component of the
ethics paradigm focuses on the concept of quality, reflecting the leitmotif what
we do. This concept emphasizes best practices for standards of conduct. Here, the
ethics paradigm organizes core features of effective governance from the Gov-
ernance Structure Report to highlight hallmarks of governance ethics and their
associated moral imperatives.

The concept of quality focuses on what boards do, thereby highlighting leader-
ship collaboration and system-wide strategy as hallmarks of governance ethics.
In turn, these hallmarks denote associated moral imperatives: board oversight of
leadership collaboration denotes a moral imperative regarding oversight of work-
ing relationships; and board oversight of system-wide strategy denotes a moral
imperative concerning oversight of transformational change and strategic plan-
ning. These are discussed in the following sections.

Leadership collaboration: practice-related
governance ethics hallmark

Leadership collaboration is the first hallmark of governance ethics regarding the
practice component of the ethics paradigm. This hallmark includes the respective
responsibilities of the CEO and the board. Also, the hallmark includes executive
support for organizational culture in a trust based reciprocal relationship. The con-
cept of quality in the ethics paradigm highlights leadership collaboration as a gov-
ernance ethics hallmark by drawing attention to what we do (as a board). In turn,
this hallmark denotes an associated moral imperative regarding board oversight
of working relationships.
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Moral imperative: board oversight of working relationships

On the one hand, a robust organizational culture indicates the importance of leader-
ship collaboration between the CEO and the board that contributes to other leader-
ship roles in the organization. This entails, according to the Governance Structure
Report, having a CEO with exceptional leadership and management skills who
works in tandem with board leadership. That is, there must be a mutual under-
standing about the respective roles of governance and management, especially to
develop excellent board-management relations.®* Formal written descriptions of the
respective duties of the CEO and the board chair help immensely. These should be
approved by the board and updated regularly. In the Governance Structure Report,
100 percent of the systems had formal, written descriptions (adopted by the board)
of the CEOs position, and 85 percent of the boards had adopted formal position
descriptions for the board chair. Also, 91 percent of board members and 86 percent
of CEOs indicated there was solid agreement among board members of the distinc-
tions between the CEO’s role and the board chair’s role. Furthermore, the same
number indicated an excellent relationship between the CEO and the board chair.*’

On the other hand, CEOs should provide strong support for good working rela-
tionships regarding governance, manifested directly in the caliber of staff support
provided for the board. How boards are supported by senior staff provides an
interesting insight into the CEOs commitment to strong governance by cultivat-
ing a healthy board culture. In the Governance Structure Report, 91 percent of
the boards and 100 percent of the CEOs reported that standing committees of the
board have senior staff support.”® A high level of CEO support is needed not only
for the role of governance in general but also to build trust-based board-CEO rela-
tionships. Again, in the Governance Structure Report nearly all board members
indicated CEO support as being consistently high. The report indicated 90 percent
of the boards having working relationships with the CEO as being excellent, with
the following insights concerning board culture. Nearly all the boards and CEOs
considered their boards as demonstrating a commitment to their system’s mission
(93 percent) and honoring their conflict of interest and confidentiality policies
(board members, 93 percent; CEOs, 86 percent). The report indicated 75 percent
of board members and 71 percent of CEOs perceived an atmosphere of mutual
trust among board members. Moreover, 74 percent of board members and 93
percent of CEOs reported that the board closely tracks the health system’s clinical
and financial performance taking appropriate action when performance does not
meet targets. However, only 57 percent reported board leadership holding board
members to high standards of performance, and around 50 percent indicated that
robust engagement and respectful disagreement was encouraged.’” Clearly, these
are issues that warrant concerted board attention.

System-wide strategy: practice-related governance
ethics hallmark

System-wide strategy is the second hallmark of governance ethics regarding
the practice component of the ethics paradigm. System-wide strategy includes



Governance structure 61

approaches that result in continuous performance improvement across the orga-
nization. The concept of quality in the ethics paradigm highlights system-wide
strategy as a governance ethics hallmark by drawing attention to what we do (as
a board). In turn, this hallmark denotes an associated moral imperative regarding
board oversight of transformational change and strategic planning.

Moral imperative: board oversight of transformational change
and strategic planning

On the one hand, focusing upon transformational change as a key characteris-
tic of system-wide strategy has been a required aspect of corporate governance
theory.”® Of course, transformational change must be consistent with an orga-
nization’s mission.” Effective boards focus careful attention on system-wide
strategies and key priorities. Focusing on possibilities that will generate transfor-
mational change will require the use of board time and effort wisely. The Gover-
nance Structure Report indicates that the way board meetings are organized and
how time is allocated, such as on transformational matters, are indicative of board
effectiveness.!® Moreover, boards with broader expertise have been correlated
with responding better not only to the complex environment that hospitals face
but also to their strategic focus.!?! Globally, the transformational role of the board
will significantly influence its capability for strategic action.!%?

On the other hand, transformational change cannot occur without strategic
planning. Boards are often criticized for concentrating on short-term issues such
as current operating performance and not on strategic issues confronting the
organization.!® Surveys of boards in public companies and nonprofit organiza-
tions often rank strategic planning and oversight as one of the top priorities of the
board.'* Recent research indicates that the shift of boards to strategic approaches
is not occurring sufficiently.!® Healthcare organizations, especially via their
boards, should be accountable with appropriate transparency to the communities
they are chartered to serve.!% The Governance Structure Report is attentive to the
time and energy that boards devote to strategic issues. The effectiveness of the
changes should be evaluated with a commitment to best practices for continual
quality improvement. Some examples of mechanisms to improve the strategic
focus of the board include the following: using a consent agenda format for board
meetings; having board retreats; dedicating time at every board meeting to a spe-
cific challenge concerning the organization’s future direction; and placing board
discussion on strategic issues as the first segment in every board meeting.'?’

Furthermore, strategic planning is a crucial aspect of effective governance.
In the Governance Structure Report, all the health system boards were engaged
in a process of reforming board practices to accelerate a shift to a strategic focus
addressing system-wide concerns. The combined estimate of boards and CEOs
about the amount of board time dedicated to strategic thinking and planning at the
time of this study varied in different health systems from a low of 15 percent to
a high of 53 percent with a mean estimate of 30 percent. Of course, boards must
provide oversight of system operations and performance. They need to increase
their engagement with system-wide strategy with related strategic challenges
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and opportunities. As boards dedicate more time and energy to strategic changes
(which will be crucial for organizational survival and success), there will be an
increased need for forthright assessment regarding continuous quality improve-
ment of board performance. For example, there should be a standing board com-
mittee with oversight responsibility for system-wide policies and programs on
priorities in the realm of population health.!'® Also, the Governance Structure
Report indicated that only one-third of boards and CEOs in the 14 systems felt
their system board meetings were well organized in a consistent manner and stra-
tegically focused. However, all these health systems expressed commitment to
increase energy and time devoted to strategic issues.'?

In sum, the practice component of the ethics paradigm highlights leadership
collaboration and system-wide strategy as hallmarks of governance ethics. By
focusing on quality in the ethics paradigm, these hallmarks denote associated
moral imperatives: leadership collaboration denotes a moral imperative regard-
ing board oversight of working relationships; and system-wide strategy denotes
a moral imperative concerning board oversight of transformational change and
strategic planning.

Conclusion

The chapter has highlighted hallmarks of governance ethics with associated moral
imperatives regarding governance structure of boards in healthcare organizations.
The contribution of the ethics paradigm can be summarized in this manner.

First, in the context of the challenging healthcare environment, the foundation
component of the ethics paradigm focuses on stewardship to enhance an organiza-
tion’s mission in healthcare as crucial for effective governance. This component
deals with the identity of an organization, reflecting the leitmotif who we are,
thereby highlighting board competence and board role as hallmarks of gover-
nance ethics. In turn, these hallmarks denote associated moral imperatives: board
competence denotes a moral imperative regarding board oversight of Term limits
and board composition; and board role denotes a moral imperative concerning
board oversight of defined responsibilities and board effectiveness.

Second, in the context of organizational oversight in healthcare institutions,
the process component of the ethics paradigm focuses upon decision-making to
encourage participative deliberation in organizations. This component addresses
the accountability of the organization, reflecting the leitmotif how we function,
thereby highlighting board evaluation and succession planning as hallmarks of
governance. In turn, these hallmarks denote associated moral imperatives: board
evaluation denotes a moral imperative regarding board oversight of fair evalua-
tion processes; and succession planning denotes a moral imperative concerning
board oversight of system planning and continuous updating.

Third, in the context of organizational culture in healthcare, the practice com-
ponent of the ethics paradigm focuses on best practices to develop standards of
conduct. This component engages guality in an organization, reflecting the leit-
motif what we do, thereby identifying leadership collaboration and system-wide
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strategy as hallmarks of governance ethics. In turn, these hallmarks denote
associated moral imperatives: leadership collaboration denotes a moral impera-
tive regarding board oversight of working relationships; and system-wide strat-
egy denotes a moral imperative concerning board oversight of transformational
change and strategic planning.

This chapter has applied the ethics paradigm to highlight hallmarks of gover-
nance ethics regarding board structure, denoting associated moral imperatives.
The next chapter adopts the same approach to discuss hallmarks of governance
ethics concerning community benefit.
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S5 Governance of community benefit

Introduction

This chapter applies the ethics paradigm to discuss hallmarks of governance ethics
regarding board oversight of community benefit.! Community benefit is a pivotal
issue for governance ethics. Dealing properly with community benefit advances
the health of many but dealing poorly with it undermines public confidence in
healthcare organizations.

In the analysis of the applied chapters, the concepts of the ethics paradigm
organize core features of effective governance from landmark reports and the
scholarly literature. The landmark report by one of the co-authors of this book
that shapes the discussion in this chapter is referred to as the Community Health
Systems Report.? The purpose is to highlight hallmarks of governance ethics that
denote associated moral imperatives. Because the hallmarks represent necessary
moral attributes of governance ethics, they entail an obligation to be adopted by
boards. In turn, the associated moral imperatives represent necessary endeavors to
foster the hallmarks under consideration.

The ethics paradigm organizes multiple topics on board oversight of community
benefit, as follows. First, the foundation component of the ethics paradigm deals
with the identity of an organization, reflecting the leitmotif who we are, thereby
highlighting board engagement as a hallmark of governance ethics for community
benefit. In turn, this hallmark denotes an associated moral imperative of board
oversight of the standing committee structure. Second, the process component
of the ethics paradigm addresses the accountability of the organization, reflect-
ing the leitmotif how we function, thereby highlighting effective communication
as a hallmark of governance ethics for community benefit. In turn, this hallmark
denotes an associated moral imperative regarding board oversight of community
needs assessment. Third, the practice component of the ethics paradigm engages
quality in an organization, reflecting the leitmotif what we do, thereby highlight-
ing board oversight of organizational performance as a hallmark of governance
ethics. In turn, this hallmark denotes an associated moral imperative regarding
board oversight of continuous improvement.

Each of the applied chapters begins with an explanation of the need for the
pivotal topic under consideration, such as governance of community benefit here.
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Table 1.1 Ethics paradigm

Components Foundation component Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of
deliberation conduct

Again, the concepts of identity, accountability, and quality provide a framework
for the applied analysis. These concepts represent the foundation component
(reflecting who we are), the process component (reflecting how we function), and
the practice component (reflecting what we do) of the ethics paradigm (Table 1.1).

The interest in community benefit from the perspective of board oversight has
been discussed for many years in national healthcare organizations. Hence, before
considering hallmarks of governance ethics regarding this topic, it is helpful to
explain the need for the community benefit standard.

Need for board oversight of community benefit

Community benefit can be described as a form of public trust that is linked with
nonprofit hospitals obtaining tax-exempt status. The community benefit standard
includes a provision of care for the poor (charity care) but also must be thought
of in larger terms to include the promotion of health.? This is a significant ethical
issue.* The need for board oversight of community benefit is a subject of continu-
ing scrutiny.’ For example, in the absence of strong federal regulation regarding
community benefit programs in nonprofit hospitals, states are intervening to raise
standards other than merely meeting Internal Revenue Service (IRS) requirements
(discussed later).® This need for board oversight of community benefit reflects an
indispensable obligation of governance in healthcare organizations. This obliga-
tion in part reflects the history of providing charitable care in healthcare in the
USA and in part reflects the role of healthcare organizations being good corporate
citizens.”

Not surprisingly, ethical discourse on this need highlights the strain between
altruistic service to the community being served (community solidarity) and the
fiduciary duty for the healthcare organization to stewardship of its resources
(resource allocation).® This strain recalls the tension between mission and margin
that is at the heart of governance ethics.

There are many IRS guidelines related to tax-exempt status. Notably, in 1969,
the IRS issued Revenue Ruling 69—545. The purpose was to justify an organiza-
tion’s tax-exempt status by creating the community benefit standard regarding
nonprofit hospitals being exempt from federal income tax under section 501(c)(3)
of the IRS Code. The determination of this status changed from providing charity
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care to providing community benefit. The ruling provided the context for estab-
lishing the community benefit standard that continues today.’

This ruling let hospitals qualify for tax-exempt status if they engaged in the
promotion of health. The standard could be met through a variety of measures
including the following: if a hospital operates an emergency room that is avail-
able for all irrespective of the ability to pay; or, if a hospital uses surplus funds
to advance education, training, and research or make improvements in patient
care. In 1992, the IRS issued hospital audit guidelines to monitor the implemen-
tation of this expanded interpretation. This ongoing monitoring by the IRS was
accompanied by scrutiny from voluntary healthcare organizations, local govern-
ments, and different states. The Community Health Systems Report suggested that
cumulatively this scrutiny created a growing sense of consternation with what
was occurring.'’

In 2007 there were substantial revisions to the IRS Form 990, specifically Sched-
ule H for hospitals. According to the IRS, Schedule H was intended to “combat
the lack of transparency surrounding the activities of tax-exempt organizations
that provide hospital or medical care.”!! For nonprofit healthcare institutions, the
revised Form 990 and Schedule H required much more extensive information
about charity care (referred to in Schedule H as “financial assistance) and other
aspects of community benefit than in the past. The redesigned form consisted of a
common document to be completed by all tax-exempt organizations with a series
of schedules to combat lack of transparency and encourage consistency in report-
ing. These revisions phased in during 2008 and 2009.!> The revision required
tax-exempt organizations to submit reports annually with more information about
community benefit services including charity care. The American Hospital Asso-
ciation provides a Schedule H community benefit report.'?

Subsequently, the Patient Protection and Affordable Care Act of March 2010
amended the IRS code by adding Section 501(r)(3). This section required every
hospital facility operated by a 501(c)(3) organization to undertake a community
health needs assessment. This had to occur at least every three years. The hospi-
tals were required to develop an implementation strategy to address the identified
community needs making the results available to the public.!* These new require-
ments had substantial impact on nonprofit hospitals and healthcare systems.!*
Moreover, the Patient Protection and Affordable Care Act promoted the develop-
ment of Accountable Care Organizations (ACOs) to improve the health status and
the care efficiency of a defined population.'® The goal of community assessment
was to address population health, specifically to bridge the well-documented
quality chasm between individual patient care and public health.!” Naturally, this
endeavor required a lot better communication and coordination between health-
care providers and public health agencies.!®

Over the following years there emerged an increasing need for data to support
community benefit investment in nonprofit healthcare.!® Robust oversight and
clear direction for community benefit programs have become an essential com-
ponent of effective governance.?” In light of the provisions of IRS Code Section
501(r)(3), especially regarding community benefit programs, it became urgent for
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governing boards to make further progress regarding community benefit plans in
nonprofit health systems.?!

That is why the Community Health Systems Report (that is discussed further
in this chapter) highlighted the need for an increased focus by boards. This focus
should be on system-wide community benefit programs and community health
needs to be properly accountable to the communities and populations they serve.??
The report recommends focusing on “meeting the emerging benchmarks for good
governance with respect to their systems’ community benefit responsibilities.”
By comparing the structures, practices, and cultures of boards with established
benchmarks for good governance, the report contributed in a pivotal manner
to assessing and enhancing board effectiveness.?* A significant outcome of the
report is that community benefit requires improved board oversight: “concerted
board-level attention to this area is necessary and important.”?® In the report, sev-
eral critical differences were identified as being statistically significant between
boards in high-performing community health systems and both mid-range and
low-performing systems.?¢

The discussion now applies the ethics paradigm to organize core features of
effective governance regarding community benefit. This discussion focuses on
the Community Health Systems Report and the scholarly literature. The relevance
of ethics for board oversight of community benefit has been longstanding.?” The
purpose is to highlight hallmarks of governance ethics that denote associated
moral imperatives. The applied analysis begins with discussing hallmarks of gov-
ernance ethics connected with the foundation component of the ethics paradigm.

Board engagement: foundation-related governance
ethics hallmark

The foundation component of the ethics paradigm, in the context of the chal-
lenging environment of healthcare, focuses on stewardship to enhance an orga-
nization’s mission as crucial for effective governance. This component depicts
the identity of an organization, reflecting the leitmotif who we are. That is, the
concept of identity in the ethics paradigm emphasizes the importance of organi-
zational stewardship.

The principle of stewardship connected with an organization’s mission requires
the organization to respect the trust it receives from the community. This high-
lights the trust relation between communities and hospitals. A guiding principle to
increase trust and confidence is to “be who we say we are” in terms of reflecting
and implementing the hospital’s mission.?® Stewardship protects and enhances
the integrity of the organization, ensuring that mission responsiveness permeates
the organization to meet actual needs, such as should occur in community benefit
programs.?

It is crucial to interpret the principle of stewardship as a foundation for an
organization’s mission rather than construing the principle as merely providing
operational directions for management functions. If the principle of steward-
ship is reduced merely to management functions related to fiscal responsibility,
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as important as these functions are, the organization can lose sight of its core
mission of healing patients and building trusting communities. Of course, effec-
tive implementation of these management functions as enactments of stewardship
are necessary for the success of an organization. However, that implementation
should always reflect the more basic mission that the principle highlights. In other
words, when management functions are detached from the underlying organiza-
tional mission, a reductive understanding of these functions can compromise the
trust in the communities served.

Improvement of community benefit services and programs via more effec-
tive board oversight should not be reduced to merely being a matter of better
accounting or more efficient management, far less being merely a matter of legal
compliance. Rather, community benefit is an essentially ethical endeavor insofar
as it reveals the core commitment of the board to steward the organization’s fun-
damental mission as a tax-exempt organization that is committed to serving its
community. Hence, boards must effectively discharge their governance oversight
of community benefit practices. Healthcare mission includes the commitment to
heal patients, to build trust with communities, and to improve quality of lives
by decreasing health disparities, enhancing health status, and assuring healthcare
access. In this mission, health systems and hospitals have an inherent responsibil-
ity to assess and improve the health of their communities as well as providing care
and treatment for their patients. A good example of this connection between orga-
nizational mission and community benefit is articulated by the Catholic Health
Association: “sustaining community benefit programs requires that healthcare
organizations have a clear mission to serve their communities and a solid com-
munity benefit program infrastructure.”?

The concept of identity in the ethics paradigm (reflecting the leitmotif who
we are) emphasizes the importance of organizational stewardship. This focus
requires boards to be attentive to the challenging healthcare environment as the
context for considering their responsibilities. The concept of identity highlights
board engagement as a hallmark of governance ethics for community benefit.
This concept draws attention to who the board is in relation with its organization.
In turn, this hallmark denotes an associated moral imperative regarding board
oversight of the standing committee structure. These are discussed later.

To understand board engagement as a hallmark of governance ethics regarding
community benefit, it is important to underscore the role of the board in non-
profit governance.?! Board engagement includes having a well-organized struc-
ture with defined duties to routinely scrutinize community benefit issues. The
Community Health Systems Report highlighted gaps with regard to established
benchmarks for good governance.’? The report indicated that only 70 percent of
all community health system boards in the report have formal discussions on a
regular basis about community benefit responsibilities and programs. However,
90 percent of high-performing system CEOs indicated that their boards engage
in such discussions. This information indicated a gap in the mid-range systems
(of which 72 percent reported such discussions) and a more significant gap in
low-performing systems (of which only 36 percent reported such discussions).??
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There is need for robust board engagement regarding community benefit
responsibilities. Highlighting board engagement as a hallmark of governance eth-
ics underscores a mission-related duty of the board: that is, to inspire its health-
care organization to serve its communities. This focus upon robust engagement
enables boards to clarify their responsibilities and to develop strategies for effec-
tive governance. Board engagement understood in this manner should provide
excellence in leadership with specific oversight of community benefit. This gov-
ernance responsibility has been widely recognized. For example, from early in
the debate on community benefit, the Catholic Health Association emphasized
this responsibility of the board. That is, the board’s must ensure that the organiza-
tion’s community benefit mission is fulfilled, upholding the community’s interest
as being paramount.>*

Moral imperative: board oversight of the standing committee structure

Oversight of board engagement is a hallmark of governance ethics. This hallmark
denotes an associated moral imperative regarding board oversight of the standing
committee structure. Committee structure helps to clarify the board’s identity (who
the board is) in the face of community benefit challenges. The responsibilities of
nonprofit governing boards in healthcare organizations are widely recognized,?
and there are established expectations for the design of boards.3® Despite this
well-established knowledge about effective governance regarding the make-up
of a board, there remain serious concerns about board effectiveness.?’ As a result,
public dismay over board oversight continues, especially with regard to nonprofit
healthcare.?® A proactive role in governance is generally evident in the committee
structure and yields more effective boards, connecting the caliber of governance
with organizational success.’® Hence, board oversight in its committee structure
constitutes a standard of good governance.** In other words, board engagement
that is manifest in its committee structure leads to governance effectiveness.*!

A well-organized committee structure with clearly defined duties is one of the
keys to effective governance.*> Hence, board engagement typically should require
a standing committee for effective oversight, working with the entire board appro-
priately. This committee oversight can guarantee that community benefit remains
a high priority aligned with the organization’s mission. In this sense, boards must
ensure the organization’s fidelity to its nonprofit healthcare mission.*

The Community Health Systems Report indicated that only 40 percent of com-
munity health systems had standing board committees with clearly assigned
oversight responsibility for community benefit policies and programs (50 per-
cent in high-performing systems; 42 percent in mid-range systems; and 18 per-
cent in low-performing systems).* Such a surprisingly low figure reflects poorly
on organizational stewardship. The low figure appears to be connected with the
report’s findings that many boards did not routinely deliberate about community
benefit issues. Also, the low figure suggests that boards did not have a board-
adopted policy and plan for community benefit. The absence of a standing com-
mittee to serve as a governance focal point had an obvious impact. That is, there
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was not sufficient advocacy or championing for community benefit, potentially
preventing this pivotal topic from being included in the board’s ongoing agenda.
In sum, the foundation component of the ethics paradigm highlights board
engagement as a hallmark of governance ethics. By focusing on identity in the eth-
ics paradigm (dealing with who the board is), this hallmark denotes an associated
moral imperative regarding board oversight of the standing committee structure.

Effective communication: process-related governance
ethics hallmark

The concept of accountability in the ethics paradigm (reflecting the leitmotif zow
we function) emphasizes the importance of decision-making via participative
deliberation. This focus requires boards to be attentive to organizational oversight
as the context for assessing their responsibilities. The concept of accountability
highlights effective communication as a hallmark of governance ethics for com-
munity benefit. To meet this charge, boards should be designed to have processes
for communication with diversity of thinking. The concept draws attention to how
the board functions in the organization. In turn, this hallmark denotes an associ-
ated moral imperative regarding board oversight of community needs assessment
to plan appropriate resource allocation and program development. These are dis-
cussed in the following sections.

Regarding effective communication as a hallmark of governance ethics, board
oversight is needed internally and externally. The Community Health Systems
Report highlighted the need for boards to actively collaborate both internally
(such as with system management teams) and externally with other organiza-
tions and constituencies to undertake a reliable and ongoing community needs
assessment.* Internally, board oversight must ensure that, through effective
communication, community benefit programs are integrated across the organiza-
tion. Community benefit staff typically integrate and coordinate their activities
across the organization to properly serve its communities. Externally, relevant
community members and agencies need to be included in communication about
services.*® Increased board accountability can occur by reinforcing effective com-
munication between nonprofit organizations and their communities. This focus
on effective communication will foster robust responses to expectations regarding
community benefit.*?

Moral imperative: board oversight of community needs assessment

Board oversight of effective communication is a hallmark of governance ethics.
This hallmark denotes an associated moral imperative regarding board oversight
of community needs assessment. This imperative reflects the concept of account-
ability in the ethics paradigm. Professional associations have urged healthcare
organizations to develop formal processes that deal with community needs assess-
ment.*® Yet the Community Health Systems Report indicated that only 29 percent
of all community health systems collaborate on an ongoing basis with other local
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organizations in this regard. This collaboration refers to formal assessment pro-
cesses designed to determine community needs to which systems resources should
be allocated. However, 70 percent of the high-performing system CEOs reported
that their health systems collaborate with other local organizations in assessing
community needs on a regular basis. This information indicated a significant gap
in the mid-range systems (of which only 27 percent reported undertaking such a
needs assessment) and low-performing systems (of which only 9 percent reported
undertaking such a needs assessment).*’

As legal fiduciaries of the community, boards must conduct and communicate
their governance activities to ensure that community interests are being protected.
This concern is especially pertinent for unmet health needs and vulnerable popu-
lations,* such as typically occurs in community benefit practices. Deliberating on
community needs is a distinguishing aspect of this hallmark of governance ethics,
consistent with longstanding expectations of national associations. For example,
the Catholic Health Association emphasized that “Community benefit programs
are designed to address specific community health needs.”! Hence, community
needs assessment constitutes an ethical imperative as a defining feature of the
decision-making processes in effective communication.

In sum, the process component of the ethics paradigm highlights board engage-
ment as a hallmark of governance ethics. By focusing on accountability in the
ethics paradigm (dealing with how the board functions), this hallmark denotes
an associated moral imperative regarding board oversight of community needs
assessment.

Organizational performance: practice-related governance
ethics hallmark

The concept of quality in the ethics paradigm (reflecting the leitmotif what we
do) emphasizes the importance of best practices for standards of conduct. This
focus requires boards to be attentive to organizational culture as the context for
assessing their responsibilities. The concept of quality highlights organizational
performance as a hallmark of governance ethics for community benefit. In turn,
this hallmark denotes an associated moral imperative regarding board oversight
of continuous improvement. These are discussed later.

The purpose of focusing upon best practices in this component of the ethics par-
adigm is to shed light on the need to weave policy and planning with performance
for effective board oversight of community benefit. This oversight constitutes a
threshold responsibility that reveals the ethical caliber of the organization and of
the board. The reason for this threshold responsibility is that community benefit is
not just one item among a litany of other competing demands in a healthcare orga-
nization. Rather, community benefit practices are at the foundation of the mission
of nonprofit healthcare. They are required by state statutes and IRS revenue rul-
ings and they are ethically obligatory from the perspective of social responsibility.

Regarding organizational performance as a hallmark of governance ethics,
board oversight is needed to combine policy and action planning. The Community
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Health Systems Report highlighted the need for boards to develop a specific strat-
egy for oversight of community benefit. This strategy should combine policy and
planning with action, including measurable objectives for effective reporting.
There should be clear measurement tools to both collect and analyze relevant
data. This undertaking should identify the organizational objectives in clear and
measurable terms. The goal is to ensure that reporting and accountability mecha-
nisms are in place both to track progress and to provide reports on a regular basis.
Such conduct demonstrates that boards are committed to governance effective-
ness regarding community benefit.’> Despite this obvious need for a board strat-
egy to develop a policy and plan with performance reports, the data identified
worrisome gaps, as follows.

To begin, the Community Health Systems Report indicated that only 60 percent
of community health system boards had adopted a formal written policy to define
guidelines for their community benefit programs. However, 90 percent of high-
performing system CEOs reported that they had a formal written policy. This
information indicated a gap in the mid-range systems (of which only 60 percent
report having such a policy) and a more significant gap in low-performing sys-
tems (of which only 27 percent report having such a policy).*

Next, the Community Health Systems Report indicated that only 34 percent of
community health system boards had adopted a formal community benefit plan
with measurable system wide objectives. However, 50 percent of high-performing
system CEOs reported that they had a formal community benefit plan. This infor-
mation indicated a gap in the mid-range systems (of which only 36 percent report
having a specific plan) and a more significant gap in low-performing systems (of
which only 9 percent report having a specific plan).>

Furthermore, the Community Health Systems Report indicated that only 68
percent of community health system boards were presented regularly with per-
formance data on community benefit. The data referred to measurable system
wide objectives regarding its community benefit program. However, 90 percent
of high-performing system CEOs reported that they regularly receive this perfor-
mance data. This information indicated a gap in the mid-range systems (of which
70 percent report regularly receiving such performance data) and a more signifi-
cant gap in low-performing systems (of which only 36 percent report regularly
receiving such performance data).™

This hallmark of governance ethics focuses on the ethical conduct of the board’s
oversight of organizational performance with accompanying measurable objec-
tives. This hallmark engages the responsibility of the board to provide adequate
programs and services for community benefit. The endeavor here is to plan and
monitor outcomes toward established goals and objectives with periodic reports.

This need for board oversight is consistent with longstanding expectations
among professional associations. For example, the Catholic Health Association
has focused on planning for performance reports: “We believe that vigilance in
how we plan, evaluate, and report community benefit is more important than
ever;” to assist its members, the association provided a detailed guide by adopt-
ing a public health approach to program evaluation.’® Also, the association has
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encouraged the development of evidence-based community benefit endeavors.>’
Dashboard technology provided an example of the emphasis upon assessing and
monitoring. Regarding community benefit program outcomes, dashboard tech-
nology has been adopted to consolidate data from disparate systems in meaning-
ful ways in a consistent and accessible manner.3

Board oversight of organizational performance requires measurement out-
comes for the community.>® It is indispensable to provide thorough reports to
communities on a regular basis.®® As boards adopt this approach, performance
evaluations need to apply to the boards themselves just as other occurs with other
responsibility reviews (such as on governance structures). These best practices
and standards of conduct contribute to high quality board oversight.®!

Moral imperative: board oversight of continuous improvement

Board oversight of organizational performance is a hallmark of governance ethics.
This hallmark denotes an associated moral imperative regarding board oversight
of continuous improvement. This imperative reflects the concept of quality in
the ethics paradigm. To understand the moral imperative of continuous improve-
ment regarding community benefit, it can be helpful to return to the Governance
Structure Report (undertaken several years after the Community Health Systems
Report).%? The Governance Structure Report highlights the need for board over-
sight of continuous improvement regarding community benefit by focusing on the
following threshold items: the need to improve oversight of (1) standing board
committees for community benefit programs; (2) formal goals and planning
guidelines for community benefit programs; (3) collaboration with local public
healthcare organizations concerning community benefit programs; and (4) local
organizations.

To begin, there is a clear need for a practical policy about board oversight
of community benefit programs. A well-organized committee structure having
clearly defined duties with knowledgeable and engaged members is a key to
effective governance.®® The Governance Structure Report highlighted the need to
assign oversight responsibility for governance functions to standing board com-
mittees. The report recorded the number and proportion of boards in its study pop-
ulation that assigned oversight responsibility for seven core governance functions
to standing board committees. Across the board, large health systems were more
likely than hospitals to have standing committees with oversight responsibility
for these important functions. For several functions, this practice was virtually
universal among these large systems. However, less than a majority had standing
board committees with oversight responsibility for system-wide community ben-
efit policies and programs.® This information indicated the need for continuous
improvement of board oversight.

Also, the Governance Structure Report emphasized that board planning must
adopt formal goals and guidelines for community benefit programs. The inter-
views with board leaders and CEOs in the report included several questions
regarding their system’s community benefit policies and programs. A pivotal
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issue was if a board adopted a formal, written statement that defines overall goals
and guidelines for the system’s community benefit program. Comparing the find-
ings for Catholic systems to the other large systems, the report indicated that
boards in most of the Catholic systems had adopted a formal policy as compared
to only a few of the other systems. Moreover, the report indicated that most of the
system boards had adopted a written, formal statement defining overall goals and
guidelines for the system’s community benefit program. However, only half of
the systems required their local organizations to adopt formal community benefit
plans that identified specific priorities and strategies.® This information indicated
the need for continuous improvement of board oversight.

Furthermore, the Governance Structure Report underscored the need for col-
laboration with local public healthcare organizations. For example, in the report
only 6 percent of boards and CEOs reported that their board requires collaboration
between the system’s facilities and local public health agencies. One way was
mentioned to gauge the participating systems’ stance on coordination between
their local delivery organizations and public health agencies. That is, the board
members and CEOs were asked if their system’s board required their local organi-
zation to collaborate with local public healthcare organizations in their vicinities.
The information shows that such requirements were quite uncommon. Only one
of the 14 large systems, a secular organization, had established a policy requiring
all of its local organizations to collaborate with local public healthcare organiza-
tions in assessing community needs and setting community benefit program prior-
ities. However, there was recognition of the nationwide need for greater focus on
prevention and population health. In light of this recognition, many board mem-
bers and CEOs expressed support for the idea of promoting stronger coordination
and between their local leadership teams and public healthcare organizations.5
Again, this information indicated the need for continuous improvement of board
oversight.

Finally, formal community benefit plans could be adopted by the local organi-
zations of health systems, if that would provide value depending on arrangements
with the parent system. In the foreseeable future, public and private organiza-
tions in nearly all sectors of American society face serious financial constraints.
Hence, these organizations must establish resource allocation priorities very care-
fully. Over many years, uncompensated care (charity care and bad debt, but not
Medicaid or Medicare underpayment costs) in hospitals across the USA increased
significantly. This trend affected the availability of resources for other commu-
nity benefit activities.®” As a result, developing formal plans and setting clear
priorities for community benefit programs emerged as indicators of effective
governance and management in healthcare organizations.%® In the Governance
Structure Report, CEOs and board leaders were asked this crucial question: if
their system’s board required their local organizations to develop and adopt a for-
mal community benefit plan that identifies specific priorities for its program. The
report indicated that 67 percent of these large systems directed their local leader-
ship teams to develop formal plans with priorities, strategies, and metrics for their
community benefit programs. In several instances, they specified that local plans
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must address certain system-wide priorities.®® Once more, this information indi-
cated the need for continuous improvement of board oversight.

The outcome of this analysis is to emphasize ethical imperative of continu-
ous improvement regarding community benefit. Pressure will increase upon non-
profit healthcare organizations. The provisions of IRS Code Section 501(r)(3)
will continue, and resources will become further constrained. Hence, continu-
ous improvement regarding community benefit programs will be indispensable
for governance ethics. Specifically, there will be an increased need for ongoing
assessment of community health needs, careful prioritization of those needs, and
adoption of formal community benefit plans. These plans must be part of board
oversight at both the local and system levels of nonprofit health systems.

In sum, the practice component of the ethics paradigm highlights organizational
performance as a hallmark of governance ethics. By focusing on quality in the eth-
ics paradigm (dealing with what the board does), this hallmark denotes an asso-
ciated moral imperative regarding board oversight of continuous improvement.

Conclusion

The chapter has highlighted hallmarks of governance ethics with associated moral
imperatives regarding community benefit. The contribution of the ethics para-
digm can be summarized in this manner.

First, in the context of the challenging healthcare environment, the foundation
component of the ethics paradigm focuses on stewardship to enhance an organiza-
tion’s mission as crucial for effective governance. This component deals with the
identity of an organization, reflecting the leitmotif who we are, thereby highlight-
ing board engagement as a hallmark of governance ethics for community benefit.
In turn, this hallmark denotes an associated moral imperative of board oversight
of the standing committee structure.

Second, in the context of organizational oversight in healthcare institutions,
the process component of the ethics paradigm focuses upon decision-making to
encourage participative deliberation in organizations. This component addresses
the accountability of the organization, reflecting the leitmotif how we function,
thereby highlighting effective communication as a hallmark of governance ethics
for community benefit. In turn, this hallmark denotes an associated moral impera-
tive regarding board oversight of community needs assessment.

Third, in the context of organizational culture in healthcare, the practice compo-
nent of the ethics paradigm focuses on best practices to develop standards of con-
duct. This component engages guality in an organization, reflecting the leitmotif
what we do, thereby highlighting board oversight of organizational performance
as a hallmark of governance ethics. In turn, this hallmark denotes an associated
moral imperative regarding board oversight of continuous improvement.

This chapter has applied the ethics paradigm to highlight hallmarks of gover-
nance ethics regarding community benefit, denoting associated moral imperatives.
The next chapter adopts the same approach to discuss hallmarks of governance
ethics concerning community health.
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6 Governance of community health

Introduction

This chapter applies the ethics paradigm to discuss hallmarks of governance eth-
ics regarding community health. The previous chapter on community benefit
stressed that community needs assessment is an indispensable ethical imperative.
This chapter discusses the much broader issue of community health that similarly
requires an ongoing needs assessment.

There is an abundance of literature on public health ethics. Typically, the litera-
ture discusses generic approaches to ethics (such as on norms, codes, autonomy,
consent, equity, fairness, justice and social value), or considers the political and
legal context (authority, constraints, public/individual tensions), to discuss issues
about public health. The issues have a vast spectrum including these topics: addic-
tion, biosecurity, behavior, conflicting interests, disease, disability, disadvantage,
environmental and occupational health, epidemiology, genetics, global health,
health promotion, health communication, health evaluation, health inequities,
population health, harm reduction, immunization, infectious disease, reproduc-
tion, research, risk reduction, safety, screening, setting priorities, surveillance,
vaccinations, violence, vulnerability, welfare.! However, the focus that occurs in
this chapter is gaining increased attention—the collaboration between hospitals,
health systems, and public health agencies to enhance community health as part
of a multi-sector effort that is needed. This multi-sector approach should include
a broad range of stakeholders, including the business sector, educational institu-
tions, and social service organizations, in addition to healthcare organizations and
public health agencies.? This multi-sector approach is advocated strenuously in
a 2019 report from the National Academies of Science, seeking health improve-
ment through public and private efforts in cross-sector collaborative action.® Also,
a 2019 report from the US Surgeon General on community health encourages
multi-sector collaboration so that businesses can be community change-makers
and forces for health.* Community health is a governance priority.’

In the analysis of the applied chapters, the concepts of the ethics paradigm
organize core features of effective governance from landmark reports and the
scholarly literature. There are two pivotal reports by one of the co-authors of
this book that shape the discussion in this chapter regarding community health.
The reports focus on hospital and public health collaboration, the first is referred
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to as the Community Health Report,® and the second is referred to as the Leader-
ship Report.” These reports deal with cooperative endeavors to improve com-
munity health with outcomes that have significant implications for governance
ethics. The reports call for boards and executive leadership in nonprofit health
systems to assume a substantial role in multi-sector initiatives to measure and
improve community health across the nation. There is substantial evidence that
hospitals play a crucial role in successful multi-sector partnerships focused upon
improving community health.®

The purpose is to highlight hallmarks of governance ethics that denote associ-
ated moral imperatives. Because the hallmarks represent necessary moral attri-
butes of governance ethics, they entail an obligation to be adopted by boards. In
turn, the associated moral imperatives represent necessary endeavors to foster the
hallmarks under consideration.

The ethics paradigm organizes multiple topics on board oversight of commu-
nity health, as follows. First, the foundation component of the ethics paradigm
deals with the identity of an organization, reflecting the leitmotif who we are,
thereby highlighting board oversight of partnership engagement as a hallmark of
governance ethics for community health. In turn, this hallmark denotes an associ-
ated moral imperative of board oversight of the mission and structure of commu-
nity health partnerships. Second, the process component of the ethics paradigm
addresses the accountability of the organization, reflecting the leitmotif Zow we
function, thereby highlighting partnership consensus as a hallmark of governance
ethics for community health. In turn, this hallmark denotes an associated moral
imperative regarding board oversight of collaboration within community health
partnerships. Third, the practice component of the ethics paradigm engages qual-
ity in an organization, reflecting the leitmotif what we do, thereby highlight-
ing partnership performance as a hallmark of governance ethics for community
health. In turn, this hallmark denotes an associated moral imperative regarding
board oversight of performance improvement in community health partnerships.

Each of the applied chapters begins with an explanation of the need for the
pivotal topic under consideration, such as governance of community health here.
Again, the concepts of identity, accountability, and quality provide a framework
for the applied analysis. These concepts represent the foundation component
(reflecting who we are), the process component (reflecting how we function), and
the practice component (reflecting what we do) of the ethics paradigm (Table 1.1).

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of

deliberation conduct
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The interest in partnerships that improve community health has become a
major concern for nonprofit healthcare systems.’ Hence, before considering hall-
marks of governance ethics regarding this topic, it is helpful to explain the need to
advance community health partnerships.

Need to advance community health partnerships

The context of this discussion is the disconcerting paradox that the USA spends
nearly 18 percent of the nation’s gross domestic product on healthcare, much
more than other developed nations.!® The Community Health Report and the
Leadership Report noted how much the USA lags on many metrics of population
health, having extensive disparities in healthcare services.!! To improve the health
status of communities and society, it is inadequate to concentrate only on access
to medical services and quality patient care. Rather, the delivery of healthcare
services needs to go beyond treating individuals to being better integrated with
well-established principles of public health. This approach involves more atten-
tion being given to the environment, lifestyles, prevention, early detection and
treatment, and reliable determinants of health. Collectively, these factors have
approximately a 90 percent greater impact in determining the health status of indi-
viduals and population groups. There needs to be considerable improvement in
cooperation between health delivery, public health, and community stakeholders.
Above all, governing boards have a critical role in reflecting their commitment to
community health improvement in their organizations’ strategic plan, priorities,
and resource allocation.!?

The Patient Protection and Affordable Care Act (ACA) of 2010 included a pro-
vision that led to action by the Internal Revenue Service (IRS). The ACA amended
the IRS Code by adding Section 501(r). The new IRS requirement mandates
every hospital operated by a 501(c)(3) organization to conduct a needs assess-
ment regarding community health, with an implementation strategy to address
priorities. Occurring at least every three years, this assessment may involve mul-
tiple hospitals working together to yield a joint report. In other words, the IRS
provisions encourage relationships between hospitals, public health agencies, and
others to assess these needs, to set priorities, and develop implementation strate-
gies. This requirement of the IRS can help hospitals strengthen the justification
of maintaining their tax-exempt status.'> Also, Public Health Accreditation Board
standards encourage multi-sector collaboration in health needs assessment.'

There is an increasing awareness of the need for effective communication and
collaboration among health delivery organizations, the public health sector, and
other multi-sector initiatives interested in the improvement of community health.'>
This awareness is a rediscovery of an insight articulated in 1932, nearly a century
ago, by the Committee on the Costs of Medical Care when it emphasized that it is
a folly to deal in a separate manner with medical services and public health.'® The
inherent difficulty of achieving successful collaborative arrangements probably
contributed to the schism between the sectors of healthcare and public health from
the 1930s. Also, there were many other factors that contributed to this schism,
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including the following: the dominance of employer-sponsored health insurance
plans during World War II (e.g., Blue Cross/Blue Shield) focusing almost entirely
on medical and hospital services; the infusion of enormous resources by the cre-
ation of Medicare and Medicaid into the medical and hospital sectors; progress
in medical science and technology that generated an increasing demand for new
procedures; and the asymmetry in funding and prestige of private-sector medicine
and hospitals in relation to public health. Not surprisingly, there resulted differ-
ences in priorities, lack of mutual understanding, and cultural rifts.!?

Fortunately, since the 1990s there has been increased awareness of significance
of collaboration in the health arena, especially regarding community health.!'3
This awareness is apparent in groups working together in a voluntary manner for
a mutual interest. By illustration, in 1994 two major associations created a joint
endeavor: the American Medical Association and the American Public Health
Association established the Medicine/Public Health Initiative. While this initia-
tive did not endure, the purpose was to consider why medicine and public health
functioned so separately and independently and to explore opportunities for closer
working relationships.!® Subsequently, many reports by prominent organizations
advocated for collaborative models to create a collective impact in medicine and
public health.?

There are multiple rationales to support this shift from a narrow focus on indi-
vidual patients to a broader focus that integrates communities into the nation’s
health agenda. Concentrating on the medical needs of individuals should be
expanded to include population health approaches, as discussed in the Commu-
nity Health Report and the Leadership Report. Reflecting this paradigm shift
from treating individuals to engaging communities, there could be an accelera-
tion of new alliances focused upon community health.?! There are many studies
that indicate an urgency to align improving community health with restraining
healthcare expenditures.?? Efforts over the long term to restrain the nation’s health
expenditures while improving community health will require much more com-
prehensive strategies that address behavior, education, the environment, and so
forth.?* This scenario led the Institute for Healthcare Improvement to establish
a triple aim in healthcare: simultaneously to address the quality of patient care,
to improve population health, and to reduce per capita costs of care across the
public and private sectors of society. To achieve these aims, there are significant
challenges that require integrating the measurement of population health status
with the design of long-term multi-sector collaboration and the development of
value-based payment systems focused on outcomes.?* To address these aims by
concerted efforts that recognize the multiple determinants of health outcomes,
there needs to be better communication and coordination across all related public
and private sectors.?

From the outset, it should be noted that failure occurs with almost half of the
alliances, coalitions, and partnerships with two or more organizations. The Com-
munity Health Report and the Leadership Report indicate that in studying cross-
sector collaborative initiatives for community health across the nation, only about
half succeeded.?® The success rate can increase significantly, up to 80 percent,
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when these collaborative arrangements incorporate a set of core characteristics
and related indicators. The characteristics are delineated in terms of these catego-
ries: vision, mission, values; goals and objectives; partners; organizational struc-
ture; leadership; partnership operations; program success and sustainability; and
performance evaluation and improvement.?’

These reports considered successful partnerships between hospitals, public
health agencies, and community stakeholders committed to improving the health
of their communities. In the Community Health Report, the selected alliances were
required to have been in operation for two years with successful performance and
with diversity in location, form, and focus. Using qualitative analysis, the report
determined findings and patterns from which it developed recommendations that
are discussed later.?® In the Leadership Report, the study examined five nonprofit
health systems committed to community health improvement. The report engaged
with multi-sector efforts to measure and improve the health of the communities
they serve. The recommendations are discussed in the following sections.?

The discussion now applies the ethics paradigm to organize core features of
effective governance regarding community health. The discussion focuses on the
Community Health Report, the Leadership Report, and the scholarly literature.
The purpose is to highlight hallmarks of governance ethics that denote associated
moral imperatives. The applied analysis begins with discussing hallmarks of gov-
ernance ethics connected with the foundation component of the ethics paradigm.

It is useful to note that the hallmarks of governance ethics regarding community
health are designed in connection with the hallmarks of governance ethics regard-
ing community benefit. That is, the focus in the previous chapter was on board
engagement, effective communication, and organizational performance. The
focus continues in this chapter’s discussion of partnership engagement, partner-
ship consensus, and partnership performance as hallmarks of governance ethics.

Partnership engagement: foundation-related governance
ethics hallmark

The foundation component of the ethics paradigm, in the context of the chal-
lenging environment of healthcare, focuses on stewardship to enhance an orga-
nization’s mission as crucial for effective governance. This component depicts
the identity of an organization, reflecting the leitmotif who we are. The concept
of identity highlights partnership engagement as a hallmark of governance eth-
ics for community health. This concept draws attention to who the board is.
In turn, this hallmark denotes an associated moral imperative regarding board
oversight of the mission and structure of community partnerships. These are
discussed later.

To understand partnership engagement as a hallmark of governance ethics,
it is helpful to note that often crises in the community spark concerted action.
Such action is designed to address needs that instigate different community
health coalitions via partnership engagement.’® The Community Health Report
and the Leadership Report explained that these coalitions can provide guidance
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for other organizations and communities interested in developing their own out-
reach. Addressing population health constitutes a moral imperative at local, state,
and national levels.?' These partnership efforts should be ongoing, not just a one-
time occurrence.> When faced with urgent need in the health of a community,
visionary and inspirational leaders are sought to generate collective action via
partnership engagement. These individuals can provide instrumental leadership
in founding an alliance and in contributing to its success insofar as well-qualified
and dedicated personnel are designated to manage partnerships.>® To create a
cohesive coalition, these leaders need to articulate and communicate around a
common understanding of the concepts, definitions, and principles of popula-
tion health.?* Effective communication requires mutual understanding of key
concepts and terms. A significant obstacle to multi-sector collaboration in part-
nership engagement has been the differences in respective interpretations of the
concept of population health, using the same words with different meanings. For
the public health sector, the concept refers to health outcomes of a group and their
distribution within the group. From this perspective, the impact of education, the
environment and socioeconomic influences affect the health status of a population
in addition to their access to quality medical services. In contrast, the medical and
hospital sectors all too often understood population health in relation to patients
served by their organizations.*

The Community Health Report and the Leadership Report emphasized that hav-
ing a trust-based relationship grounded in honesty and respect among the found-
ing institutions is critical for a successful alliance.*® Collective action has become
increasingly productive for community development.?” Often a tradition of com-
munity cooperation lies behind new partnership engagement to foster community
health. These types of established relations must be preserved through excellent
communications and assessment as the group moves from planning to operations.
To nurture this rapport new groups must have a culture and values that are sub-
stantively compatible and congruent, even though they typically will not be iden-
tical. In contrast, a primary cause for failure can be lack of trust.>® These leaders
and relationships cultivate a growing awareness of a fundamental change that
recognizes the need for prevention, early diagnosis and treatment, and the promo-
tion of wellness. This shift has created an emerging pattern that acknowledges the
need for more attention to population health by engaging the following: improved
understanding; better communication with the public health community; and
coordinated action to improve community health with cooperation between pri-
vate and public sectors.?® Partnership engagement brings communities and orga-
nizations together in programs and activities can generate collective interest while
building community spirit and social capital. These efforts to improve community
health serve an important social role by enabling group action aimed at population
health improvement.*°

Board oversight of partnership engagement is a hallmark of governance eth-
ics. This hallmark denotes an associated moral imperative regarding board over-
sight of the mission and structure of community partnerships. The mission and the
structure of these partnerships can be distinct, though typically are closely related.
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Moral imperative: board oversight of mission and structure
of community partnerships

Board oversight of the mission of community partnerships is indispensable. The
Community Health Report and the Leadership Report acknowledged the daunting
challenges that must be faced both in the start-up years and in on-going operations
of community partnerships. To address these challenges effectively they must
emphasize the importance of mission, vision, and values, including their align-
ment with clear goals and objectives. These must focus on improving community
health with firm support of the partnering organizations, be clearly stated, and be
communicated widely. The identity of each collaboration helps to connect its mis-
sion with accompanying problems, while seeking to build community recogni-
tion, credibility, and respect. In the Leadership Report and the Community Health
Report, the coalitions were generally relatively small entities without much his-
tory in community service. However, they had well-known organizational part-
ners in the community, such as hospitals. This experience highlights the need to
find ways to inform communities (such as by formal reports and community pre-
sentations) about these transformational endeavors that impact them all.*! A clear
mission statement is decisive for engaging the scope of these alliances, driving
direction, strategies, and services, and bolstering community support with effec-
tive outreach. The mission statement is amplified by a strategic plan that guides a
tangible course of action. Of course, these require ongoing review and improve-
ment in content and format, especially regarding goals, objectives, and evaluation
protocols.*> However, because of the combination of health needs in communi-
ties and limited organizational capabilities, efforts to improve community health
should have a defined mission, strategically and pragmatically indicating prior-
ity needs to inspire interest, engagement, and support. There can be a mission
dissonance between coalition members when some may be traditionally focused
on individual patients or related patient groups, whereas others may primarily
address community health. Here, it is pivotal to sustain fidelity to population
health outreach.* Well-designed coalitions with multiple stakeholders can be a
catalyst for collective action regarding community health needs, using evidence-
based experience to build on success. That is, community-powered problem solv-
ing creates synergy for a collective impact addressing complexity.** But having
an unrealistic purpose that is not sufficiently pragmatic can compromise progress
toward maintaining momentum and sustaining commitment.*’

Also, board oversight of the structure of community partnerships is crucial. In
the Leadership Report and the Community Health Report, it is evident that the
mission of the coalition should shape its organizational structure, which in turn
impacts the likelihood of success. A durable structure is crucial for carrying out
the mission and goals of these coalitions. Typically, organizational models have a
comparatively informal structure in contrast to corporate structures such as those
with 501(c)(3) status. Generally, most appear to be open-ended regarding future
possibilities to accommodate emerging needs.*® Of course, there are many forms
of collaboration with varying purposes, ranging from informal and non-binding
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to formal and legal arrangements. The organization’s documents should articu-
late the key features of the partnership, especially its mission, goals, and core
policies.*” Two observations can be made generally about the structure of these
partnerships.

On the one hand, the Community Health Report and the Leadership Report
explained that having one or more anchor institutions to build multi-sector par-
ticipation with common interests in community health can contribute to long-term
survival and success.*® Working together on programs and initiatives around a
common cause is not necessarily contrary to competition in other areas.*’ Several
examples can be highlighted. A coalition of big ten institutions was established in
1958. It was called the Committee on Institutional Cooperation and is now referred
to as the Big Ten Academic Alliance (BTAA). The alliance has undertaken a num-
ber of initiatives. One purpose of this collaboration was to seek interventions that
improve health equity. This partnership with these universities illustrates the role
of educational institutions regarding population health. In 2013, a public-private
learning collaborative was established by the Association of State and Territorial
Health Officials (ASTHO). This alliance sought to improve hypertension control,
contributing to a national goal of the Department of Health and Human Services
of preventing 1 million heart attacks and strokes.>® Another example is a multi-
state collaborative, founded in 2009 with many states working together. With the
Millbank Memorial Fund as an anchor institution providing support, the principal
focus of collaborative efforts has been multi-payer primary care transformation.>!
Yet another example is MaineHealth, a nonprofit health system based in Port-
land that supports extensive Healthy Community programs.3? Anchor institutions
should be able to offer stable support, economic and otherwise. Successful collab-
orative partnerships for community health can be inspiring.>* These collaboratives
emphasize the importance of not relying only on health sector organizations to
meet the enormous challenges facing community health. The leadership of busi-
ness, education, and government sectors is indispensable. On the other hand,
the Community Health Report and the Leadership Report urged that antecedent
informal connections should develop a formal affiliation agreement to address the
complex issues involved around policies, strategy, budget, etc. Examples of these
formal agreements are creating a steering committee or a leadership council. It
is very helpful to establish a designated body that is empowered by the leading
institutions with a succinct and simple written charter that is updated regularly
to deal with these core functions: the coalition’s vision, mission, and values with
accompanying goals and objectives; the composition, responsibilities, and author-
ity of the policy-setting body; and the powers and decisions that are restricted to
the main institutions in the alliance. The charter should define the leadership role
and responsibilities with regular updating.>> The designated body, such as a part-
nership board, has the responsibility and authority to adopt policies and approve
initiatives supporting the coalition’s mission. This oversight will enable a coali-
tion to be more robustly engaged in identifying priorities and strategies focused
on action for community health improvement. The board should be comprised of
individuals who have demonstrated interest and expertise in population health,
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can provide effective direction, monitor progress and adopt action plans to ensure
ongoing progress. Also, standing committees for oversight of the coalition should
be established by the participating health departments or hospitals. Tax exempt
status is not required, but certainly preferred. This is because the tax-exempt sta-
tus of nonprofit hospitals requires the provision of community benefit to provide
measurable contributions that improve the populations served. Similarly, public
health departments have statutory authority and accountability for community
health in the populations that they serve.>

Hence, the governing boards and executives in nonprofit hospitals, health sys-
tems, and local health departments could establish standing board committees
with oversight responsibility for their respective organization’s role in popula-
tion health improvement. Of course, it may not be necessary to have a standing
committee for each partnership, with oversight responsibility being assigned to
a board with a broader charge. The committees can address high-priority health
needs, honor the social roles of their constituent organizations, and work together
to improve the health of the populations they serve.’

In sum, the foundation component of the ethics paradigm highlights partner-
ship engagement as a hallmark of governance ethics. By focusing on identity in
the ethics paradigm (dealing with who the board is), this hallmark denotes an
associated moral imperative regarding board oversight of the mission and struc-
ture of community partnerships.

Partnership consensus: process-related governance ethics
hallmark

The concept of accountability in the ethics paradigm (reflecting the leitmotif zow
we function) emphasizes the importance of decision-making via participative
deliberation. This focus requires boards to be attentive to organizational oversight
as the context for assessing their responsibilities. The concept of accountability
highlights partnership consensus as a hallmark of governance ethics for commu-
nity health. To meet this charge, boards should be designed to have processes for
consensus building. The concept draws attention to how the board functions in
the organization. In turn, this hallmark denotes an associated moral imperative
regarding board oversight of collaboration within community partnerships. These
are discussed in what follows.

To understand partnership consensus as a hallmark of governance ethics, it is
helpful to note that excellent communication channels are required among the
partners, staff and community. The Community Health Report and the Leadership
Report explained that consensus-building efforts must focus on substantive com-
munity engagement, support, and input to identify all relevant needs. These chan-
nels need to be clear, transparent, and effective to foster consensus about the work
of the coalition. This culture requires mutual respect and trust, with the members
having compatible values and dedication to build the coalition together.’® This
requires all involved, especially staff, to share ownership of the partnership, be
open and transparent with each other, and demonstrate long-term commitment to
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its vision, mission, and values. In this environment, the alliance should focus on
programs in which they have expertise or can efficiently secure required talent
externally. Naturally, conflicts can occur. In an environment of decision-making
in these consensus-oriented coalitions, there must be well-established mecha-
nisms to proactively identify and resolve concerns.>

The Community Health Report and the Leadership Report emphasized that the
coalition needs to have someone in charge of partnership operations to lead the
deliberative processes required for action. Typically, the title of executive director
(or similar names) devotes a considerable amount of work time to management
of the coalition. This occurs either with or without significant technical support
depending on each arrangement. A significant challenge is that the director usu-
ally has limited or no formal authority over the coalition members or over others
who are affiliated and upon whom the alliance depends. Hence, the director relies
on influence or persuasion for managing programs and personnel who are classi-
cally volunteers. This is similar to the challenges that a director encounters in man-
aging nonprofit associations with many volunteers.*®® Although some coalitions
have a strong anchor institution, most involve a much looser model that adopts a
consensus style of direction, even though they may evolve into a more structured
approach.®! Because the director is essential for success, deliberative processes
need to be adopted that reflect a model of servant leadership that makes progress
through consensus-building. There is a significant amount of literature on this
topic of servant leadership that centers around character, empathy, moral author-
ity, systems thinking, and skilled communication.®” In building a partnership con-
sensus for community health, leaders have substantive responsibility but limited
decision-making authority. Here, autocratic or hierarchic approaches are replaced
with an approach based on teamwork and consensus-building, involving many in
decision-making, and supporting workers while developing the institution.®

Moral imperative: board oversight of collaboration within
community partnerships

Board oversight of partnership consensus is a hallmark of governance ethics.
This hallmark denotes an associated moral imperative regarding board oversight
of collaboration within community partnerships. Collaboration can flourish by
adopting decision-making processes that foster participative deliberation. Unfor-
tunately, a substantial proportion of organizational alliances are not successful,
especially when there are many members accompanied with diffuse and complex
decision-making processes. Hence, there is significant need for board oversight
of decision-making processes to foster collaboration.

This collaborative approach can enable community partnerships to have an
enduring impact over time for engaging a range of other parties from both public
and private sectors. In other words, collaborative decision-making via partici-
pative deliberation can encourage the participation of many different sectors in
partnerships for community health. Certainly, hospitals and public health depart-
ments and related stakeholders should typically be among the principal partners.
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However, many other community organizations should be engaged insofar as
they share a commonality of interest for the health of the community, such as
school systems, health plans, and the business community. Also, including local,
state, and federal government agencies can be productive by incorporating health
considerations in their decision-making processes. Similarly, in the private sector
professional associations at state and national levels should encourage these col-
laborative partnerships.

The Community Health Report and the Leadership Report showed that suc-
cessful collaborative partnerships for community health require broad-based and
multi-sector support.** For example, there is a solid body of evidence that hospi-
tals and health systems are a key component of successful multi-sector partner-
ships for community health.®> Also, there is extensive literature on multi-sector
collaboration within community health partnerships.®® These alliances can be
very effective in addressing community health needs, serving the public inter-
est and well-being. In other words, cooperation between professions can develop
relational collaboration through organizational partnerships for the public good.®’
Adopting decision-making processes that encourage participative deliberation
enables these collaborations to flourish.

In sum, the process component of the ethics paradigm highlights partnership
consensus as a hallmark of governance ethics. By focusing on accountability in
the ethics paradigm (dealing with how the board functions), this hallmark denotes
an associated moral imperative regarding board oversight of collaboration within
community partnerships.

Partnership performance: practice-related governance
ethics hallmark

The concept of quality in the ethics paradigm (reflecting the leitmotif what we
do) emphasizes the importance of best practices for standards of conduct. This
focus requires boards to be attentive to organizational culture as the context for
assessing their responsibilities. The concept of quality highlights partnership per-
formance as a hallmark of governance ethics for community health. In turn, this
hallmark denotes an associated moral imperative regarding board oversight of
performance improvement in community partnerships. These are discussed in
what follows.

To understand partnership performance as a hallmark of governance ethics, it
is helpful to recognize the need for best practices. That is, collaborations for com-
munity health must relate to established best practices. The Community Health
Report and the Leadership Report urged that partnership performance should be
reviewed using evidence-based assessment. Successful coalitions must regularly
monitor and measure outcomes in relation to their organizational goals and objec-
tives using reliable metrics with a timeline for achievement. This should be a
recurring process whereby progress reports are provided to the partners, commu-
nity and key stakeholders. These reports should have accompanying actions that
contribute to assessing partnership performance.®® Recurring assessments should
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be based on the best science available to review the following: community health
measures to be addressed, objectives and targets to be achieved, and metrics and
tools to monitor progress.®

The Community Health Report and the Leadership Report explained that dem-
onstrating successful partnership performance requires an expansive review of
issues, including the following: engaging the support of the community; consid-
ering the length of time in operation; prioritizing community needs combined
with strategies to address them; and examining evidence of long-term impact on
community health.”® All of this requires a wide-reaching perspective of the health
landscape. Of course, access to quality services is indispensable and accounts for
the major share of health expenditures in the USA. However, the economic, phys-
ical, and social environment must also be addressed.”! Hence, efforts to develop
community health must combine multiple facets: selecting from the broad range
of interacting influences; establishing priorities; developing approaches for
implementation; and designing standards to assess organizational performance.
Each community’s needs should be instrumental in shaping the focus and func-
tions of a coalition and in guiding coalition outcomes.”?

Moral imperative: board oversight of performance improvement
in community partnerships

Board oversight of partnership performance is a hallmark of governance ethics.
This hallmark denotes an associated moral imperative regarding board oversight
of performance improvement in community partnerships. From the Community
Health Report and the Leadership Report there emerges two critical requirements
for performance improvement that meets the needs of coalitions: the metrics
selected to monitor progress by considering measurable impacts; and the resources
to meet the needs identified. Naturally, there are considerable challenges when
considering these together.” It is crucial to scientifically connect health yardsticks
with evidence-based strategies and sufficient resources. Fortunately, there is reli-
able information to gauge the burden of disease, injuries, and risk that can guide
allocating assets and efforts. Aligning impacts and resources is indispensable.”
One critical requirement for performance improvement deals with impact. On
this topic, the issue of effective assessment measures, using benchmarks of quality
to improve population health, has been acknowledged for a long time.” However,
objective evidence of the impact of collaborative arrangements for community
health appears all too thin.”® To be effective it is crucial to have a common under-
standing of population health to facilitate benchmarking, comparative evaluation,
and mutual understanding.”” In the Community Health Report and the Leadership
Report, an agreed perspective enables participants to clarify how health status is
assessed in a realistic manner.”® To achieve these, it can be helpful to adopt lead-
ing health indicators presented in a ten-year plan by the US Department of Health
and Human Services. Some of these indicators examined include the following:
access to health services; clinical and preventive services; environmental quality;
injury and violence; maternal, infant, and child health; mental health; nutrition,



Governance of community health 99

physical activity, and obesity; oral health; reproductive and sexual health; social
determinants; substance abuse; and tobacco.”

In the Community Health Report and the Leadership Report, performance
improvement in community health coalitions presents a serious challenge. The
challenge is evident when considering infant mortality or the prevalence of car-
diovascular disease where advances require a lot of time and effort.®® There must
be well-reasoned priorities in selecting determinants and measures (intermediate
and long-term) to track improvements in community health. Of course, it is chal-
lenging to select specific community needs when assessing them means exam-
ining flawed linkages between determinants and measures of population health,
perceptions of health needs, and intervention efficacy.?! However, performance
improvement reviews require evidence-based strategies to compile pertinent data
as a basis for factual evaluation. Sound data will contribute to addressing signifi-
cant gaps in evaluating achievements in community health.3?

An example of a successful multi-sector approach is the Health of New Ulm
Project in Minnesota on cardiovascular risk factors. In this project, the electronic
health record system in the town’s medical center provided an ideal repository for
surveillance and registry data on community-wide cardiovascular disease.??

Despite the widely recognized difficulty in generating data for sustained
improvement, especially on mortality and morbidity, several features have shown
themselves to provide reliable information. Partnerships with a focus on a single
community health need (such as reducing heart attacks), or on a narrow set of
needs, can perform better than affiliations with more comprehensive, far-reaching
missions. Such coalitions have a relatively less difficult challenge and they can
more easily demonstrate positive results. Second, coalitions tend to be success-
ful when they adopt benchmarks for performance improvement, approaches to
achieve them, and ways to make assessments. Third, alliances can flourish when
they recognize that a complex collection of issues contribute to performance
improvement in community health. This recognition enables organizations to
connect basic determinants, intermediate steps, and outcomes (even though more
research on these links is needed).®* Through performance improvement reports,
community health partnerships can gain credibility and earn respect of key stake-
holders. This credibility and respect can be nurtured by developing, regularly
updating, and disseminating impact statements using evidence to present the
effect of the partnership in relation to its available resources and incurred costs.
Doing so highlights for partners, funders, the community and other stakeholders
the value proposition of the partnership. These efforts demonstrate the benefits
being provided and the progress being made and offers a compelling case for
further investment and inspires community interest and support.’

The other critical requirement for performance improvement deals with
resources. The Community Health Report and the Leadership Report underscore
that the long-term survival of a coalition for community health requires financial
sustainability. Different funding levels for collaborative partnerships significantly
influence how community health initiatives can advance. This influence includes
the design and operation of a coalition, the volume and intensity of supported
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activities with associated costs, the size of the population served, and the mix
of other in-kind support. Significant attention needs to be dedicated to finances,
including the value of in-kind contributions within a coalition’s organizations, to
avoid becoming vulnerable to financial instability.?® Deliberate plans are needed
to broaden and diversify sources for funding support with the partners identifying
resource requirements (regarding both personnel and funding), building sufficient
capital and operating budgets, and securing those resources.?” Unfortunately, there
is limited financial support for multi-sector collaborative initiatives focusing on
community health. Moreover, health departments tend to be lightly funded even
as they encounter great challenges. Faced with this disconcerting reality, lead-
ers in hospitals and public health must develop their own funding strategies for
multi-sector collaboration to improve community health. Fundraising is a major
challenge for most of these endeavors.®®

The Community Health Report and the Leadership Report suggest that a key
strategy to financial stability deals with involving anchor institutions. Large health-
care organizations or robust health departments, and indeed many other organiza-
tions can be anchor institutions for multi-sector partnerships focused on improving
community health. These partnerships could benefit greatly by more participation
of business organizations. Various forms of support can be very helpful for these
multi-sector partnerships. However, financial resources from the business commu-
nity, health plans, and healthcare providers is necessary to sustain the partnerships.

These institutions can provide long-term commitment to a coalition’s mission
with solid long-term financial (but not necessarily complete funding) and in-kind
support for community health initiatives. By illustration, hospitals and health
systems have in the past directed community benefit funds, required by their
tax-exempt status, to support services for uninsured or under-insured patients.
Increasingly, they tend to apply a considerable portion of these funds to support
affiliated multi-sector community health partners. This increase has been influ-
enced by the Affordable Care Act and the Public Health Accreditation Board
standards that call for collaborative efforts to engage community health needs.®
Or, there could be other resources for ongoing financial support. These resources
include the following: health plans with leaders who appreciate the need to focus
resources on population health; local employers who recognize the value of a
coalition for their community; and local government’s investment in the welfare
of the community.”® Major local employers and health plans can provide robust
support for community health initiatives. However, when there is low level of
engagement by them as principal partners or major funders, concern is justified.”!
Having one or more organizational partners make a commitment in this manner
is a fundamental strategy for sustainability. Of course, this sort of continuing sup-
port will depend upon continuous performance improvement by partnerships to
demonstrate a measurable and compelling impact on community health.*?

Even in these scenarios, the Community Health Report and the Leadership
Report recognize that additional financial support is typically necessary such
as grants from local, state, and national sources, both private and governmental.
The availability of federal or foundation grant programs can provide a catalyst
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for a partnership to address community health initiative. This catalyst support
can focus on a start-up or provide short-term support, but rarely does it provide
durable support.”> The upside is that personnel are highly dedicated with lots of
talent. Personnel also contribute significantly to creating social capital by mak-
ing connections between the coalition members and the community. However,
reliance on grant support can constrain a coalition, restricting long-term plans
as well as the stabilization of staff support. Coalitions for community health
ordinarily rely extensively on volunteers and staff from the organizational mem-
bers. Nonetheless, heavy reliance on volunteers can cause substantial turnover,
thereby stressing full-time staff and requiring continuing recruitment efforts for
succession planning.”* Without grant renewal or securing an equivalent funding
source, the future of a coalition will be in jeopardy. Because resources are cru-
cial for performance improvement of coalitions for community health, it is time
for government agencies via public policy and many others to establish more
public-private alliances. From the policy perspective, examples might be local
and state government funding, state-level policies supporting hospital and public
health cooperation, and federal-level programs that stimulate successful public-
private partnerships. Perhaps more sustainably, financial resources from the busi-
ness community, health plans, and healthcare providers are indispensable if these
alliances are to be sustained and flourish.”

In sum, the practice component of the ethics paradigm highlights partnership
performance as a hallmark of governance ethics. By focusing on quality in the
ethics paradigm (dealing with what the board does), this hallmark denotes an
associated moral imperative regarding board oversight of performance improve-
ment in community partnerships.

Conclusion

The chapter has indicated hallmarks of governance ethics with associated moral
imperatives regarding the community health. The contribution of the ethics para-
digm can be summarized in this manner.

First, in the context of the challenging healthcare environment, the foundation
component of the ethics paradigm focuses on stewardship to enhance an organi-
zation’s mission as crucial for effective governance. This component deals with
the identity of an organization, reflecting the leitmotif who we are, thereby high-
lighting board oversight of partnership engagement as a hallmark of governance
ethics for community health. This hallmark connects with the hallmark of board
engagement in the previous chapter. In turn, this hallmark denotes an associated
moral imperative of board oversight of the mission and structure of community
health partnerships.

Second, in the context of organizational oversight in healthcare organizations,
the process component of the ethics paradigm focuses upon decision-making to
foster participative deliberation in organizations. This component addresses the
accountability of the organization, reflecting the leitmotif how we function,
thereby highlighting partnership consensus as a hallmark of governance ethics for
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community health. This hallmark connects with the hallmark of effective commu-
nication in the previous chapter. In turn, this hallmark denotes an associated moral
imperative regarding board oversight of collaboration within community health
partnerships.

Third, in the context of organizational culture in healthcare, the practice com-
ponent of the ethics paradigm is to focus on best practices to develop standards
of conduct. This component engages quality in an organization, reflecting the
leitmotif what we do, thereby highlighting partnership performance as a hallmark
of governance ethics for community health. This hallmark connects with the hall-
mark of organizational performance in the previous chapter. In turn, this hallmark
denotes an associated moral imperative regarding board oversight of performance
improvement in community health partnerships.

This chapter has applied the ethics paradigm to identify hallmarks of gover-
nance ethics regarding community health, denoting associated moral imperatives.
The next chapter adopts the same approach to discuss hallmarks of governance
ethics concerning patient care.
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7 Governance of patient care
quality

Introduction

The previous two applied chapters addressed community-related topics (com-
munity benefit and community health). This chapter and the next chapter apply
the ethics paradigm to discuss hallmarks of governance ethics regarding patient
care quality and patient safety. The significance of board oversight of quality and
safety is widely recognized. For example, the Joint Commission provides guide-
lines on what boards need to know about these pivotal issues.! Also, the Agency
for Healthcare Research and Quality and the Institute for Healthcare Improve-
ment provide ongoing resources.? In ethics studies just over a decade ago, board
oversight of patient care quality and patient safety was not prominent,® but now
they are recognized as essential governance responsibilities.* Although patient
care quality and patient safety are discussed together in the literature, this chapter
and the next deal with them separately to focus on their distinctive issues related
to governance ethics.

In the analysis in the applied chapters, the concepts of the ethics paradigm orga-
nize core features of effective governance from landmark reports and the schol-
arly literature. Instead of a formal report, there is a study by one of the co-authors
of this book that shapes the discussion in this chapter. The study is referred to as
the Accountability Study.> The purpose is to highlight hallmarks of governance
ethics that denote associated moral imperatives. Because the hallmarks represent
necessary moral attributes of governance ethics, they entail an obligation to be
adopted by boards. In turn, the associated moral imperatives represent necessary
endeavors to foster the hallmarks under consideration.

The ethics paradigm organizes multiple topics on board oversight of patient
care quality as follows. First, the foundation component of the ethics paradigm
deals with the identity of an organization, reflecting the leitmotif who we are,
thereby indicating board transparency as a hallmark of governance ethics. In turn,
this hallmark denotes an associated moral imperative concerning board oversight
of the development of trust to support patient care quality. Second, the process
component of the ethics paradigm addresses the accountability of the organiza-
tion, reflecting the leitmotif sow we function, thereby indicating board respon-
siveness as a hallmark of governance ethics. In turn, this hallmark denotes an

DOI: 10.4324/9780429328305-7
This chapter has been made available under a CC-BY-NC-ND 4.0 license.


https://doi.org/10.4324/9780429328305-7

Governance of patient care quality 111

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of
deliberation conduct

associated moral imperative concerning board oversight of factors contributing to
support patient care quality. Third, the practice component of the ethics paradigm
engages quality in an organization, reflecting the leitmotif what we do, thereby
indicating board oversight of mechanisms for patient care quality as a hallmark of
governance ethics. In turn, this hallmark denotes an associated moral imperative
concerning board oversight of the social contract for patient care quality.

Each of the applied chapters begins with an explanation of the need for the
pivotal topic under consideration, such as governance of patient care quality here.
Again, the concepts of identity, accountability, and quality provide a framework
for the applied analysis. These concepts represent the foundation component
(reflecting who we are), the process component (reflecting sow we function), and
the practice component (reflecting what we do) of the ethics paradigm (Table 1.1).

Before discussing hallmarks of governance ethics, it is helpful to explain the
need for board oversight of patient care quality.

Need for board oversight of patient care quality

It is widely recognized, as indicated in the Governance Structure Report (dis-
cussed in previous chapters), that board oversight of patient care quality is an
indispensable feature of effective governance.® Nonetheless, the level of clinical
services in hospitals and health systems needs to be improved, especially from
the perspective of monitoring and improving clinical services.” It has long been
recognized that board oversight of patient care quality is crucial for effective gov-
ernance, especially regarding system-wide measures and standards.® A survey of
1,000 board chairs indicated that less than half rated oversight of patient care
quality as a top priority, with only a minority of board member having any formal
training in this area.’ There is a longstanding acknowledgment that enhancing
board oversight of patient care quality nurtures the trust of communities served, '°
with that trust reflecting improvements in care.!!

Over the past decade, there has been a recognition of the urgency for board
oversight concerning poor performance indicators in US healthcare. Now, nearly
18 percent of the US gross domestic product is devoted to healthcare, far more
than other industrialized countries for which the median figure is less than 10 per-
cent. Healthcare spending in the USA is nearly $11,000 per person, over twice
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the median figure for other industrialized nations.'? But the USA lags on many
indicators of population health such as infant mortality and life expectancy, and
there is abundant evidence of wide disparities in healthcare services.'?

A broad array of factors contributes to this scenario, including economic, life-
style, political, and social issues. In this regard, the Governance Structure Report
emphasized the performance of non-governmental, nonprofit health systems,
which are growing in numbers, providing a large proportion of inpatient and out-
patient services.!* Nonprofit hospitals and health systems in the private sector are
regulated and/or influenced by local, state, and federal government requirements,
accrediting commissions, bond rating agencies, payers, and many other external
parties.!® Governing boards, with the assistance of their management teams, must
remain updated regarding ever-changing expectations and must oversee compli-
ance with them.!® As the number and size of health systems continue to grow, an
increasing share of overall governance responsibility deals with system or parent
boards of these health systems.!” The numbers in the USA are large: in 2019, the
American Hospital Association indicated there are 2,968 community hospitals (of
the 6,210 total of hospitals in the USA) that are part of non-government, nonprofit
health systems.'®

Governance of large and complex healthcare organizations poses many chal-
lenges and requires high levels of expertise. To meet these challenges, there are
multiple accountabilities for health system boards. There needs to be greater
transparency, better responsiveness, and specific accountability mechanisms. The
components of the ethics paradigm emphasize the significance of these elements
regarding board oversight as being crucial for governance ethics.

The discussion now applies the ethics paradigm to organize core features of
effective governance regarding patient care quality. This discussion focuses on
the Accountability Study and the scholarly literature. The purpose is to highlight
hallmarks of governance ethics that denote associated moral imperatives. The
applied analysis begins with discussing hallmarks of governance ethics connected
with the foundation component of the ethics paradigm.

Board transparency: foundation-related governance
ethics hallmark

The foundation component of the ethics paradigm, in the context of the chal-
lenging environment of healthcare, focuses on stewardship to enhance an orga-
nization’s mission as crucial for effective governance. This component depicts
the identity of an organization, reflecting the leitmotif who we are. The concept
of identity highlights board transparency as a hallmark of governance ethics for
patient care quality. This concept draws attention to who the board is in rela-
tion with its organization. Here, transparency showcases the stewardship of the
organization regarding its mission. In turn, this hallmark denotes an associated
moral imperative regarding board oversight of the development of trust to support
patient care quality. These are discussed in the next section.

To understand board transparency as a hallmark of governance ethics, it is
crucial to recognize accountability as an indispensable characteristic of board
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effectiveness regarding its fiduciary duties, as discussed in the Accountability
Study." The necessity for and significance of transparency is widely recognized.
For example, the state statutes under which both investor-owned and nonprofit
corporations are chartered call for their governing boards to have overall respon-
sibility for the organization and the services and/or products it provides. There is
increasing interest by regulators and the public in how effectively boards are per-
forming their fiduciary duties and fulfilling their broader responsibility to owners,
stakeholders, and society at large.?

In the healthcare field, the call for more robust board oversight is not new, as
discussed in the Accountability Study. In 1918, as the number and social roles of
hospitals were expanding, the American College of Surgeons stated, “All hospi-
tals are accountable to the public for their degree of success . . . if the initiative is
not taken by the medical profession, it will be taken by the lay public.”?! In today’s
environment, oversight is crucially connected with transparency by governing
boards of nonprofit healthcare organizations. One reason has been the large varia-
tions in healthcare services from community to community and from institution
to institution. The variation is substantial, well documented, and challenging.??

The existence of these problems is increasingly visible to state and federal
regulators, payers, the media, and the public. Many events have brightened the
spotlight on the performance of hospitals and health systems and on those who
are responsible for them. Not surprisingly, there are significant concerns about the
transparency of healthcare organizations.?* All hospital and health system boards,
in concert with their clinical and executive leadership teams, must scrutinize the
performance of the organization for which they are responsible to create greater
transparency for board oversight of patient care quality.

Moral imperative: board oversight of the development of trust to
support patient care quality

Oversight of board transparency is a hallmark of governance ethics. This hall-
mark denotes an associated moral imperative regarding board oversight of the
development of trust to support patient care quality. This support includes the
assessment and continuous improvement of patient care quality. There is a grow-
ing public interest in healthcare organizations. This interest is part of a wider
public concern about the development of trust in communities that are served.
This concern about trust pertains to large institutions in all sectors, such as bank-
ing, the federal government, and others. The declining trust in large institutions
has created new challenges for boards.>* A decade ago, federal legislation and
regulations tried to address this issue. For example, the Dodd-Frank Wall Street
Reform and Consumer Protection Act of 2010 encouraged placing more power
in the hands of shareholders: the purpose was to influence the election of board
members, levels of executive compensation, and other corporate decisions.?’
Similarly, in healthcare, calls for greater board responsiveness have become
more frequent and explicit, as emphasized in the Accountability Study. For
example, the National Association for Healthcare Quality, in conjunction with
several other national associations, urged leaders of healthcare organizations to
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implement structures to assure integrity in the evaluation of patient care qual-
ity. That evaluation should occur via “comprehensive, transparent, accurate data
collection and reporting to internal and external oversight bodies.”?® Also, the
Patient Protection and Affordable Care Act prompted hospital boards and their
parent systems to heighten their focus on their responsiveness for developing and
maintaining effective patient care quality control processes.?’

Failure to address these issues regarding the public’s trust is likely to result in
closer scrutiny of nonprofit hospitals and health systems and could result in addi-
tional regulatory controls. This erosion of trust increasingly threatens the practice
of medicine.?® These trust-related concerns could increase review of the benefits
they are providing to the communities they serve, ultimately leading to increas-
ing challenges to tax-exempt status or pressures to establish “payment in lieu of
taxes” requirements.?

Furthermore, the Accountability Study explained that developing trust requires
effective oversight as an ongoing requirement for boards and executive leaders
to perform their responsibilities. Board transparency is crucial for this oversight.
Boards should provide information regarding the extent to which their responsi-
bilities have been accomplished and an explanation when they have not.*° Clarity
about responsibilities is essential for sound organizational governance and man-
agement. Lack of clarity in defining responsibilities and/or demonstrating how
they have been fulfilled leads to an erosion of trust on the part of the internal and
external stakeholders that healthcare boards and management serve.?!

In sum, the foundation component of the ethics paradigm indicates board trans-
parency as a hallmark of governance ethics. By focusing on identity in the ethics
paradigm (dealing with who the board is), this hallmark denotes an associated
moral imperative concerning board oversight of the development of trust to sup-
port patient care quality.

Board responsiveness: process-related governance ethics
hallmark

The concept of accountability in the ethics paradigm (reflecting the leitmotif zow
we function) emphasizes the importance of decision-making via participative
deliberation. This focus requires boards to be attentive to organizational oversight
as the context for assessing their responsibilities. The concept of accountability
highlights board responsiveness as a hallmark of governance ethics for commu-
nity health. The concept draws attention to how the board functions in the orga-
nization. In turn, this hallmark denotes an associated moral imperative regarding
board oversight of factors contributing to support patient care quality. These are
discussed in the next section.

To understand board responsiveness as a hallmark of governance ethics, it is
helpful to note the growing significance of shareholder voices. In the world of
investor-owned companies, there is an ongoing discussion of the role of share-
holders, the investors who hold an ownership position. The crucial issues that are
being addressed deal with the following: how should shareholder voices be heard
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by those who govern and manage these organizations; what level of influence
should shareholders have in the appointment and re-appointment of board mem-
bers, the selection and retention of CEOs and other corporate decisions; and what
are the merits of quarterly earnings and current stock prices for judging board and
CEO effectiveness in relation to longer-term performance metrics.* In the large
and growing sector of non-governmental, nonprofit organizations, similar ques-
tions about participative decision-making are being raised.*

The Accountability Study acknowledges that the public wants more board
responsiveness from large institutions, both public and private. In the healthcare
field the availability of information about the cost, price, and quality of services
is growing.’* Several developments are dramatically expanding the volume of
information available to the public at large, including the following: the public
availability of the increasingly detailed IRS form 990 and related schedules; the
release of extensive Medicare pricing data by the Center for Medicare and Medic-
aid Services; and investigative reporting by media. This deluge of publicly avail-
able information requires greater attention in board oversight.

Moral imperative: board oversight of factors contributing to support
patient care quality

Oversight of board responsiveness is a hallmark of governance ethics. This hall-
mark denotes an associated moral imperative regarding board oversight of fac-
tors contributing to support patient care quality. As discussed in the Governance
Structure Report, it is advisable for nonprofit hospitals and health system boards
to have a standing committee with oversight responsibility for the organization’s
community benefit policies and programs.® This is a good example of the need
for greater board responsiveness to the community as a matter of governance
accountability. This trend toward greater transparency through accountability will
continue. Transparency must center on the consumer who should be empowered
to inquire about treatment options, risks, outcomes, and costs. Healthcare provid-
ers must respond accordingly to ensure appropriate care is delivered, with quality
of care being foremost.?

However, the Accountability Study also emphasized that the mere availability
of more information is insufficient. Information alone cannot build public under-
standing or provide a solid basis for organizational accountability to the communi-
ties served. This particularly deals with information about complex subjects around
healthcare services, the impact these services are having on population health, and
the community benefit provided by healthcare organizations. For many citizens,
this information can be difficult to interpret and comprehend without advice and
assistance. The mere availability of information does not readily translate into
board responsiveness about that information, especially in terms of involving
patients and the community.>” A growing body of evidence demonstrates a wide
variation in access, cost, and quality of healthcare services. Hence, there are sig-
nificant public concerns about the efficiency of healthcare organizations and the
accountability of their clinical, executive, and governance leadership.*



116  Governance of patient care quality

It is well known that a substantial portion of USA healthcare expenditures is
spent on services that are unneeded and/or inappropriate, leading to overtreat-
ment, waste, and preventable harm. Also, there are well known critical reports on
access, cost, and quality of healthcare services.* Naturally, this information con-
tributes to public concerns about healthcare institutions. No one can understand
why prices for the same procedures for similar patients, adjusted for differences
in cost of living in various locations, should vary considerably.*’ To address these
public concerns and accompanying distrust, there is an urgent need for greater
responsiveness by governing boards regarding the communities they serve.*!

In sum, the process component of the ethics paradigm highlights board respon-
siveness as a hallmark of governance ethics. By focusing on accountability in the
ethics paradigm, this hallmark denotes an associated moral imperative concerning
board oversight of factors contributing to support patient care quality.

Board mechanisms for patient care quality: practice-related
governance ethics hallmark

The concept of quality in the ethics paradigm (reflecting the leitmotif what we
do) emphasizes the importance of best practices for standards of conduct. This
focus requires boards to be attentive to organizational culture as the context for
assessing their responsibilities. The concept of quality highlights oversight of
board mechanisms for patient care quality as a hallmark of governance ethics for
community health. In turn, this hallmark denotes an associated moral imperative
regarding board oversight of the social contract for patient care quality. These are
discussed in what follows.

To understand what is meant by board mechanisms for patient care quality as a
hallmark of governance ethics, it is important to appreciate how boards can shape
organizational culture. There are many opportunities for the governing boards of
nonprofit health systems to cultivate a board culture that develops best practices
for standards of conduct. Cultivating board culture entails boards understanding
quality measurements that are critical in healthcare, such as those promoted by
the Agency for Healthcare Quality and Research, by the Centers for Medicare &
Medicaid Services, and by the World Health Organization.*> The practical mecha-
nisms can be illustrated in relation to the hallmarks of transparency and respon-
siveness for governance ethics, as discussed in the previous sections.

On the one hand, boards must strategically increase their level of transparency
with their constituencies, both internal and external, as discussed in the Account-
ability Study. Here, transparency means that boards should develop practical
mechanisms for quality care related to sharing information with the communities
they serve. These mechanisms would be manifest in the organization’s policies
and programs designed to build their stakeholders’ understanding, support, and
trust.** Health systems that do not offer board transparency expose themselves
to danger. The danger is to allow the media and others to assume leadership for
informing and educating key stakeholders and the community. Giving the media
this leeway is a risky strategy.** Nonetheless, effective use of media in healthcare,
including social media, can be helpful.*
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On the other hand, the Accountability Study emphasizes the importance of
board responsiveness. That is, boards of nonprofit health systems need to examine
how they develop deliberative processes with the communities their institutions
serve with accompanying quality care mechanisms. For years, it has been cus-
tomary for many, perhaps most, nonprofit hospitals and health systems to declare
that they are accountable to the communities and populations they serve in their
bylaws, mission statements, and other corporate documents.*® Boards must work
to realize these claims.

For boards to be appropriately responsive to the communities they serve, they
need to realize these claims. To do so, boards have to remain updated with the
fast-moving developments around patient care quality. Much progress has been
made on developing methods for defining and implementing patient-centered
care, including the following: access to care; respect for patient preferences;
coordination and integration of care; information and education; continuity and
transition.*’” Considerable work has been undertaken on the theory, methods, and
tools regarding patient care quality to enlighten boards on mechanisms for quality
of care from medical, nursing and legal perspectives.*® Board oversight of patient
care quality is crucial for success in high reliability organizations.*’ In particular,
boards must be attentive to the increasing focus on diversity and inclusion regard-
ing patient care quality.®® Quality care mechanisms for board responsiveness as
effective measures of their oversight accountability are crucial,®! such as for com-
municating about quality care issues across the organization.>?

The Accountability Study also explains that for geographically dispersed health
systems, growth and structural changes can complicate the challenges inherent in
board accountability.®* For effective governance, board responsiveness requires
appropriate quality care mechanisms to address these challenges.’* Expansion
into new locations through acquisition or start-ups creates a need to establish com-
munication channels, identify and address the community’s concerns and expec-
tations, and build mutual understanding and trust.>®> Subsidiary or local boards
must meet these challenges to be appropriately responsive to their communities
by cooperating with their health system and its governing practices.>®

Also, the Accountability Study notes that systems may choose to allow boards
at the local level to retain some decision-making authority. These boards, espe-
cially when including community members, can serve as an important source of
community input and linkage to the community. Board responsiveness requires
building communications and trust between healthcare organizations and the
communities they serve. To foster this responsiveness, some examples are as
follows: having a governing board composed of community members; estab-
lishing advisory councils; and conducting community forums for two-way
communication.’’

Moral imperative: board oversight of the social contract for
patient care quality

With robust board responsiveness, board mechanisms for patient care quality will
continue to foster effective governance for the communities served by healthcare
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organizations.’® Oversight of board mechanisms for patient care quality is a hall-
mark of governance ethics. This hallmark denotes an associated moral imperative
regarding board oversight of the social contract for patient care quality.

The concept of the social contract expresses a traditional idea in health-
care.” There is a broad understanding of what the social contract entails, includ-
ing being an advocacy-oriented call to action,® referring to the relation between
patients and providers,®! or broadly describing the role of medicine in society.®?
Discussions about the social contract have been connected with policy around
healthcare reform.®® The concept of social contract is being adopted increasingly
to identify the duties and responsibilities between health organizations and care
recipients, between providers and patients. For example, the Institute for Health-
care Improvement emphasizes the partnership between patients and providers.®

The Accountability Study mentioned another example of this social contract in
reference to quality care. There can be a formal, written commitment signed by
the CEQ, the board chair, the medical staff president, and the chief nurse execu-
tive. This expresses a commitment to the community regarding actions that will
be taken to improve the institution’s performance with respect to patient care
quality.®® This constitutes a practical mechanism to share the institution’s targets
and performance with the community the institution serves.®

The Accountability Study explains that the significance of board oversight of
the social contract for patient care quality should not be underestimated. This
issue highlights the need for nonprofit health systems to review, renew, and
strengthen their bonds with the communities they exist to serve. This approach
relies on effective mechanisms for quality care to demonstrate how boards are in
practice meeting these responsibilities, especially regarding continuous evalua-
tion and improvement. Also, this approach can establish best practices to foster
trust between patients and providers. The practical mechanisms of transparency
and responsiveness discussed in this chapter can provide a sturdy platform to
build loyalty and to counter any erosion of public confidence in healthcare orga-
nizations. That is, these mechanisms can foster public understanding, a culture of
trust, and support for the health system, its mission, and its leadership.®’

In sum, the practice component of the ethics paradigm suggests that board over-
sight of mechanisms for patient care quality is a hallmark of governance ethics.
By focusing on leadership regarding quality in the ethics paradigm, this hallmark
denotes associated moral imperatives concerning board oversight of the social
contract for patient care quality.

Conclusion

The chapter has indicated hallmarks of governance ethics with associated moral
imperatives regarding patient care quality. The contribution of the ethics para-
digm can be summarized in this manner.

First, in the context of the challenging healthcare environment, the founda-
tion component of the ethics paradigm focuses on stewardship to enhance an
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organization’s mission in healthcare as crucial for effective governance. This
component deals with the identity of an organization, reflecting the leitmotif who
we are, thereby indicating board transparency as a hallmark of governance ethics.
In turn, this hallmark denotes an associated moral imperative of board oversight
of the development of trust to support patient care quality.

Second, in the context of organizational oversight in healthcare, the process
component of the ethics paradigm is to focus upon decision-making to foster par-
ticipative deliberation in institutions. This component addresses the accountabil-
ity of the organization, reflecting the leitmotif Zow we function, thereby indicating
board responsiveness as a hallmark of governance ethics. In turn, this hallmark
denotes an associated moral imperative of board oversight of factors contributing
to support patient care quality.

Third, in the context of organizational culture in healthcare, the practice com-
ponent of the ethics paradigm is to focus on best practices to develop standards of
conduct. This component engages quality in an organization, reflecting the leitmotif
what we do, thereby indicating board oversight of mechanisms for patient care qual-
ity as a hallmark of governance ethics. In turn, this hallmark denotes an associated
moral imperative of board oversight of the social contract for patient care quality.

This chapter has applied the ethics paradigm to identify hallmarks of gover-
nance ethics regarding patient care quality, denoting associated moral imperatives.
The next chapter adopts the same approach to discuss hallmarks of governance
ethics concerning the closely related topic of patient safety.
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8 Governance of patient safety

Introduction

This chapter applies the ethics paradigm to discuss hallmarks of governance eth-
ics regarding patient safety, a pivotal topic closely connected with the discussion
in the previous chapter on patient care quality. Just as there are two chapters in the
book on community-related issues (community benefit and community health),
there are two chapters on patient-related issues.

The connection between patient care quality and patient safety has been
acknowledged for a long time.! More specifically, there has been longstanding
pressure in healthcare to strengthen board oversight of safety as a quality con-
cern,? requiring ethical scrutiny.® In addition to safety of patients, boards have
responsibility to ensure the safety of those who work in the organization and oth-
ers present in the organization for other reasons. However, this chapter focuses
on board oversight of patient safety.* Oversight of patient safety has generated
policy debates and led to enhancing self-regulation and governance responsibil-
ity, including shared responsibility between boards and medical staffs.> A closer
alignment emerged between hospital and medical staff leadership, connecting
executive performance with safety and quality.® The Joint Commission publishes
requirements annually for hospital accreditation that mandate sound practices in
patient safety.” Despite a lot of progress regarding this alignment, patient safety,
as an ethical issue related to patient care quality, continues to present significant
oversight challenges for boards.

In the analysis of the previous applied chapters, the concepts of the ethics para-
digm organize core features of effective governance from landmark reports and
the scholarly literature. The analysis in this chapter emphasizes the scholarly liter-
ature that has developed significantly in recent years. The purpose is to highlight
hallmarks of governance ethics that denote associated moral imperatives. Because
the hallmarks represent necessary moral attributes of governance ethics, they
entail an obligation to be adopted by boards. In turn, the associated moral impera-
tives represent necessary endeavors to foster the hallmarks under consideration.

The ethics paradigm organizes multiple topics on board oversight of patient
safety, as follows. First, the foundation component of the ethics paradigm deals
with the identity of an organization, reflecting the leitmotif who we are, thereby
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highlighting board oversight of error prevention as a hallmark of governance eth-
ics for patient safety. In turn, this hallmark denotes an associated moral impera-
tive of board oversight of a systems approach for patient safety. Second, the
process component of the ethics paradigm addresses the accountability of the
organization, reflecting the leitmotif zow we function, thereby highlighting board
oversight of deliberative processes for patient safety as a hallmark of governance
ethics. In turn, this hallmark denotes an associated moral imperative regarding
board oversight of proactive deliberations for patient safety. Third, the practice
component of the ethics paradigm engages quality in an organization, reflect-
ing the leitmotif what we do, thereby highlighting board oversight of practical
mechanisms for patient safety as a hallmark of governance ethics. In turn, this
hallmark denotes an associated moral imperative regarding board oversight of a
patient safety culture.

Each of the applied chapters begins with an explanation of the need for the piv-
otal topic under consideration, such as governance of patient safety here. Again,
the concepts of identity, accountability, and quality provide a framework for the
applied analysis. These concepts represent the foundation component (reflecting
who we are), the process component (reflecting zow we function), and the practice
component (reflecting what we do) of the ethics paradigm (Table 1.1).

The significance of patient safety is now well established in medical care.®
However, patient safety also shapes the caliber of high-reliability organizations,’
including management and administration,' related regulation,!! and ethics.!? All
of these require continuous clinical governance and board oversight across the
different areas of health.' Not surprisingly, the federal government quickly devel-
oped a keen interest in this complex issue,'* as did the World Health Organization,
establishing the World Alliance for Patient Safety.'® To begin the discussion, it is
helpful to explain the need for board oversight of patient safety.

Need for board oversight of patient safety

Nearly a decade ago, national surveys indicated that only half of nonprofit hos-
pital board chairs identified clinical quality as one of the board’s top two pri-
orities and only 74 percent of health system boards had standing committees
on safety as a quality concern.'® At that time, the US Department of Health

Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of

deliberation conduct
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and Human Services presented a national quality strategy to focus on meet-
ing the needs of patients, including patient safety.!” Also, the National Quality
Forum included patient safety among its “National Priorities and Goals,” urging
healthcare leaders to be intolerant of safety defects in care.'® In 2009, the Joint
Commission established the Center for Transforming Healthcare to seek quality
solutions for the most critical and complicated safety problems. It combined a
process called Robust Process Improvement (integrating statistical models and
change management principles) with the center’s Targeted Solution Tool to gen-
erate confidential reporting on its extranet, Joint Commission Connect. The pur-
pose was to compile data from organizations with solutions for resolving safety
issues, through processes such as the “Lean” methodology (advancing safety
through risk reduction processes).!” The Joint Commission and the National
Quality Forum strenuously encouraged board oversight of patient safety. Simi-
larly, the Patient Protection and Affordable Care Act of 2010 urged boards to
provide oversight for safety as a quality care issue.?’ From that time onwards
it was widely recognized that governing boards hold the ultimate responsibil-
ity for patient safety. Hence, boards need to have a continuous commitment
to healthcare structures, deliberative processes, and professional practices that
support safe and reliable care.?! These items (structures, processes, practices)
are discussed later in relation to the concepts of identity, accountability, and
quality in the ethics paradigm.

The Governance Structure Report, discussed in previous chapters, also consid-
ered the topic of patient safety. The report explained that 93 percent of the boards
studied indicated a standing committee with oversight responsibility for patient
safety as a quality concern, with approximately 80 percent adopting system-wide
measures and standards. All of the system CEOs and all of board members who
were interviewed responded independently that their system board regularly
received written reports on system-wide and hospital-specific performance to
established measures and standards. Also, approximately 80 percent of board
members and CEOs reported their system board as having adopted specific action
plans in the previous 12 months to improve system performance regarding patient
safety as an issue for patient care quality. Moreover, board members and CEOs
reported that they devoted a substantial portion of board meeting time (median
estimate of 22 percent) to strategic deliberations regarding patient safety as qual-
ity issues. Nonetheless, the report noted a significant need to clarify board roles
regarding patient safety. An example was the need to better manage the enormous
amount of safety data to facilitate board members to understand and perform their
duties in this complex area.?

It is abundantly clear today that patient safety as a quality issue in healthcare
requires board oversight for effective governance. To merit the status of being a
high performing healthcare system or hospital, it is expected as a matter of effec-
tive governance to have board oversight of their organization’s patient safety pro-
grams. The discussion now applies the ethics paradigm to organize core features
of effective governance regarding patient safety. The purpose is to highlight hall-
marks of governance ethics that denote associated moral imperatives. The applied
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analysis begins with discussing hallmarks of governance ethics connected with
the foundation component of the ethics paradigm.

Error prevention: foundation-related governance
ethics hallmark

The foundation component of the ethics paradigm, in the context of the challeng-
ing environment of healthcare, focuses on stewardship to enhance an organiza-
tion’s mission as crucial for effective governance. This focus requires boards to be
attentive to the healthcare environment as the context for engaging their respon-
sibilities. This component depicts the identity of an organization, reflecting the
leitmotif who we are. The concept of identity highlights board oversight of error
prevention as a hallmark of governance ethics for patient safety. This concept
draws attention to who the board is in relation with its organization. In turn, this
hallmark denotes an associated moral imperative regarding board oversight of a
systems approach for patient safety. These are discussed in what follows.

To understand board oversight of error prevention as a hallmark of governance
ethics, it is helpful to emphasize that there has been extensive discourse on the
causes and potential solutions for medical error.?* A variety of approaches emerged
to prevent errors in healthcare generally,** as well as in specialized settings such
as in acute care, in the intensive care unit, in the emergency department, in clinical
oncology, regarding anesthesia.?> And, clinicians quickly recognized the need to
discuss medical error issues with their patients.?® Also, interest emerged around
medical errors in clinical research trials.?” In particular, high profile cases of errors
caught the public’s attention. There were two critical cases of error in medical
treatment and medical research, each leading to death, that caused controversy:
the death of Jesica Santillan after a transplant,?® and the death of Jesse Gelsinger
in a research protocol, the first gene therapy death in the USA.?

Because many cases of error resulted in litigation (such as in the Santillan and
Gelsinger cases),®? organizational compliance measures became increasingly
influential.3! There is an awkward paradox in healthcare in which the trained
expertise of the profession, even from the best medical schools in the world, regu-
larly encounter the reality of healthcare being error-provoking by its nature.’? As
boards began to focus on avoiding error, the challenges for governance oversight
were unambiguous.®

The need to have a governance focus on medical error was spotlighted by a
report from the Institute of Medicine (IOM) in 2000.3* The IOM report was the
result of many years of scholarly studies.’® T. A. Brennan, L. L. Leape, and oth-
ers published a threshold study in 1991, known as the Harvard Medical Practice
Study, reporting data on medical error from 1984. Other studies followed, such
as on the prevention of medical errors and on the liability of organizations.3® The
publicity from many such studies on medical errors in the 1990s*” focused atten-
tion on the issues of who should be responsible for avoiding medical errors.

In 1997 a prestigious commission on quality was established, the President’s
Advisory Commission on Consumer Protection and Quality in the Healthcare
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Industry. In 1998, the IOM formed the Quality of Healthcare in America Commit-
tee to review an emerging problem, the extent of medical error in USA healthcare.
In 1999 the National Quality Forum was established as a nonprofit organization
to develop a national strategy for healthcare quality (it merged in 2006 with the
National Committee for Quality Healthcare). And, in 2000, a list of Fortune 500
companies combined to establish The Leapfrog Group to seek improvements
in healthcare. Then, also in 2000, the IOM issued its report extrapolating from
results of the Harvard Medical Practice Study and from a study in Colorado and
Utah in the early 1990s, to identify the estimated high number of patient deaths in
USA healthcare each year as a result of medical error.*® Naturally, such astound-
ing figures were disputed.* But in July 2004 Health Grades Inc. (a Colorado con-
sulting firm) suggested that the numbers of US deaths from medical error could
be more than twice as high as projected by the 2000 IOM report.*® Most accept
that the IOM figures at least indicated a very serious problem for medical care
and public health alike. The IOM report wanted to invigorate a national agenda
to reduce errors in healthcare. It certainly precipitated a firestorm as it sought to
engage ethics with policy.*!

The IOM report defined medical error as the failure of a planned action to be
completed as intended or the use of a wrong plan to achieve an aim. However,
not all errors result in harm to the patient. Following this line of analysis, scholars
subsequently referred to errors that cause patient injury as preventable adverse
events.*? An adverse event is an injury resulting from a medical intervention; it
is not due to the original condition of the patient. For example, at the time of
the IOM report some estimated that as many as one third of adverse drug events
among outpatients were preventable or ameliorable.*3

Another study in 2002, in the Archives of Internal Medicine, reported that drug
errors occurred daily in one out of five doses in a typical 300-bed hospital. The
study was based on an analysis of 36 hospitals in Colorado and Georgia. The
analysis focused on the problems arising from administering errors after a physi-
cian had properly prescribed for the patient. The data was shocking insofar as
the study focused on properly prescribed medications; it did not deal with errors
linked with the wrong prescription of a drug by a physician or the wrong filling of
a prescription in the pharmacy.*

The IOM report explained that medical errors can occur in any stage of care,
including diagnosis, treatment and preventive care.*> Diagnostic errors can occur
when there is a mistake or delay in clinical diagnosis, or when there is a failure to
provide relevant or indicated tests, or when there is a failure to act on the results
of monitoring or testing, or when there is a use of outmoded tests. Treatment
errors can occur in administering a procedure or in a surgical intervention, or
in avoidable delay in treatment, or in the dose or method of using a drug, or in
inappropriate care for a disease. Preventative errors can occur when there is inad-
equate monitoring or follow-up or by not providing prophylactic treatment. Also,
scholars at that time explained there could be many other forms of medical error
such as can be caused by communication failure or equipment malfunction, or
resulting from fatigue among clinicians, or due to infection control, arising from
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using information technology, and management mistakes, etc. Moreover, medica-
tion errors could occur in the processes of prescribing, dispensing, administering,
monitoring, and system and management control.*

To effectively address medical error, there needs to be a firm grasp of the types
and causes of the problem. To explain the various types of medical error, the
original IOM report adopted the theory of errors in the work of James Reason.*’
The IOM report adopted the important distinction of Reason between latent errors
and active errors. Active errors occur with frontline operators and their effects are
felt more or less immediately. Latent errors typically are removed from the opera-
tor’s control, such as by poor design. It is latent error that presents the greatest
threat. However, typical responses to errors tend to dwell on active errors insofar
as they focus upon the individuals responsible. Adopting this distinction, the IOM
differentiated between mistakes and slips or lapses. A slip or lapse occurs when
the action is not what was originally intended—that constitutes an error of execu-
tion. This does not mean that a slip or lapse is minor or unimportant—patients can
die from them too. Also, in a mistake the action happens as planned but does not
accomplish its intended outcome because the original, intended action was mis-
taken or wrong—that constitutes an error of planning. Hence, in a mistake or error
the intention is not adequate, and a failure of planning is involved.*

The main controversy of the IOM report centered around the claim that up to
98,000 patients died each year in USA healthcare resulting from medical error.
Many of those patients may have been very sick upon admission to the hospi-
tals, but they were not dying. The IOM report carried a soothing title, 7o Err
is Human: Building a Safer Health System.* In 2011, the Joint Commission
estimated that approximately 10 percent of patients in acute care hospitals were
likely to be seriously harmed or killed caused by iatrogenic errors.>® At that time,
estimates for adverse events in hospitals were significantly higher than previ-
ously estimated.!

The IOM followed up on its report with other important studies. The original
IOM report in 2000 focused upon the main causes of medical error. In 2001,
the IOM published a related report, Crossing the Quality Chasm.>? This report
focused the lack of coordination in healthcare that prevents the provision of many
medical interventions already recognized and established as benefiting patients.
That is, the report addressed the environment of healthcare delivery to highlight
the problem of medical error. This report criticized the quality and delivery of
care because they can increase the probability of error.>* The study urged a recon-
figuration of healthcare delivery in a manner that would decrease medical error.

Then, in 2002 the IOM issued another follow-up report, Leadership by Exam-
ple* This report again focused upon medical error, arguing for urgent improve-
ment in the nation’s healthcare services, and emphasizing improvement processes
for about one third of Americans in six different government programs: Medicare
(40 million), Medicaid (42.3 million), the State Children’s Health Insurance Pro-
gram (4.6 million), the Department of Defense (8.4 million), the Veterans Health
Administration program (4 million), and the Indian Health Services program
(1.4 million). The report took the opportunity of dealing with federally funded



130  Governance of patient safety

government programs in healthcare as an obvious starting point in the national
agenda for reducing medical error. That is, the report exhorted the government in
its federal programs to establish better quality standards in reporting requirements
for clinical data and in purchasing standards to reward and promote higher levels
of quality. Moreover, the report encouraged the development of updated delivery
models in healthcare and the expansion of applied health services research to sup-
port improvement.

The IOM published further studies to update previous research and to suggest
new standards of care on preventing medication errors.>> For example, in 2004
the IOM released another report,>® further confirming its initial report. The report
focused on the workload of staff nurses who care for an increased numbers of
patients while fighting fatigue from long working hours.”” Subsequent studies
suggested that deaths from medical error annually in the USA are much higher
than originally estimated by the IOM report, reaching to over 250,000.%8 In 2016,
a study from Johns Hopkins University estimated that more than 250,000 people
die annually from medical errors in the USA, being the third leading cause of
death after heart disease and cancer.> Today, the estimates hover between 250,000
to 440,000 deaths caused by medical error annually in the USA.® Furthermore, in
2017 the Institute for Healthcare Improvement reported that 21 percent of patients
report a personal experience with medical error in the USA.°!

In light of this extensive reporting, board oversight of error prevention can
be construed as a hallmark of governance ethics. The foundation component of
the ethics paradigm, in the context of the challenging environment of healthcare,
focuses on stewardship to enhance an organization’s mission as crucial for effec-
tive governance. The concept of identity in the ethics paradigm draws attention to
who the board is in relation with its organization, emphasizing the need to steward
the challenging reality of medical error.

Moral imperative: board oversight of a systems approach
for patient safety

Board oversight of error prevention is a hallmark of governance ethics. This hall-
mark denotes an associated moral imperative regarding board oversight of a sys-
tems approach to patient safety. The original IOM report emphasized the need for
systems to resolve underlying problems. The IOM report was widely recognized
and well received.

In borrowing insights from the work of Reason, the IOM sought to address
the basic problem. The report highlighted the role of systems in accidents and
explained that a system can be understood as a set of interdependent elements
that interact to achieve a common aim. Here, a system can refer to many different
entities, such as an integrated delivery system, a multi-hospital system, a system
with many partners over a wide geographical area. Also, a system can refer to a
smaller unit such as an operating room or an obstetrical unit. The compromise
of systems is more associated with latent failures, mentioned earlier. So, identi-
fying and fixing latent failures contributes more substantively to creating safer



Governance of patient safety 131

systems. In other words, for the IOM report, adopting the scholarship of Reason,
safety typically results from the interacting components of a system.®> Hence, the
IOM reports argued that only remedying the underlying systems (for example,
improving quality standards in clinical data reporting requirements) will effec-
tively accomplish the goals of patient safety. Accompanying the IOM reports, there
emerged widespread interest in a systems approach to patient safety, such as by
the National Coalition on Healthcare and the Institute for Healthcare Improve-
ment.%® Similarly, the systems approach led the Agency for Healthcare Research
and Quality to develop indicators for patient safety that enable healthcare organi-
zations to track problems.**

Subsequently, the shift of emphasis from individuals to systems was pursued
extensively to better engage the relation between human reliability and com-
plex systems.® In particular, the impact of human factors in crisis management
received considerable attention.®® This focus on systems led to a keen focus upon
the role of human factors, such as in using medical devices,®” including the psy-
chology of human cognition and action and the processes of human perception.®
Not surprisingly, the increased interest in a systems approach to patient safety
generated concerns among clinicians and health managers, such as regarding pro-
fessional liability,*® disclosure and apologies,’® no-fault reporting.”! Yet, the focus
on a systems approach to patient safety has increased significantly in healthcare.”

In sum, the foundation component of the ethics paradigm highlights board
oversight of error prevention as a hallmark of governance ethics. By focusing
on identity in the ethics paradigm (dealing with who the board is), this hallmark
denotes an associated moral imperative regarding board oversight of a systems
approach for patient safety.

Deliberative processes for patient safety: process-related
governance ethics hallmark

The concept of accountability in the ethics paradigm (reflecting the leitmotif zow
we function) emphasizes the importance of decision-making via participative
deliberation. This focus requires boards to be attentive to organizational oversight
as the context for overseeing their responsibilities. The concept of accountability
highlights board oversight of deliberative approaches for patient safety as a hall-
mark of governance ethics for community health. The concept draws attention
to how the board functions in the organization. In turn, this hallmark denotes an
associated moral imperative regarding board oversight of proactive deliberations
for patient safety. These are discussed in the following section.

To understand board oversight of deliberative approaches as a hallmark of
governance ethics, it is helpful to be aware that the dominant model for address-
ing medical error was referred to as the professional sanctions model, emphasizes
individual culpability.”® This model continues to be relevant for board oversight,
but mainly from the perspective of malpractice. The model tends to punish
individuals for their medical errors to prevent future recurrence. However, this
model can be linked with the surge of lawsuits for medical malpractice.” Yet,
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despite hefty penalties and personal shame in using this model, the extent of
medical errors did not diminish. This sanctions-oriented model blamed the pro-
fessional for carelessness or incompetence, focusing upon the individual rather
than the problem and its cause. The malpractice system in US healthcare deals
with this model to deter future medical mistakes. However, with this model,
resistance to open reporting of medical error has created a serious problem for
quality care.” That is because a malpractice environment deters open reporting
by professionals because of the climate of fear and shame. Of course, tort law
through compensation of victims can shed light on the need for improvements
in patient safety.”®

By engaging the concept of accountability in the process component in the
ethics paradigm, there emerges a different model for addressing medical error.
This is called the patient safety model that adopts a more deliberative approach
to medical error. This model addresses medical error by seeking changes in the
causes of individuals making medical mistakes. By clarifying what caused the
error, safeguards can be implemented to prevent recurrence. This model develops
quality improvement and encourages reporting to address underlying issues that
cause error. This deliberative process for patient safety (in contrast to pursuing the
professional sanctions model) constitutes a hallmark of governance ethics.

Moral imperative: board oversight of proactive deliberations
for patient safety

Board oversight of deliberative processes for patient safety is a hallmark of gov-
ernance ethics. This hallmark denotes an associated moral imperative regarding
board oversight of proactive deliberations for patient safety. That is, a process
that is sufficiently deliberative must be proactive in its design and implementa-
tion. Some analogies can help understand this proactive characteristic. The basic
issue here is to shift from fixing blame upon individual professionals to proac-
tively fixing the systems to prevent error and promote safety.

One analogue occurs in road safety. When a specific site is associated with sev-
eral car accidents, safety rails are built to prevent future crashes. Likewise, delib-
erative processes for safety seek to design system fixes when medical errors arise.
Another well-known analogy is that of airline safety to shed light on the patient
safety model. As early as the 1950s safety centers for military aviation began to
focus on human factors. Likewise, drawing upon military aviation experience,
civilian aviation adopted more comprehensive approaches to safety. Civilian avia-
tion began to implement accident investigations, incident reporting, and research
for continuous quality improvement. Consequently, the Federal Aviation Admin-
istration (FAA) assumed regulatory oversight with the responsibility of ensuring
flight safety. It became the task of an independent federal agency, the National
Transportation Safety Board (NTSB), to conduct accident investigations, mak-
ing recommendations to the FAA for regulatory action. At the heart of its suc-
cess is the process of confidential incident reporting that is conducted through the
National Aeronautics and Space Administration (NASA) Safety Reporting System
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(ASRS).”” Hence, after civilian airlines were freed from regulatory reprisals for
reporting pilot error and near misses, pilot cooperation soared. The extensive,
confidential reporting and subsequent remedies in the airline industry resulted in
much improved safety for passengers, as has been extensively documented since
the IOM report.”

A similar system in healthcare could encourage self-reporting of mistakes and
close calls with confidential assurances. In 2010 the Joint Commission explained
the importance of close calls and sentinel events: they provide information about
active or latent mistakes; they yield data about contributing factors; they high-
light points of failure. This approach facilitates investigations with less anxiety
about liability claims. Such an approach is likely to encourage system implemen-
tation of preventative measures and appropriate compensation for victims.”

Another analogy is occupational health to exemplify how an industry can
become safer over time. The Occupational Safety and Health Act of 1970 cre-
ated the Occupational Safety and Health Administration (OSHA) and its research
arm, the National Institute for Occupational Safety and Health. The purpose of
OSHA is to encourage the reduction of workplace hazards and to implement new
or existing safety and health programs by undertaking the following: providing
research in occupational health and safety; maintaining record-keeping systems;
developing training programs; and enforcing mandatory standards for job safety
and health.%

These analogies provide valuable lessons for safety in healthcare from the
perspective of governance ethics. There needs to be better board oversight of
relating safety concerns with the need to improve performance. Patient safety
strategies need to include a focus on appropriate organizational and national
leadership, development of a relevant knowledge base, and dissemination of
knowledge in a timely manner throughout the industry. The FAA and OSHA
dedicated government agencies with regulatory responsibility for safety that is
separate from the agencies responsible for research. The research entities can
generate reports that are useful to the regulatory authorities as they set standards.
Also, aviation and occupational health recognized the need to expand the knowl-
edge base on safety as well as to establish dissemination processes for this new
knowledge. And substantial resources were provided to support these initiatives
in aviation and occupational health. Adequate resources were indispensable for
steady improvement over time. In other words, safety improvements were not the
result of a one-time effort; rather, results occurred through an ongoing commit-
ment of resources and leadership.

A similarly cohesive effort is needed by governance boards to foster a proac-
tive process. This what is meant here by proactive deliberations for patient safety.
The lessons in other industries suggest that to decrease medical errors a patient
safety model designed around proactive deliberations may have more success than
a reactive and punitive professional sanctions model. The basic problem with the
professional sanctions model is that it tends to be reactive by blaming individu-
als for medical error. In such a mindset, medical mistakes tend to be hidden from
families and patients to minimize the threat of litigation, and risk management
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focuses on reducing pecuniary penalties rather than reducing risks to the patient
of future error. These are not the paving stones for sound governance in healthcare
organizations. There is a distinction between risk management and patient safety.
The distinction reflects the difference between responding to errors versus creat-
ing a safe environment that explores past failure to create defenses against future
failure. Of course, because of human frailty, there will continue to be medical mis-
takes that result from malice or malpractice, deserving of appropriate lawsuits and
penalties. In contrast, a patient safety model focuses on proactive deliberations to
create systems that prevent medical errors.

In sum, the process component of the ethics paradigm highlights board over-
sight of deliberative processes for patient safety as a hallmark of governance eth-
ics. By focusing on accountability in the ethics paradigm (dealing with how the
board functions), this hallmark denotes an associated moral imperative regarding
board oversight of proactive deliberations for patient safety.

Practical mechanisms for patient safety: practice-related
governance ethics hallmark

The concept of quality in the ethics paradigm (reflecting the leitmotif what we do)
emphasizes the importance of best practices for standards of conduct. This focus
requires boards to be attentive to organizational culture as the context for imple-
menting their responsibilities. The concept of guality highlights board oversight
of practical mechanisms for patient safety as a hallmark of governance ethics. In
turn, this hallmark denotes an associated moral imperative regarding board over-
sight of a patient safety culture. These are discussed in the next section.

To understand board oversight of practical mechanisms for patient safety as a
hallmark of governance ethics, it is helpful to emphasize the significance of root
cause analysis. This approach has elicited extensive discussion,® being adopted
in many different fields,* as well as in healthcare.’ The approach has been
adopted by the Joint Commission as part of its efforts to develop mechanisms for
patient safety.®* One step in the process of root cause analysis is assigning a team
to assess the causal factors that underlie (actual or potential) sentinel events. The
Joint Commission describes a sentinel event as an unexpected occurrence involv-
ing death or serious injury (physical or psychological), or the risk thereof,®* as
explored in its publication.®® Another step in the process is to study the problem
comprehensively by integrating these steps: identifying relevant risk reduction
strategies; evaluating proposed actions and designing a plan for improvement;
ensuring acceptability of the action plan; implementing the improvement plan;
developing measures of effectiveness and ensuring their success; and effectively
communicating the results.®’

Not surprisingly, root cause analysis has become a well-established and widely
adopted mechanism to improve patient safety. This emphasizes why board over-
sight of practical mechanisms for patient safety is a hallmark of governance eth-
ics. In turn, this hallmark denotes an associated moral imperative regarding board
oversight of patient safety culture.
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Moral imperative: board oversight of a patient
safety culture

Developing a culture of patient safety is indispensable for the improvement of
organizational culture in healthcare.®® Similarly, organizational culture has a sig-
nificant impact on patient safety, as it does on the workplace in healthcare gener-
ally.®® The IOM report (7o Err Is Human) explained this organizational culture as
including the following: provide leadership; respect human limits in the design
process; promote effective team functioning and communication; anticipate the
unexpected; and create a learning environment.”® Each of these is considered as
necessary for governance ethics.

To begin, the role of leadership—clinical, executive, and governance—is cru-
cial for cultivating a healthy culture of safety.”! The respective roles of clinical
leaders, executive leaders, and the board should be clear, mutually understood,
and closely coordinated in order to be effective. Effective leadership for patient
safety necessarily includes team building that includes the following: making
patient safety a priority corporate objective; making patient safety the respon-
sibility of everyone, such as by endorsing non-punitive solutions; making clear
assignments for and expectation of safety oversight; providing human and finan-
cial resources for systems redesign; and developing mechanisms for identifying
and dealing with unsafe practitioners, emphasizing the new focus of safety upon
systems. When assigning a team, several items must be addressed: staff should
be assured of the objectivity of any organizational improvement that occurs, such
as the identification and reduction of risks instead of any assignment of blame to
individuals; and leaders should empower their teams to make recommendations
for change, providing appropriate practical resources. These issues enable team
work to improve patient safety.”?

Also, it is necessary to respect human limits in the design process, such as by
the following: designing jobs for safety, including being attentive to work hours
and loads, staffing ratios, and sources of distraction, fatigue or sleep deprivation;
avoiding reliance on memory, such as by adopting the use of protocols and check-
lists whenever appropriate; using constraints and forcing functions to guide users
to the next action or decision and to structure critical tasks; avoiding reliance
on vigilance (because attention spans are limited), simplifying key processes (to
minimize problem solving), and standardizing work processes (to reduce reliance
on memory and enabling newcomers to use devices safely).”

Furthermore, designing processes of care to anticipate the unexpected is indis-
pensable for a culture of safety. Designing processes of care require the following:
adopting a proactive approach that anticipates threats to safety; planning before
accidents occur, such as via the automation of tasks that are repetitive and time
consuming; and anticipating recovery, such as by making mistakes visible when
possible, making it easy to reverse operations, and making it difficult to perform
non-reversible operations.®*

Finally, an organizational culture of safety requires the creation of an effective
learning culture, including data technology and machine learning, that includes
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the following: using simulations whenever possible, such as for training, for prob-
lem solving and for crisis management; encouraging reporting of mistakes and
hazardous conditions to collaborate in problem solving and ensure there are no
reprisals for reporting failures; and ensuring that communication flows freely. In
an effective learning-culture there should appropriate feedback about mistakes,
such as via reporting of events, understanding what occurred and why it occurred,
developing and implementing recommendations for improvements, and tracking
changes for subsequent assessment of their effectiveness.”

In a manner that is complementary to the original IOM report’s approach to
developing a culture of safety, the Joint Commission provides ongoing guidance
to cultivate a culture of safety through its national patient safety goals, its Journal
on Quality and Patient Safety, its publication The Source for accreditation and
certification compliance, its official newsletter, The Joint Commission Perspec-
tives, and other resources.’® Most significantly, the Joint Commission has empha-
sized the importance of board oversight of patient safety.”’

In sum, the practice component of the ethics paradigm highlights board over-
sight of practical mechanisms for patient safety as a hallmark of governance eth-
ics. By focusing on quality in the ethics paradigm (dealing with what the board
does), this hallmark denotes an associated moral imperative regarding board over-
sight of patient safety culture.

Conclusion

This chapter has highlighted hallmarks of governance ethics with associated
moral imperatives regarding patient safety. The contribution of the ethics para-
digm can be summarized in this manner.

First, in the context of the challenging healthcare environment, the foundation
component of the ethics paradigm focuses on stewardship to enhance an organiza-
tion’s mission in healthcare as crucial for effective governance. This component
deals the identity of an organization, reflecting the leitmotif who we are, thereby
indicating board oversight of error prevention as a hallmark of governance ethics
for patient safety. In turn, this hallmark denotes an associated moral imperative
concerning board oversight of a systems approach for patient safety.

Second, in the context of organizational oversight in healthcare, the process com-
ponent of the ethics paradigm is to focus upon decision-making to foster participa-
tive deliberation in organizations. This component addresses the accountability of
the organization, reflecting the leitmotif sow we function, thereby indicating board
oversight of deliberative processes for patient safety as a hallmark of governance
ethics. In turn, this hallmark denotes an associated moral imperative concerning
board oversight of proactive deliberations for patient safety.

Third, in the context of organizational culture in healthcare, the practice com-
ponent of the ethics paradigm is to focus on best practices to develop standards
of conduct. This component engages quality in an organization, reflecting the
leitmotif what we do, thereby indicating board oversight of practical mecha-
nisms for patient safety as a hallmark of governance ethics. In turn, this hallmark



Governance of patient safety 137

denotes an associated moral imperative concerning board oversight of a patient
safety culture.

This chapter has applied the ethics paradigm to identify hallmarks of governance

ethics regarding patient safety, denoting associated moral imperatives. As boards
pursue their governance responsibilities for communities (community benefit and
community health) and for patients (patient care quality and patient safety), sce-
narios can arise in which partnership arrangements can conflict with an organiza-
tion’s mission. The next chapter considers these problems that boards encounter
regarding conflicted collaborative arrangements in healthcare organizations.

Notes

1

2

10

See: L. Prybil, et al., “Board Oversight of Patient Care in Community Health Systems,”
American Journal of Medical Quality 25 (1) (2012): 34-41.

See: H. J. Jiang, et al., “Enhancing Board Oversight on Quality of Hospital Care: An
Agency Theory Approach,” Healthcare Management Review 37 (2) (2012): 144—153.
See: N. Dixon, Review of Ethical Issues Related to Clinical Audit and Quality Improve-
ment Activities: A Guide for NHS Organisations (United Kingdom: Healthcare Quality
Improvement Partnership, 2009), 1-41; W. A. Nelson, “Ethics: A Foundation for Qual-
ity,” Healthcare Executive 26 (6) (2011): 46—49; H. A. Taylor, et al., The Ethical Review
of Healthcare Quality Improvement Initiatives: Findings from the Field (New York: The
Commonwealth Fund, 2010), 1-9; H. A. Taylor, et al., “Ethics, Oversight and Quality
Improvement Initiatives,” Quality and Safety in Healthcare 19 (4) (2010): 271-274.
The analysis in this chapter develops previous publications by one of the authors on
patient safety. See: G. Magill, “Ethical and Policy Issues Related to Medical Error
and Patient Safety,” in S. A. M. McLean, ed., First Do No Harm: Law, Ethics, and
Healthcare (London: Ashgate, 2006), Chapter 7, 101-116; D. F. Kelly, G. Magill, H.
ten Have, Contemporary Catholic Healthcare Ethics (Washington, DC: Georgetown
University Press, 2014), Chapter 24, at 274-278; G. Magill, “Patient Safety,” in H. ten
Have, B. Gordijn, eds., Encyclopedia of Global Bioethics (Springer, 2016).

C. A. Goeschel, Quality, Patient Safety, and Boards of Trustees: Implications for Creat-
ing Safer Healthcare (Dr. Sci Dissertation, Tulane University School of Public Health
and Tropical Medicine, 2010).

See: F. J. Crosson, L. A. Tollen, Partners in Health: How Physicians and Hospitals
Can be Accountable Together (San Francisco, CA: Jossey-Bass, 2010).

See: Joint Commission, Comprehensive Accreditation Manual. CAMH for Hospitals,
effective January 1, 2019 (Oakbrook, IL: Joint Commission Resources, December
2018); Joint Commiission, 2019 Hospital Accreditation Standards (Oakbrook, IL: Joint
Commission Resources, December 2018).

See: J. Howard, Cognitive Errors and Diagnostic Mistakes: A Case-based Guide to
Critical Thinking in Medicine (New York: Springer, 2019); R. M. Wachter, Under-
standing Patient Safety, 2nd ed. (New York: McGraw Medical, 2017).

See: J. Byrnes, S. Teman, The Safety Playbook. A Healthcare Leader s Guide to Build-
ing a High-Reliability Organization (Chicago, IL: Health Administration Press, 2017);
R. Barry, High-Reliability Healthcare: Improving Patient Safety and Outcomes with
Six Sigma (Chicago, IL: Health Administration Press, 2017).

See: R. Wears, K. Sutcliffe, Still Not Safe: Patient Safety and the Middle-Managing
of American Medicine (New York: Oxford University Press, 2019); K. Z. Pederson,
Organizing Patient Safety (United Kingdom: Palgrave MacMillan, 2017); A. Rosiek-
Kryszweska, ed., Healthcare Administration for Patient Safety and Engagement (Open
Library: Medical Information Science References, 2017).



138 Governance of patient safety

11

12

13

14

15

16

17

18

19

20

21

22

23

See: O. Quick, Regulating Patient Safety (New York: Cambridge University Press,
2017); J. Tingle, et al., eds., Global Patient Safety: Law, Policy and Practice (United
Kingdom: Routledge, 2018).

J. D. Banja, Patient Safety Ethics: How Vigilance, Mindfulness, Compliance, and
Humility Can Make Healthcare Safer (Baltimore, MD: Johns Hopkins University
Press, 2019).

See: A. G. Al Hasmi, Environment, Health and Safety Governance and Leadership
(United Kingdom: Routledge, 2017).

See: Department of Health and Human Services, HHS Data Shows Major Strides Made
in Patient Safety (2014), at, https://innovation.cms.gov/files/reports/patient-safety-results.
pdf; Department of Health and Human Services, Office of the Inspector General, Adverse
Events in Hospitals. National Incidence Among Medicare Beneficiaries (Washington,
DC: DHHS, 2010); United States Congress, Medical Errors (BiblioGov, 2010). The Bib-
lioGov project is an effort to expand awareness of public documents and records.

World Health Organization, World Alliance for Patient Safety (2004), at www.who.int/
patientsafety/worldalliance/en/.

See: A. K. Jha, A. Epstein, “Hospital Governance and the Quality of Care,” Health
Affairs 29 (1) (2010): 182—187; The Governance Institute, Dynamic Governance: An
Analysis of Board Structure and Practices in a Shifting Industry (San Diego, CA: The
Governance Institute, 2011), 42.

U.S. Department of Health and Human Services, 2012 Annual Progress Report to
Congress, National Strategy for Quality Improvement in Healthcare (August 2012), at
www.ahrq.gov/workingforquality/nqs/nqs2012annlrpt.pdf.

National Quality Forum, Aligning Our Efforts to Transform America’s Healthcare.
National Priorities and Goals (Washington, DC: National Quality Forum, 2008).

See: Joint Commission, Getting the Board on Board. What Your Boards Need to Know
About Quality and Patient Safety, 3rd ed. (Oakbrook, IL: Joint Commission Resources,
2016), 5. To access the Center for Transforming HealthCare, see: www.centerfortrans
forminghealthcare.org. On change management, see: Institute for Healthcare Improve-
ment, How to Improve (Cambridge, MA: Institute for Healthcare Improvement, 2011).
On Lean methodology, see: Joint Commission, Advanced Lean Thinking: Proven
Methods to Reduce Waste and Improve Quality in Healthcare (Oakbrook, IL: Joint
Commission Resources, 2008).

See: E. Belmont, et al., “A New Quality Compass: Hospital Boards’ Increased Role
under the Affordable Care Act,” Health Affairs 30 (2011): 1281; B. Ide, “Moving
Beyond Quality: Growing Regulations and Enforcement Are Expanding Trustees’
Oversight Responsibilities,” Trustee 64 (6) (2011): 29.

See: Joint Commission, The Essential Guide for Patient Safety Olfficers, 2nd ed. (Oak-
brook, IL: Joint Commission Resources, 2013), Chapter One, “The Role of Leader-
ship,” 1-12; Institute for Healthcare Improvement, 7he Power of Having the Board on
Board (Cambridge, MA: Institute for Healthcare Improvement, 2012); Joint Commis-
sion, From the Front Olffice to the Front Line. Essential Issues for Healthcare Leaders,
2nd ed. (Oakbrook, IL: Joint Commission Resource, 2011).

L. Prybil, et al., Governance in Large Nonprofit Health Systems: Current Profile and
Emerging Patterns (Lexington, KY: Commonwealth Center for Governance Studies,
Inc., 2012), 14, 28-31, 43—44, 57 (referred to as the Governance Structure Report).
See: F. Allhoff, S. L. Borden, eds., Ethics and Error in Medicine (United Kingdom:
Routledge, 2019); M. C. Allen, J. Norman, Medical Error Prevention (CME Resource/
NetCE, 2013); S. Mclver, S., R. Wyndham, After the Error: Speaking out About Patient
Safety to Save Lives (Toronto: ECW Press, 2013); W. Charney, Epidemic of Medi-
cal Errors and Hospital-Acquired Infections: Systemic and Social Causes (Taylor and
Francis, CRC Press, 2012); B. J. Lawner, et al., Avoiding Common Prehospital Errors
(Philadelphia, PA: Wolters Kluwer, 2012).


http://www.centerfortransforminghealthcare.org
http://www.centerfortransforminghealthcare.org
http://www.ahrq.gov
http://www.who.int
http://www.who.int
https://innovation.cms.gov
https://innovation.cms.gov

24

25

26

27

28

29

30

31

32

33

34

35

36

37

Governance of patient safety 139

See: Abha Agrawal, ed., Patient Safety: A Case-Based Comprehensive Guide (New
York: Springer, 2014).

See: M. St. Pierre, et al., eds., Crisis Management in Acute Care Settings: Human Factors,

Team Psychology, and Patient Safety in a High Stakes Environment (New York: Springer,

2011); Joint Commission, Patient Safety in the Intensive Care Unit (Oakbrook, IL: Joint
Commission Resources, 2010); Joint Commission, Pediatric Patient Safety in the Emer-

gency Department (Oakbrook, IL: Joint Commission Resources, 2010); P. Croskerry, ed.,

Patient Safety in Emergency Medicine (Philadelphia, PA: Wolters Kluwer, 2009); A. P.

Dicker, Quality and Safety in Radiation Oncology (Springer, 2016); A. Surbone, M. Rowe,

Clinical Oncology and Errror Reduction (Wiley-Blackwell, 2015); C. Marcucci, et al.,
eds, Avoiding Common Anesthesia Errors (Philadelphia, PA: Wolters Kluwer, 2007).

See: R. D. Truog, et al., Talking with Patients and Families about Medical Error: A

Guide for Education and Practice (Baltimore MD: Johns Hopkins University Press,
2011); Joint Commission, Speak Up: Help Prevent Errors in Your Care (Oakbrook, IL:

Joint Commission Resources, 2011).

See: A. M. Capron, “When Experiments go Wrong: the U.S. Perspective,” Journal of
Clinical Ethics 15 (1) (2004): 22-29.

See: D. Resnick, “The Jesica Santillan Tragedy: Lessons Learned,” Hastings Center
Report 33 (4) (2003): 12-20; A. Camarow, “Jesica’s Story: One Mistake Didn’t Kill
Her — The Organ Donor System was Fatally Flawed,” US News & World Report (July
28—August 4, 2003): 51-54.

G. Magill, “Science, Ethics and Policy,” in G. Magill, et al., eds., Genetics and Eth-
ics. An Interdisciplinary Study (Saint Louis, MO: Saint Louis University Press, 2004),
253-283, at 259-260.

See: J. Tingle, et al., eds., Global Patient Safety: Law, Policy and Practice (Routledge,
2018); J. R. Abele, ed., Medical Errors and Litigation (Tucson, AR: Lawyers & Judges
Publishing, 2011).

See: J. D. Banja, Patient Safety Ethics: How Vigilance, Mindfulness, Compliance, and
Humility Can Make Healthcare Safer (Johns Hopkins University Press, 2019).

See: J. Howard, Cognitive Errors and Diagnostic Mistakes: A Case-based Guide to
Critical Thinking in Medicine (Springer, 2019).

See: Joint Commission, Getting the Board on Board: What Your Board Needs to Know
About Quality and Patient Safety, 3rd ed. (Oakbrook, IL: Joint Commission Resources,
2016).

The Institute of Medicine, 7o Err is Human: Building a Safer Health System (Washing-
ton, DC, National Academies Press, 2000).

For a brief history of studies over the decades preceding the IOM report, see: C. Vincent,
Patient Safety, 2nd ed. (Wiley-Blackwell, 2010), Chapter 1, “Medical Harm: A Brief
History,” 3—13; Chapter 2, “The Emergence of Patient Safety,” 14-30; V. A. Sharpe,
A. 1. Faden, Medical Harm. Historical, Conceptual, and Ethical Dimensions of latro-
genic Illness (New York: Cambridge University Press, 1998), “Introduction,” 1-14.

T. A. Brennan, et al., “Incidence of Adverse Events and Negligence in Hospitalized
Patients: Results of the Harvard Medical Practice Study,” New England Journal of
Medicine 324 (1991): 370-376; L. L. Leape, et al., “Preventing Medical Injury,”
Quality Review Bulletin 19 (1993): 144-149; L. L. Leape, et al., “Systems Anlysis
of Adverse Drug Events,” Journal of the American Medical Association 274 (1995):
35-43; A. A. Noble, T. A. Brennan, “Managing Care in the Era of Systems-Think:
Organizational Liability and Patient Safety,” Journal of Law, Medicine, & Ethics 29
(2001): 290-304.

See: L. L. Leape, “Error in Medicine,” Journal of the American Medical Association
272 (1994): 1851-1857; L. L. Leape, et al., “Promoting Patient Safety by Preventing
Medical Error,” Journal of the American Medical Association 280 (1998): 1444—1447.
For data on systems that reduce medical error, see: www.leapfroggroup.org


http://www.leapfroggroup.org

140 Governance of patient safety

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

E. J. Thomas, et al., “Incidence and Types of Adverse Events and Negligent Care in
Utah and Colorado,” Medical Care 38 (2000): 261-271.

C. J. McDonald, et al., “Deaths Due to Medical Errors are Exaggerated in Institute of
Medicine Report,” Journal of the American Medical Association 284 (2000): 93-95.
Health Grades Quality Study, Patient Safety in American Hospitals (Denver, CO:
Health Grades Inc., 2004).

See: T. A. Brennan, “The IOM Report on Medical Error — Could it Do Harm?” New
England Journal of Medicine 342 (2000): 1123-1125.

See: K. Weeks, et al., Reducing Medical Errors and Adverse Events (Amazon Digital
Services, 2012).

T. K. Ghandi, et al., “Adverse Drug Events in Ambulatory Care,” New England Jour-
nal of Medicine 348 (16) (2003): 1556-1564; W. M. Tierney, “Adverse Outpatient
Drug Events — A Problem and an Opportunity,” New England Journal of Medicine 348
(16) (2003): 1587-1589.

See: K. N. Barker, et al., “Medication Errors Observed in 36 Healthcare Facilities,”
Archives of Internal Medicine 162 (16) (2002): 1897-1903; S. B. Haga, W. Burke,
“Using Pharmacogenetics to Improve Drug Safety and Efficacy,” Journal of the Ameri-
can Medical Association 291 (23) (2004): 2869-2871.

The Institute of Medicine, 7o Err is Human: Building a Safer Health System (Washing-
ton, DC: National Academies Press, 2000), “Errors in Healthcare: A Leading Cause of
Death and Injury,” 26—48.

See: Institute of Medicine, Committee on Patient Safety and Health Information Tech-
nology, Health IT and Patient Safety: Building Better Systems for Better Care (Wash-
ington, DC: National Academies Press, 2011); S. B. Rubin, L. Zoloth, eds., Margin of
Error: The Ethics of Mistakes in the Practice of Medicine (Hagerstown, MD: Univer-
sity Publishing Group, 2000).

See: The Institute of Medicine, To Err is Human: Building a Safer Health System
(Washington, DC, National Academies Press, 2000), 1-16; J. T. Reason, Human Error
(Cambridge: Cambridge University Press, 1990); and J. T. Reason, Managing the Risk
of Organizational Accidents (Aldershot: Ashgate, 1997).

See: J. T. Reason, Human Error (Cambridge: Cambridge University Press, 1990); and
J. T. Reason, Managing the Risk of Organizational Accidents (Aldershot: Ashgate,
1997). On latent and active errors, see: K. G. M. Volpp, D. Grande, “Residents’ Sug-
gestions for Reducing Errors in Teaching Hospitals,” New England Journal of Medi-
cine 348 (9) (2003): 851-855.

The Institute of Medicine, 7o Err is Human: Building a Safer Health System (Washing-
ton, DC: National Academies Press, 2000).

Joint Commission, The Value of Close Calls in Improving Patient Care. Learning
How to Avoid and Mitigate Patient Harm (Oakbrook Terrace, IL: Joint Commission
Resources, 2011), Foreword.

See: D. C. Classen, et al., “‘Global Trigger Tool’ Shows that Adverse Events in Hos-
pitals May Be Ten Times Higher than Previously Measured,” Health Affairs 30 (3)
(2011): 581-589.

Institute of Medicine, Crossing the Quality Chasm: A New Health System for the 21st
Century (Washington, DC: National Academy Press, 2001).

For a commentary on the first two IOM reports, see: B. J. McNeil, “Shattuck Lecture-
Hidden Barriers to Improvement in the Quality of Care,” New England Journal of
Medicine 345 (22) (2001): 1612-1620.

Institute of Medicine, Leadership by Example: Coordinating Government Roles in
Improving Healthcare Quality (Washington, DC: National Academy Press, 2002).
Institute of Medicine, Preventing Medication Errors (Washington, DC: National Acad-
emies Press, 20006); Institute of Medicine, Patient Safety: Achieving a New Standard of
Care (Washington, DC: National Academies Press, 2004).



56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

Governance of patient safety 141

See: Institute of Medicine, Healthcare Quality Initiative, Keeping Patients Safe: Trans-
forming the Work Environment of Nurses (Washington, DC: National Academy Press,
2004); Institute of Medicine, Healthcare Quality Initiative, Patient Safety: Achieving a
New Standard for Care (Washington, DC: National Academy Press, 2004).

See: J. Morrissey, “Quality vs. Quantity. [IOM Report: Hospitals Must Cut Back Work-
load and Hours of Nurses to Maintain Patient Safety,” Modern Healthcare (November
10, 2003): 8, 11; J. F. Quinn, “Revisioning the Nursing Shortage: A Call to Caring
for healing the Healthcare System,” Frontiers of Health Services Management 19 (2)
(2002): 3-21.

J. John, “A New, Evidence-based Estimate of Patient Harms Associated with Hospital
Care,” Journal of Patient Safety 9 (3) (2013): 122—128.

Johns Hopkins Medicine, Study Suggests Medical Errors Now Third Leading Cause
of Death in the U.S. (2016), at, www.hopkinsmedicine.org/news/media/releases/study
suggests medical errors now_third leading cause of death in the us.

Cureatr, There s Much Work to be Done: 8 Medical Error Statistics to Know (2019), at, https://
blog.cureatr.com/theres-much-work-to-be-done-8-medical-errors-statistics-to-know.
Institute for Healthcare Improvement, New Survey Finds 21 Percent of Americans
Report Personal Experience with Medical Errors (September 28, 2017), at, www.ihi.
org/about/news/Documents/[HIPressRelease Patient Safety Survey Sept28 17.pdf.
Institute of Medicine, To Err is Human: Building a Safer Health System (Washington,
DC: National Academies Press, 2000), 49-68.

See: National Coalition on Healthcare and the Institute for Healthcare Improvement,
Reducing Medical Errors and Improving Patient Safety (Washington, DC: National
Coalition on Healthcare, 2000), 1-31.

See: Agency for Healthcare Research and Quality, Patient Safety Indicators Overview
(2019), at www.qualityindicators.ahrq.gov/Modules/psi_overview.aspx; Agency for
Healthcare Research and Quality, Quality and Patient Safety (2019), at www.ahrq.gov/
professionals/quality-patient-safety/index.html; Agency for Healthcare Research and
Quality, Hospital Survey on Patient Mechanisms for Safety (Rockville, MD: Agency
for Healthcare Research and Quality, 2012).

See: D. S. Dhillon, Human Reliability and Error in Medical System (Hackensack, NJ:
World Scientific Publishing, 2003).

See: Y. Donchin, D. Gopher, eds., Around the Patient Bed: Human Factors and
Safety in Healthcare (Taylor and Francis, CRC Press, 2013); M. St. Pierre, et al. eds.,
Crisis Management in Acute Care Settings: Human Factors, Team Psychology, and
Patient Safety in a High Stakes Environment (New York: Springer, 2011), especially
Chapters 3—6.

D. Feigal, et al., “Ensuring Safe and Effective Medical Devices,” New England Jour-
nal of Medicine 348 (3) (2003): 191-192.

See: S. Decker, Patient Safety: A Human Factors Approach (Taylor and Francis, CRC
Press, 2011); S. Decker, Drift into Failure: From Hunting Broken Components to
Understanding Complex Systems (Farnham, UK: Ashgate, 2011); J. W. Gosbee, L. L.
Gosbee, eds., Using Human Factors Engineering to Improve Patient Safety, 2nd ed.
(Oakbrook, IL: Joint Commission Resources, 2010).

See: Agency for Healthcare Research and Quality, Medical Liability Reform and
Patient Safety Initiative (Rockville, MD: Agency for Healthcare Research and Quality,
2010).

See: L. L. Leape, Disclosing Medical Errors: A Guide to an Effective Explanation and
Apology (Chicago, IL: Joint Commission Resources, 2006); W. Levinson, et al., “Dis-
closure of Medical Error,” JAMA Professional (August 16, 2016): 764—765, at, https://
doi.org/10.1001/jama.2016.9136.

See: Joint Commission, The Essential Guide for Patient Safety Officers, 2nd ed. (Oak-
brook, IL: Joint Commission Resources, 2013), Chapter Eight, “Disclosure,” 81-89;


https://doi.org/10.1001/jama.2016.9136
http://www.ahrq.gov
http://www.ahrq.gov
http://www.qualityindicators.ahrq.gov
http://www.ihi.org
http://www.ihi.org
https://blog.cureatr.com
https://blog.cureatr.com
http://www.hopkinsmedicine.org
http://www.hopkinsmedicine.org
https://doi.org/10.1001/jama.2016.9136

142 Governance of patient safety

72

73

74

75

76

77

78

79

80

81

82

83

Joint Commission, Understanding and Preventing Sentinel and Adverse Events in your
Healthcare Organization (Oakbrook, IL: Joint Commission Resources, 2008), Chapter
6, “Ethics and Disclosure of Events,” 173—-194.

See: Agency for Healthcare Research and Quality, Systems Approach, Patient Safety
Network (January 2019), at, https://psnet.ahrq.gov/primers/primer/2 1/systems-approach;
G. Caplea, “Taking a Systems Approach to Patient Safety,” Health IT & CEO Report
(March 11, 2019), at, www.beckershospitalreview.com/ehrs/taking-a-systems-approach-
to-improve-patient-safety.html.

See: G. Magill, “Ethical and Policy Issues Related to Medical Error and Patient
Safety,” in S. A. M. McLean, ed., First Do No Harm: Law, Ethics, and Healthcare
(London: Ashgate, 2006), Chapter 7, 101-116; D. F. Kelly, G. Magill, H. ten Have,
Contemporary Catholic Healthcare Ethics (Washington, DC: Georgetown University
Press, 2014), Chapter 24, at 274-278; G. Magill, “Patient Safety,” in H. ten Have & B.
Gordijn, eds., Encyclopedia of Global Bioethics (Springer, 2016).

See: D. M. Studdart, et al., “Medical Malpractice,” New England Journal of Medicine
350 (3) (2004): 283-292, at 287; W. M. Sage, “Medical Liability and Patient Safety,”
Health Affairs 22 (4) (2003): 26-36.

See: L. L. Leape, “Patient Safety: Reporting of Adverse Events,” New England Journal
of Medicine 347 (2002): 1633-1638; J. R. Cohen, “Future Research on Disclosure of
Medical Errors,” Annals of Internal Medicine 141 (6) (2004): 481; K. M. Mazor, et al.,
“Communicating with Patients about Medical Errors: A Review of the Literature,”
Archives of Internal Medicine 164 (15) (2004): 1690-1697.

E. B. Weeks, et al., “Tort Claims Analysis in the VHA for Quality Improvement,” Jour-
nal of Law, Medicine, & Ethics 29 (2001): 335-345.

See: National Research Council, Aviation Safety and Pilot Control: Understanding and
Preventing Unfavorable Pilot/Vehicle Interactions (National Academies Press, 1997);
The Institute of Medicine, To Err Is Human: Building a Safer Health System (Washing-
ton, DC, National Academies Press, 2000), “Building Leadership and Knowledge for
Patient Safety,” 69-85.

See: S. Gordon, P et al., Beyond the Checklist: What Else Healthcare Can Learn
Beyond Teamwork and Safety (Ithaca, NY: Cornell University Press, 2013); D. Mar-
shall, Crew Resource Management: From Patient Safety to High Reliability (Littleton,
CO: SaferHealthcare, 2010).

See: The Joint Commission, Front Line of Defense: The Role of Nurses in Prevent-
ing Sentinel Events (Oakbrook Terrace, IL: Joint Commission Resources, 2018);
Joint Commission, The Value of Close Calls in Improving Patient Care. Learning
How to Avoid and Mitigate Patient Harm (Oakbrook Terrace, IL: Joint Commission
Resources, 2011).

See: U.S. Department of Labor, OSH Act of 1970, at www.osha.gov/laws-regs/oshact/
completeoshact; J. MacLaury, The Job Safety Law of 1970: Its Passage Was Perilous
(U.S. Department of Labor), at www.dol.gov/general/aboutdol/history/osha.

See: R. J. Latino, et al., Root Cause Analysis: Improving Performance for Bottom-Line
Results, 4th ed. (CRC Press/Taylor & Francis, 2011); B. Anderson, et al., Root Cause
Analysis and Improvement in the Healthcare Sector (Quality Press, 2010); D. Okes,
Root Cause Analysis: The Core Problem of Solving and Corrective Action (Milwaukee,
WI: ASQ Quality Press, 2009).

See: D. Okes, Root Cause Analysis: The Core of Problem Solving and Corrective
Action, 2nd ed. (ASQ Press, 2019); M. A. Latino, et al., Root Cause Analysis: Improv-
ing Performance for Bottom-Line Results (CRC Press, 2016); L. N. Vanden Heuvel,
et al., Root Cause Analysis Handbook (Rothstein Publishing, 2014); M. A. Barslou,
Root Cause Analysis: A Step-by-Step Guide (Productivity Press, 2014).

See: B. Anderson, T. N. Fagerhaug, The ASQ Pocket Guide to Root Cause Analysis
(ASQ Press, 2013); Anderson, B., et al., Root Cause Analysis and Improvement in the
Healthcare Sector (Quality Press, 2010).


http://www.dol.gov
http://www.osha.gov
http://www.osha.gov
http://www.beckershospitalreview.com
http://www.beckershospitalreview.com
https://psnet.ahrq.gov

84

85

86

87

88

89

90

91

92

93

94

Governance of patient safety 143

See: Joint Commission, Root Cause Analysis in Healthcare, 6th ed. (Oakbrook Terrace,
IL: Joint Commission Resources, 2017); Joint Commission, The Essential Guide for
Patient Safety Olfficers, 2nd ed. (Oakbrook, IL: Joint Commission Resources, 2013),
Chapter Two, “Assessing and Improving Mechanisms for Safety,” 13-21.

See: Joint Commission, Front Line of Defense: The Role of Nurses in Preventing Sen-
tinel Events (Oakbrook Terrace, IL: Joint Commission Resources, 2018); Joint Com-
mission International, Sentinel Event Policy (Oakbrook Terrace, IL: Joint Commission
Resources, June 2018); Joint Commission, Understanding and Preventing Sentinel
and Adverse Events in your Healthcare Organization (Oakbrook, IL: Joint Commis-
sion Resources, 2008); Joint Commission, Sentinel Event Data Summary (Oakbrook,
IL: Joint Commission Resource, September 2013), at www.jointcommission.org/
sentinel _event_statistics _quarterly.

The Joint Commission publishes its Sentinel Event Alert and its Sentinel Alert Data
Summary to provide information for organizations to reduce risk and improve effec-
tiveness. See: Joint Commission, Sentinel Event Alert Updates (July 2019), at www.
jointcommission.org/daily update/joint_commission_daily update.aspx?k=721; Joint
Commission, Sentinel Alert Data Summary (2019), at www.jointcommission.org/
sentinel event_statistics_quarterly/.

B. J. Youngberg, Principles of Risk Management and Patient Safety (Burlington, MA:
Jones & Bartlett, 2011).

Patient Safety Network, Culture of Safety (January 2019), at, https://psnet.ahrq.gov/
primers/primer/5/Culture-of-Safety; Joint Commission, The Essential Guide for
Patient Safety Officers, 2nd ed. (Oakbrook, IL: Joint Commission Resources, 2013),
Chapter Two, “Assessing and Improving Mechanisms for Safety,” 13-21.

See: G. Kaufman, D. McCaughan, “The Effect of Organizational Culture on Patient
Safety,” Nursing Standard 27 (43) (2013): 50-60; J. Braithwaite, et al., “Associa-
tion Between Organizational and Workplace Cultures, and Patient Outcomes: Sys-
tematic Review,” BML Open 7 (11) (November 8, 2017), at, https://doi.org/10.1136/
bmjopen-2017-017708.

The Institute of Medicine, To Err is Human: Building a Safer Health System (Wash-
ington, DC: National Academies Press, 2000), “Creating Safety Systems in Healthcare
Organizations,” 155-201, at 166—197.

See: C. Argyris, Organizational Traps: Leadership, Culture, Organizational Design
(New York: Oxford University Press, 2012).

See: Joint Commission, “The Essential Role of Leadership in Developing a Safety Cul-
ture,” Sentinel Event Alert 57 (March 1, 2017); Joint Commission, “Effective Team-
work and Communication,” The Essential Guide for Patient Safety Officers, 2nd ed.
(Oakbrook, IL: Joint Commission Resources, 2013), Chapter Six, 53—68; E. Salas, K.
Frush, eds., Improving Patient Safety Through Teamwork and Team Training (New
York: Oxford University Press, 2012); A. C. Edmondson, Teaming: How Organiza-
tions Learn, Innovate, and Compete in the Knowledge Economy (San Francisco, CA:
Jossey-Bass, 2012).

See: A. Joseph, et al., “Designing for Patient Safety: Developing Methods to Inte-
grate Patient Safety Concerns in the Design Process,” Patient Safety Network
(September, 2012), at, https://psnet.ahrq.gov/resources/resource/25189/Designing-
for-Patient-Safety-Developing-Methods-to-Integrate-Patient-Safety-Concerns-in-
the-Design-Process; also published by The Center for Health Design, Designing for
Patient Safety: Developing Methods to Integrate Patient Safety Concerns in the Design
Process (2012), at, www.healthdesign.org/sites/default/files/chd416_ahrqreport
final.pdf.

See: Agency for Healthcare Research and Quality, Advancing Patient Safety: A decade of
Design and Implementation (2009), at www.ahrq.gov/professionals/quality-patient-safety/
patient-safety-resources/resources/advancing-patient-safety/index.html; J. F. Stichler, “A
Priority for Healthcare and for Healthcare Design,” Health Environments Research &


http://www.ahrq.gov
http://www.ahrq.gov
http://www.healthdesign.org
http://www.healthdesign.org
https://psnet.ahrq.gov
https://psnet.ahrq.gov
https://psnet.ahrq.gov
https://doi.org/10.1136/bmjopen-2017%E2%80%93017708
https://psnet.ahrq.gov
https://psnet.ahrq.gov
http://www.jointcommission.org
http://www.jointcommission.org
http://www.jointcommission.org
http://www.jointcommission.org
http://www.jointcommission.org
http://www.jointcommission.org
https://doi.org/10.1136/bmjopen-2017%E2%80%93017708

144  Governance of patient safety

Design Journal (August 4, 2016), at, https://doi.org/10.1177/1937586716646648; Agency
for Healthcare Research and Quality, Transforming Hospitals: Designing for Safety and
Quality (2019), at www.ahrq.gov/professionals/systems/hospital/transform/index.html.

95 See: N. Dey, et al., eds., Big Data Analytics for Intelligent Healthcare Management
(Cambridge, MA: Academic Press, 2019); S. Consoli, et al., eds., Data Science for
Healthcare (Springer, 2019); S. Pestonik, V. Lemon, How to Use Data to Improve
Quality and Patient Safety (HealthCatalyst, April 30, 2019), at www.healthcatalyst.
com/insights/use-data-improve-patient-safety/; J. Bresnick, “Using Big Data Analyt-
ics for Patient Safety, Hospital Acquired Conditions” Health IT Analytics (August 6,
2018), at, https://healthitanalytics.com/features/using-big-data-analytics-for-patient-
safety-hospital-acquired-conditions; HealthCatalyst, The Top Seven Analytics-Driven
Approaches for Reducing Diagnostic Error and Improving Patient Safety (Health-
Catalyst, October 13, 2016), at www.healthcatalyst.com/reducing-diagnostic-error-to-
improve-patient-safety/; HealthCatalyst, Improving Patient Safety: Machine Learning
Targets an Urgent Concern (HealthCatalyst, January 30, 2018), at www.healthcatalyst.
com/machine-learning-patient-safety-improvement; Patient Safety Network, Health
Care Data Science for Quality Improvement and Patient Safety (Patient Safety Net-
work, October 2016), at, https://psnet.ahrq.gov/perspectives/perspective/208/health-
care-data-science-for-quality-improvement-and-patient-safety.

96 See: Joint Commission, The Joint Commission Journal on Quality and Patient Safety
(2019), at www.jcrinc.com/the-joint-commission-journal-on-quality-and-patient-safety/;
Joint Commission, The Joint Commission Perspectives (2019), at www.jcrinc.com/
the-joint-commission-perspectives/; Joint Commission, The Source, Joint Commission
(2019), at www.jcrinc.com/the-source/; Joint Commission, 2019 National Patient Safety
Goals (October 2018), at www.jointcommission.org’/hap 2017 npsgs/; Joint Commis-
sion, Facts About the National Patient Safety Goals, Joint Commission (November 30,
2018), at www.jointcommission.org/facts about the national patient safety goals/;
Joint Commission, Getting the Board on Board. What Your Boards Need to Know About
Quality and Patient Safety, 3rd ed. (Oakbrook, IL: Joint Commission Resources, 2016),
Chapter 3, “The Board’s Role in Improving Quality and Safety,” 71-98.

97 Joint Commission, Getting the Board on Board: What Your Boards Need to Know about
Quality and Patient Safety, 3rd ed. (Oakbrook, IL: Joint Commission Resources, 2016).

Select readings

Agency for Healthcare Research and Quality. 2019. Transforming Hospitals: Designing
for Safety and Quality. Rockville, MD: Agency for Healthcare Research and Quality.
Al Hasmi, A. G. 2017. Environment, Health and Safety Governance and Leadership.
United Kingdom: Routledge.

Allhoff, F. S., L. Borden, eds. 2019. Ethics and Error in Medicine. United Kingdom:
Routledge.

Banja, J. D. 2019. Patient Safety Ethics: How Vigilance, Mindfulness, Compliance, and
Humility Can Make Healthcare Safer. Baltimore, MD: Johns Hopkins University Press.

Joint Commission. 2017. Root Cause Analysis in Healthcare, 6th ed. Oakbrook Terrace,
IL: Joint Commission Resources.

Joint Commission. 2018. 2019 National Patient Safety Goals, Joint Commission. Oakb-
rook Terrace, IL: Joint Commission Resources.

Joint Commission. 2018. Front Line of Defense: The Role of Nurses in Preventing Sentinel
Events. Oakbrook Terrace, IL: Joint Commission Resources.

Okes, D. 2019. Root Cause Analysis: The Core Problem of Solving and Corrective Action.
Milwaukee, WI: ASQ Quality Press.


http://www.jointcommission.org
http://www.jointcommission.org
http://www.jcrinc.com
http://www.jcrinc.com
http://www.jcrinc.com
http://www.jcrinc.com
https://psnet.ahrq.gov
https://psnet.ahrq.gov
http://www.healthcatalyst.com
http://www.healthcatalyst.com
http://www.healthcatalyst.com
http://www.healthcatalyst.com
https://healthitanalytics.com
https://healthitanalytics.com
http://www.healthcatalyst.com
http://www.healthcatalyst.com
http://www.ahrq.gov
https://doi.org/10.1177/1937586716646648

Governance of patient safety 145

Pederson, K. Z. 2017. Organizing Patient Safety. United Kingdom: Palgrave MacMillan.

Prybil, L., et al. 2012. Governance in Large Nonprofit Health Systems. Current Profile and
Emerging Patterns. Lexington, KY: Commonwealth Center for Governance Studies, Inc.

Quick, O. 2017. Regulating Patient Safety. New York: Cambridge University Press.

Tingle, J., et al., eds. 2018. Global Patient Safety: Law, Policy and Practice. United King-
dom: Routledge, 2018.

Wachter, R. M. 2017. Understanding Patient Safety, 2nd ed. New York: McGraw Hill.

Wears, R., K. Sutcliffe. 2019. Still Not Safe: Patient Safety and the Middle-Managing of
American Medicine. New York: Oxford University Press.



9 Governance of conflicted
collaborative arrangements

Introduction

This chapter continues the approach of applying the ethics paradigm to a pivotal
problem for governance ethics: how boards of directors may permissibly navigate
complex dilemmas involving conflicted collaborative arrangements in healthcare
organizations. As boards pursue their governance responsibilities for communi-
ties (community benefit and community health, as discussed in Chapters 5 and 6)
and for patients (patient care quality and patient safety, as discussed in Chapters 7
and 8), scenarios can arise in which collaborative arrangements can conflict with
an organization’s mission. The following discussion explains how to distinguish
between wrongful complicity and legitimate cooperation with other institutions
when there is a fundamental conflict over basic values related to an organization’s
mission. In such conflicted scenarios, the goal is to maintain quality care services
in any new collaborative arrangement.

In the previous analysis, the concepts of the ethics paradigm organize core fea-
tures of effective governance from landmark reports and the scholarly literature.
The analysis in this chapter emphasizes the scholarly literature to explain the
nuances of the ethical principle of cooperation that is discussed in this chapter.
The purpose is to highlight hallmarks of governance ethics that denote associated
moral imperatives. Because the hallmarks represent necessary moral attributes
of governance ethics, they entail an obligation to be adopted by boards. In turn,
the associated moral imperatives represent necessary endeavors to foster the hall-
marks under consideration.

The ethics paradigm organizes multiple topics on board oversight of conflicted
collaborative arrangements, as follows. First, the foundation component of the
ethics paradigm deals with the identity of an organization, reflecting the leitmo-
tif who we are, thereby highlighting board oversight of organizational reputation
as a hallmark of governance ethics in conflicted collaborative arrangements. In
turn, this hallmark denotes an associated moral imperative of board oversight of
organizational flexibility. Second, the process component of the ethics paradigm
addresses the accountability of the organization, reflecting the leitmotif zow we
function, thereby highlighting board oversight of institutional negotiations as a
hallmark of governance ethics. In turn, this hallmark denotes an associated moral
imperative regarding board oversight of the process of cooperation. Third, the
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Table 1.1 Ethics paradigm

Components Foundation component Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of
deliberation conduct

practice component of the ethics paradigm engages quality in an organization,
reflecting the leitmotif what we do, thereby highlighting board oversight of col-
laborative arrangements as a hallmark of governance ethics. In turn, this hallmark
denotes an associated moral imperative regarding board oversight of maintaining
quality care services.

Each of the applied chapters begins with an explanation of the need for the
pivotal topic under consideration, such as governance of conflicted collaborative
arrangements here. Again, the concepts of identity, accountability, and quality
provide a framework for the applied analysis. These concepts represent the foun-
dation component (reflecting who we are), the process component (reflecting zow
we function), and the practice component (reflecting what we do) of the ethics
paradigm (Table 1.1).

The need for collaborative arrangements has expanded exponentially in health-
care over recent decades. To begin the discussion, it is helpful to explain the need
for the moral principle of cooperation.

Need for a moral principle of cooperation

Boards encounter occasions when their healthcare organization creates a collab-
orative arrangement with other institutions that undertake activities deemed to
be immoral, even though such actions may be legal. As boards oversee their own
organization based on the principle of stewardship, their focus is not merely to
maintain the fiscal viability of the organization but also to nurture its mission.
This duty of stewardship entails a serious responsibility to avoid what the organi-
zation deems to be wrong, that is, avoiding wrongful complicity with conflicting
values in another institution. Nonetheless, in the complex arena of a secular and
pluralistic democracy, there is a myriad of values that different organizations have.
Surprisingly often, boards must navigate the difficult shoals of conflicting values
between organizations to benefit from a variety of collaborative arrangements.
This dilemma in governance ethics raises a crucial distinction between wrong-
ful complicity and legitimate cooperation. The following analysis explains two
common circumstances. One situation is when the board of organization A
becomes involved with actions that it deems to be immoral (but not illegal) in
organization B. Another situation is when organization A is under duress, such
as by government pressure, regarding the provision of services that are deemed
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by the organization to be immoral (such as some types of reproductive services).
What should a board do in such situations to steward its own organizational val-
ues and mission?

Different analogies are discussed to shed light on these difficult scenarios. The
chapter explains the ethical principle of cooperation to present options that boards
can pursue. The principle is most explicitly used in Catholic healthcare that repre-
sents approximately 15 percent of acute care hospitals (owned by or affiliated with
Catholicism).! Hence, the examples of conflicted collaborative arrangements that
are considered deal with Catholic healthcare. The point is to use this religious tra-
dition as an example of using this ethical principle when the values of any health
system (religious or secular) become conflicted in collaborative arrangements.?

The discussion now applies the ethics paradigm to organize core features of
effective governance regarding conflicted collaborative arrangements. The pur-
pose is to highlight hallmarks of governance ethics that denote associated moral
imperatives. The applied analysis begins with discussing hallmarks of governance
ethics connected with the foundation component of the ethics paradigm.

Organizational reputation: foundation-related governance
ethics hallmark

The foundation component of the ethics paradigm, in the context of the chal-
lenging environment of healthcare, focuses on stewardship to enhance an orga-
nization’s mission as crucial for effective governance. This focus requires boards
to be attentive to the healthcare environment as the context for meeting their
responsibilities. This component depicts the identity of an organization, reflecting
the leitmotif who we are. The concept of identity highlights board oversight of
organizational reputation as a hallmark of governance ethics in conflicted collab-
orative arrangements. This concept draws attention to who the board is in relation
with its organization. In turn, this hallmark denotes an associated moral impera-
tive regarding board oversight of organizational flexibility that boards must have
in conflicted collaborative arrangements involving conflicting mission or values.
These are discussed in subsequent sections.

To understand board oversight of organizational reputation as a hallmark of
governance ethics, it is helpful to consider how the ethical principle of coopera-
tion pertains in a common example, bank robbery. This example clarifies who is
or is not a thief, illustrating the reputation so to speak of the individuals involved.
The point here is that when an institution undertakes actions in conflicted collab-
orative arrangements, its organizational reputation is at stake.

In a bank robbery, different reputations accrue to individuals who become
involved. Naturally, the individuals who enact the robbery in a bank are thieves.
That is who they are, that is their “reputation.” However, what about a get-away
driver? Of course, a get-away driver is complicit with the theft, even though the
driver did not enter the bank. That sort of wrongful complicity occurs because the
getaway driver intends the theft of the bank robber, participating in the crime albeit
at some distance. The get-away driver also merits the “reputation” of being a thief.
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However, another scenario can complicate this straightforward description of
robbery. If the bank robber uses a gun to stop a passing car and forces the driver
under duress to provide an escape, that innocent driver does not intend the theft.
Nonetheless the beleaguered driver is involved in the robbery (that is, physically
cooperating) by driving the car, albeit under duress of being shot. That sort of
involvement or cooperation in the crime is not culpable because the driver is
under unavoidable duress and does not intend the morally wrong action—despite
the physical participation in the crime. This scenario is not morally wrong. In
other words, the innocent driver does not merit the “reputation” of being a thief.

In ethics discourse, the distinction between these two situations has a specific
terminology. In the first scenario, the planned getaway driver’s action is described
as illicit formal cooperation: the driver intends to participate in the crime, albeit
without entering the bank vault. This driver merits the “reputation” of being a
thief. In the second scenario, the action of the enforced passerby to drive the
escape care is described as justified material cooperation: the passerby does not
intend the theft but under duress is physically connected with the crime by driving
the escape car. This driver does not merit the “reputation” of being a thief. The
point to note is that formal cooperation cannot be morally justified, whereas mate-
rial cooperation can be morally justified. No court would judge the unfortunate
passerby as guilty of theft; nor does moral discourse construe guilt for this sort of
physical involvement with immoral behavior (the bank robbery).

This straightforward example sheds light on how boards might use this ethical
principle of cooperation to guide their oversight of organizational reputation in
conflicted collaborative arrangements. For example, board members in a Catholic
health organization may plan to expand their services via a collaborative arrange-
ment with another healthcare provider who has services prohibited by Catholic
teaching. The need for such an arrangement must be related to external pressure
upon the Catholic organization, such as needing to provide permissible services
to remain competitive, despite the other organization also providing services pro-
hibited in Catholicism. Without external duress, conflicted collaborative arrange-
ments should not be considered. Because the services of the other organization
include activities prohibited by Catholic teaching (such as some reproductive
services), the “reputation” of the Catholic organization is at stake. Hence, board
members must have a valid motive for considering the collaborative arrangement.
For example, there is a scenario (though unlikely) where board members of a
Catholic organization consider the collaborative arrangement because they want
to have access to the prohibited reproductive services in the other organization.
This is unacceptable. Or, the board members may plan access to other collabora-
tive arrangement services that are permissible in Catholicism, despite the other
organization providing reproductive services that Catholicism prohibits. Again,
the board’s rationale to plan ahead is grounded in external duress that leads them
to consider such a conflicted collaborative arrangement.

If board members intend the former (wanting the prohibited services), they
intend the so-called wrongdoing. If board members intend the latter (seeking
access to permissible services), they do not intend any perceived wrongdoing
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in the other organization. In these scenarios, the motive of the board members
shapes the “reputation” of the organization.

Board oversight of organizational reputation constitutes a hallmark of gov-
ernance ethics because board actions determine the ethical caliber of conflicted
collaborative arrangements. That is, boards have a duty to protect the reputation
of their organization when it considers conflicted collaborative arrangements
with other institutions that may have conflicting values (providing services that
are prohibited by the other organization). This discussion engages the chal-
lenging environment in healthcare where market pressures require organiza-
tions to make arrangements that raise the dilemma of a conflicted collaborative
arrangement.

Moral imperative: board oversight of organizational flexibility

Board oversight of organizational reputation in conflicted collaborative arrange-
ments is a hallmark of governance ethics. This hallmark denotes an associated
moral imperative regarding oversight of organizational flexibility. This imperative
refers to the flexibility that boards must have in conflicted collaborative arrange-
ments. Boards need maneuvering room when involved with conflicting values.

Often, quandaries that emerge around conflicting organizational values in col-
laborative arrangement occur between secular and religiously affiliated institu-
tions. Because Catholic healthcare holds the largest percentage of faith-based
healthcare facilities in the USA, it can be useful to explore its use of the ethical
principle of cooperation. This principle is useful not just for Catholic healthcare.
Secular or other religiously affiliated healthcare systems may become involved
with conflicted collaborative arrangements that can benefit from understanding
this ethical principle. The flexibility permitted by the ethical principle of coopera-
tion in Catholic healthcare is explained in the Ethical and Religious Directives for
Catholic Health Care Services, referred to later as the Directives. These directives
were revised in 2018 specifically to explain the nuances of this principle of coop-
eration.’ The following discussion considers how the Catholic tradition uses this
principle generally, while avoiding the multiple fine distinctions that the principle
has generated over centuries of use.*

Boards must have organizational flexibility to avoid any arrangement that con-
tributes to what Catholicism construes as the wrongdoing of other providers. The
Directives explain that “Catholic health care services . . . should avoid, when-
ever possible, engaging in collaborative arrangements that would involve them in
contributing to the wrongdoing of other providers.” Nonetheless, the Directives
recognize that at times “in pursuit of the common good, the only available candi-
dates for collaboration are institutions that do not operate in conformity with the
Church’s moral teaching.”® The permissibility here refers to there being duress
that requires such a collaborative arrangement and that it is undertaken to contrib-
ute to the common good.

The Directives refer to the ethical principle of cooperation when explaining that
“the Catholic moral tradition provides principles for assessing cooperation with
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the wrongdoing of others.”” This ethical principle provides boards with the orga-
nizational flexibility to plan appropriate collaborative arrangements. The purpose
is specifically “to determine the conditions under which cooperation may or may
not be morally justified, distinguishing between ‘formal’ and ‘material’ coopera-
tion.”® This principle provides organizational flexibility to clarify when instances
of material cooperation are morally justified or not. This approach recognizes
that collaborative arrangements between Catholic institutions and entities that do
not share the Catholic moral tradition present both opportunities and challenges.
This organizational flexibility emphasizes that “the challenges do not necessarily
preclude all such arrangements on moral grounds,” and urges “Catholic leaders to
undertake careful analyses to ensure that . . . collaborative arrangements . . . abide
by the principles governing cooperation.”™

In sum, the foundation component of the ethics paradigm highlights board
oversight of organizational reputation as a hallmark of governance ethics. By
focusing on identity in the ethics paradigm (dealing with who the board is), this
hallmark denotes an associated moral imperative regarding board oversight of
organizational flexibility in collaborative arrangement. Boards need maneuvering
room when involved with conflicting mission or values.

Institutional negotiations: process-related governance ethics
hallmark

The concept of accountability in the ethics paradigm (reflecting the leitmotif zow
we function) emphasizes the importance of decision-making via participative
deliberation. This focus requires boards to be attentive to organizational over-
sight as the context for overseeing their responsibilities. The concept of account-
ability highlights board oversight of institutional negotiations as a hallmark of
governance ethics in conflicted collaborative arrangements. The concept draws
attention to how the board functions in the organization. In turn, this hallmark
denotes an associated moral imperative regarding board oversight of the process
of cooperation. These are discussed in the next section.

To understand board oversight of institutional negotiations as a hallmark of
governance ethics, it is helpful to consider an analogous scenario. The scenario
deals with legislators undertaking negotiations about politics. The following dis-
cussion suggests options that boards can adopt in their institutional negotiations
in conflicted collaborative arrangements.

The discussion deals with scenarios where Catholic legislators have to vote
on abortion laws.!? It would be illicit for Catholics to vote for abortion related to
activities that they undertake. Yet, surprisingly, using the principle of cooperation,
Catholics may legitimately vote in favor of an abortion law or for pro-abortion
legislators as a form of licit cooperation. This may seem surprising given the
strenuous opposition to abortion in this religious tradition.

However, the principle of cooperation in these conflicted situations can enlighten
how boards of directors in healthcare may deal with their conflicted collabora-
tive arrangements. Two related Catholic teachings can shed light on the complex
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deliberations around voting for legislation to permit abortion. The US bishops
explain the nuanced Catholic stance in this way:

Decisions about political life are complex and require the exercise of a well-
formed conscience aided by prudence. . . . Sometimes morally flawed laws
already exist. In this situation, the process of framing legislation to protect
life is subject to prudential judgment and ‘the art of the possible.” At times
this process may restore justice only partially or gradually. Pope John Paul 11
taught that when a government official who fully opposes abortion cannot
succeed in completely overturning a pro-abortion law, he or she may work to
improve protection for unborn human life, ‘limiting the harm done by such a
law’ and lessening its negative impact as much as possible. Such incremental
improvements in the law are acceptable as steps toward the full restoration
of justice.!

The key point being made here is that Catholic legislators may vote in favor of
a law permitting abortion, provided the law decreases or diminishes the reach
(“limiting the harm”) of prior laws. The next quotation reiterates this stance refer-
ring to the principle of cooperation. The passage that the US bishops allude to is
from the teaching of Pope John Paul II:

A particular problem of conscience can arise in cases where a legislative vote
would be decisive for the passage of a more restrictive law, aimed at limit-
ing the number of authorized abortions, in place of a more permissive law
already passed or ready to be voted on. Such cases are not infrequent. . . .
In a case like the one just mentioned, when it is not possible to overturn or
completely abrogate a pro-abortion law, an elected official, whose absolute
personal opposition to procured abortion was well known, could licitly sup-
port proposals aimed at limiting the harm done by such a law and at lessening
its negative consequences at the level of general opinion and public morality.
This does not in fact represent an illicit cooperation with an unjust law, but
rather a legitimate and proper attempt to limit its evil aspects.'?

The key point here is to highlight that the US bishops rely on the principle of
cooperation to permit Catholic legislators to vote in favor of an abortion law pro-
vided it limits a more permissive law. This means that a Catholic politician who
is pro-life may support laws that, while continuing to permit abortion, limit the
harm of previous laws. The renowned legal scholar John Finnis has argued, “even
if there is cooperation of pro-life legislators with unjust legislators in enacting just
restrictive legislation, this cooperation does not involve the pro-life legislator in
the wrongdoing of the unjust legislator, or any other wrongdoing.”!3

The critical issue here is that the principle of cooperation permits Catholic
politicians to support some types of legislation that permit abortion. Two crucial
points must be noted. A Catholic politician must not intend the evil of abortion:
that would constitute formal cooperation which is always illicit. Also, a Catholic
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politician may vote for an abortion law in such circumstances as a function of
material connection with the abortion legislation. Here, the politician is under
duress and the vote connects in a material way with the perceived wrongdoing
of abortion, yet good can be achieved by voting for a law that limits the reach of
prior legislation.

In this example, a Catholic politician may engage in the institutional negotia-
tions that occur in the legislature. The politician can use the principle of coop-
eration to reach a collaborative arrangement (with fellow legislators), despite the
law under discussion being connected with perceived wrongdoing (abortion). In
this situation, the politician engages in justified material cooperation. Similarly,
boards in Catholic healthcare may engage in institutional negotiations to establish
a collaborative arrangement (with a fellow healthcare organization), despite the
arrangement under discussion being connected with perceived wrongdoing (such
as certain reproductive services). This analysis explains why board oversight of
institutional negotiations constitutes a crucial hallmark of governance ethics.

Moral imperative: board oversight of the process of cooperation

Board oversight of institutional negotiations is a hallmark of governance ethics
in conflicted collaborative arrangements. This hallmark denotes an associated
moral imperative regarding board oversight of the process of cooperation. When
boards in healthcare organizations find themselves in such conflicted collabora-
tive arrangements, they must adopt the proper process of cooperation that is delin-
eated by the principle of cooperation.

There is considerable discourse on the principle of cooperation to explain how
to avoid wrongful complicity with conflicting values in collaborative arrange-
ments.'* The Directives of the US bishops explain how the process of coopera-
tion functions in healthcare. To begin, any collaborative arrangement must avoid
formal cooperation, such as intending the perceived wrongdoing of another
organization. The Directives emphasize that to use the principle of cooperation,
collaborative actions of the Catholic institution must be scrutinized carefully: “a
Catholic institution must ensure neither its administration nor its employees will
manage, carry out, assist in carrying out, make its facilities available for, make
referrals for, or benefit from the revenue generated by immoral procedures.”'’
Furthermore, the Directives emphasize that in such a process of cooperation the
“acquisition, governance, or management” undertaken by a Catholic institution in
conflicted collaborative arrangements require meticulous care in planning:

It is not permitted to establish another entity that would oversee, manage, or
perform immoral procedures. Establishing such an entity includes actions
such as drawing up the civil bylaws, policies, or procedures of the entity,
establishing the finances of the entity, or legally incorporating the entity.'®

The point here is to avoid subtle or nuanced maneuvers that can entail formal
cooperation. The explicit mention of governance here emphasizes the oversight
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responsibility of boards for these arrangements and their proper use of the process
of cooperation in applying the principle of cooperation.

Another analogy can help to guide the process of cooperation. This analogy
returns to the arena of voting that has elicited much attention with regard to the
principle of cooperation. This analogy deals with Catholics voting for politicians
who support legislative actions prohibited in Catholicism, such as abortion. The
question is whether Catholic voters may vote for a pro-abortion politician who
supports abortion legislation. The process of cooperation functions in this way. A
Catholic voter may not directly support abortion legislation by intending it for its
own sake: that would be formal cooperation and thereby immoral. The US bish-
ops make this clear in their 2007 Pastoral Letter.

A Catholic cannot vote for a candidate who takes a position in favor of an
intrinsic evil, such as abortion or racism, if the voter’s intent is to support that
position. In such cases a Catholic would be guilty of formal cooperation in a
grave evil.'”

The nuanced question, then, is whether a Catholic voter may vote for a pro-
abortion politician because of the politician’s stance on other important issues.
The principle of cooperation permits this. The US bishops explain that Catholic
voters may evaluate the issue of abortion within a broader political landscape.

A candidate’s position on a single issue is not sufficient to guarantee a voter’s
support. Yet a candidate’s position on a single issue that involves an intrinsic
evil, such as support for legal abortion . . . may legitimately lead a voter to
disqualify a candidate from receiving support.'®

There is a subtle point being made here by the Bishops. A single issue dealing
with a perceived harm like abortion “may legitimately lead a voter” to withdraw
support. The single issue “may” but does not necessarily require a voter to with-
draw support insofar as other issues can legitimately be considered in voting. That
is, the process of cooperation can justify voting for a pro-abortion politician based
on other relevant issues.

This point was made by Cardinal Joseph Ratzinger as Prefect of the Congregation
of the Doctrine of the Faith (who later became Pope Benedict XVI) when he applied
the principle of material cooperation. Cardinal Ratzinger explained that the justi-
fication of a vote like this would be an example of the process of cooperation. He
explained: “A Catholic would be guilty of formal cooperation in evil . . . if he were
to deliberately vote for a candidate precisely because of the candidate’s permis-
sive stand on abortion and/or euthanasia.” On the other hand, he clarified: “When a
Catholic does not share a candidate’s stand in favor of abortion and/or euthanasia,
but votes for that candidate for other reasons, it is considered remote material coop-
eration, which can be permitted in the presence of proportionate reasons.”"

This analogy can clarify for boards how the process of cooperation functions
when they are engaged with conflicted collaborative arrangements. On the one
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hand, a Catholic “voter’s intent” may not support a candidate’s stance on a pro-
hibited action like abortion. Likewise, board members in a Catholic organization
may not plan collaborative arrangements if they do so to gain access to prohib-
ited services: that constitutes “formal cooperation in evil.” On the other hand,
it is permissible when a Catholic “votes for that candidate for other reasons”
(distinct from the perceived wrongdoing like abortion). Similarly, in conflicted
collaborative arrangements, board members may enact provisions that focus on
“other reasons” in the collaboration that are distinct from the perceived wrongdo-
ing: that constitutes “material cooperation.” Briefly, the process of cooperation is
designed to maintain a fundamental distinction between legitimate and wrongful
complicity.

In sum, regarding conflicted collaborative arrangements the process compo-
nent of the ethics paradigm indicates board oversight of institutional negotiations
as a hallmark of governance ethics. By focusing on accountability in the ethics
paradigm, this hallmark denotes an associated moral imperative concerning board
oversight of the process of cooperation. Crucially, the process of cooperation
must avoid wrongful complicity with conflicting values.

Collaborative arrangements: practice-related governance
ethics hallmark

The concept of quality in the ethics paradigm (reflecting the leitmotif what we
do) emphasizes the importance of best practices for standards of conduct. This
focus requires boards to be attentive to organizational culture as the context for
implementing their responsibilities. The concept of quality highlights board over-
sight of conflicted collaborative arrangements as a hallmark of governance ethics
regarding this topic. In turn, this hallmark denotes an associated moral imperative
regarding board oversight of maintaining quality care services. These are dis-
cussed in the next section.

To understand board oversight of conflicted collaborative arrangements as a
hallmark of governance ethics, it is necessary to be attentive to the importance of
external duress upon the Catholic organization. There numerous types of collab-
orative arrangements. At the foundation of collaborative arrangements when there
are conflicting values between the institutions, the principle of cooperation cannot
be adopted unless there is clear external duress. The different types of duress can
range from financial stress to geographical distribution. In all cases, there must
be external duress to justify a Catholic organization collaborating with another
institution that does not follow Catholic teaching.

An example of the external duress that boards must endure is when Catholic
organizations need to deal with a government mandate. For example, in 2010
healthcare reform was signed into law by President Barack Obama, achieving a
goal of extending health insurance to most of the US population, many of whom
previously lacked health insurance. The Patient Protection and Affordable Care
Act was signed into law on March 23, 2010 by President Obama,?® along with
the Health Care and Education Reconciliation Act of 2010, signed on March 30,
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2010.2! Together these constituted the health care reform accomplishment of the
Democratic 111th Congress.?? This achievement of extending health care insur-
ance and access to tens of millions of citizens who previously had none was con-
sistent with Catholic teaching on social justice.??

The critical problem here deals with a government mandate regarding practices
that conflict with Catholic teaching. The mandate was from the Department of
Health and Human Services related to implementing the Affordable Care Act. The
mandate required institutions, including health care organizations, to provide their
employees with access to contraception services. However, for Catholic organiza-
tions, these services conflict with Catholic teaching.

The principle of cooperation can defuse the controversy by providing boards
in Catholic organizations a way to plan collaborative arrangements to address
this government mandate for contraception coverage. There are Catholic orga-
nizations that provide their employees with a health plan through an insurance
company. Also, there are Catholic organizations that are self-insured, though they
may use insurance companies to service their health plan and insurance claims. In
both situations, the principle of cooperation can justify practices that resolve the
problem related to the government’s contraception mandate.

The resolution using the principle of cooperation can be described in this way.
A Catholic organization informs a mandate-related authority that the organization
cannot provide contraception services. The mandate-related authority informs
the insurance company for the Catholic organization. Then the insurance com-
pany contacts the employees of the Catholic organization to provide contracep-
tion coverage separate from and not coordinated by the Catholic organization.
This slightly convoluted arrangement means that the government mandate is hon-
ored without the Catholic organization having to engage in contraception related
practices. This is an example of using the principle of cooperation in an effec-
tive manner. On the one hand, the Catholic organization remains at a distance,
not intending the perceived wrongdoing. There is no formal cooperation. The
organization simply informs the mandate-related authority of its stance against
contraception. On the other hand, the Catholic organization remains materially
connected insofar as contraception coverage is provided via the organization’s
insurance company. This is justified based on the principle of material coopera-
tion in light of the external duress of the government mandate.

Moral imperative: board oversight of maintaining quality care services

This type of clean-hands arrangement between a Catholic organization and
its insurance company underscores the importance of board oversight of con-
flicted collaborative arrangements. Board oversight of conflicted collaborative
arrangements is a hallmark of governance ethics. This hallmark denotes an
associated moral imperative regarding board oversight of maintaining quality
care services.

When boards in health care become involved in conflicted collaborative
arrangements, the measures that they pursue are designed to focus on maintaining
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quality care services. The rationale for dealing with other organizations that do not
comport with Catholic teaching is to extend services that maintain and enhance
the quality services already provided. The purpose of the principle of cooperation
is to retain this focus while creating distance from prohibited services in the other
institution.

It is important to note the various aspects of maintaining quality care services
that are mentioned by the US bishops. The Directives acknowledge the contri-
bution of collaborative arrangements between Catholic organizations and other
institutions in health care. This contribution includes many issues: to further the
mission of caring for the suffering and sick; to influence the healing profession; to
provide a continuum of health care; to present a model of responsible stewardship
of limited resources; to provide more equitable access to basic care; to enhance
the quality of care; to continue a Catholic institution or the presence of a health
care facility in a given area.?*

Furthermore, the Directives emphasize that in using the principle of coopera-
tion, leaders of health care organizations must ensure they protect the mission of
health care (that is, maintaining quality care services):

Even when there are good reasons for establishing collaborative arrange-
ments that involve material cooperation with wrongdoing, leaders of Catho-
lic healthcare institutions must assess whether becoming associated with the
wrongdoing of a collaborator will risk undermining their institution’s ability
to fulfill its mission of providing health care.?

In sum, the practice component of the ethics paradigm highlights board oversight
of conflicted collaborative arrangements as a hallmark of governance ethics. By
focusing on quality in the ethics paradigm (dealing with what the board does),
this hallmark denotes an associated moral imperative regarding board oversight
of maintaining quality care services. It is crucial to maintain these services for
quality in patient care when there are conflicting circumstances.

Conclusion

The chapter has identified hallmarks of governance ethics with associated moral
imperatives regarding conflicted collaborative arrangements. The contribution of
the ethics paradigm can be summarized in this manner.

First, in the context of the challenging health care environment, the foundation
component of the ethics paradigm focuses on stewardship to enhance an organiza-
tion’s mission in health care as crucial for effective governance. This component
deals with the identity of an organization, reflecting the leitmotif who we are,
thereby identifying board oversight of organizational reputation as a hallmark of
governance ethics in conflicted collaborative arrangements. In turn, this hallmark
denotes an associated moral imperative concerning board oversight of organiza-
tional flexibility. Boards need this maneuvering room in conflicted collaborative
arrangements involving conflicting mission or values.
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Second, in the context of organizational oversight in health care, the process com-
ponent of the ethics paradigm is to focus upon decision-making to foster partici-
pative deliberation in organizations. This component addresses the accountability
of the organization, reflecting the leitmotif how we function, thereby identifying
board oversight of institutional negotiations as a hallmark of governance ethics.
In turn, this hallmark denotes an associated moral imperative concerning board
oversight of the process of cooperation. The process of cooperation must avoid
wrongful complicity with conflicting values.

Third, in the context of organizational culture in health care, the practice
component of the ethics paradigm is to focus on best practices to develop stan-
dards of conduct. This component engages quality in an organization, reflecting
the leitmotif what we do, thereby identifying board oversight of collaborative
arrangements as a hallmark of governance ethics. In turn, this hallmark denotes
associated moral imperatives concerning board oversight of maintaining quality
care services. It is crucial to maintain these services for good quality patient care
when there are conflicting circumstances.

The ethics paradigm clarifies an over-arching problem for boards of directors
in health care when faced with conflicted collaborative arrangements: how to dis-
tinguish wrongful complicity and legitimate cooperation with other organizations
when conflicting values are involved. The ethical principle of cooperation can
resolve these complex dilemmas. The principle of cooperation enables boards of
directors to robustly engage complex value dilemmas that arise and to astutely
find solutions that foster their organizational mission, decision-making processes,
and professional practices (reflecting the concepts of identity, accountability, and
quality in the ethics paradigm). By upholding organizational integrity, especially
in such difficult circumstances, boards can foster virtue in their organizations, as
discussed in the next chapter.
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10 Governance and virtuous
organizations

The discussion in this book is designed to provide guidance regarding governance
ethics in healthcare organizations. The content is both theoretical and applied.
The goal is to foster greater board oversight, focusing on the need for continuous
evaluation and evidence-based improvements. The theoretical chapters (chap-
ters 1-3) explain the ethics paradigm designed for this book (Table 1.1). The
ethics paradigm presents a framework to guide discourse by providing a struc-
ture that coalesces relevant data to interpret specific issues. The core structure
of the ethics paradigm revolves around basic features of ethics: who we are, how
we function, what we do. These features form a leitmotif throughout the study.
These basic features generate the three components of the ethics paradigm. Each
component is related to specific governance contexts. The foundation component
(reflecting the leitmotif who we are) operates within the context of engaging the
healthcare environment. The process component (reflecting the leitmotif zow we
function) operates within the context of undertaking organizational oversight. The
practice component (reflecting the leitmotif what we do) operates within the con-
text of fostering organizational culture.

The theoretical perspective presents the ethics paradigm as being in alignment
with clinical ethics, organizational ethics, and professional ethics. The purpose of
engaging the ethics paradigm with these established fields is to apply it to gov-
ernance ethics as an emerging field in healthcare. The subsequent applied chap-
ters begin with a discussion of the governance structure of boards, followed by
board oversight of community-related issues (community benefit and community
health) and patient-related issues (patient care quality and patient safety). These
topics are pivotal for governance ethics because they have contributed in no small
measure to undermining public confidence in healthcare organizations. In turn,
these topics lead to an over-arching ethical problem for healthcare governance
that deals with conflicted collaborative arrangements: how to distinguish wrong-
ful complicity from legitimate cooperation with activities in other organizations.

In these applied chapters, the concepts of the ethics paradigm organize core
features of effective governance from landmark reports and the scholarly litera-
ture. That is, the concepts of identity, accountability, and quality provide a frame-
work for the applied analysis, representing the foundation, process, and practice
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Table 1.1 Ethics paradigm

Components Foundation component  Process component Practice component

Context Environment of Organizational Organizational
healthcare oversight culture
Leadership Identity: who we are Accountability: how  Quality: what we do
we function
Outcomes Organizational Decision-making Best practices for
stewardship of mission via participative standards of
deliberation conduct

components of the ethics paradigm. The purpose of the applied analysis is to
highlight hallmarks of governance ethics that denote associated moral impera-
tives. Because the hallmarks represent necessary moral attributes of governance
ethics, they entail an obligation to be adopted by boards. In turn, the associated
moral imperatives represent necessary endeavors to foster the hallmarks under
consideration.

In this concluding chapter, it can be instructive to consider how governance
ethics can foster virtuous organizations in healthcare. To grasp how organizations
can be virtuous, it can be helpful to turn to discourse on virtue ethics. Basically,
virtue ethics focuses on developing the moral character of individuals in terms
of practical wisdom generating laudable actions that foster happiness.! Discus-
sions about the theory and practice of virtue have a rich history,? especially cel-
ebrating respect for human nature.’ This history typically focuses on vision rather
than duty to foster moral education and to nurture positive character traits.* It
is important to note that virtues, reasons and obligations are closely connected,
highlighting the link between character, moral agency, and moral roles.® Virtues
have become critical in understanding how to foster leadership in an organiza-
tion, working effectively with others in the dynamics of a team-oriented group
environment.® Ethics, and especially the virtue of prudence, are at the heart of
effective leadership,” and virtue discourse provides a critical guide in defining
moments.® Also, virtue ethics fostering character is crucial for leadership in orga-
nizational culture regarding both professional practice and policy development.’
For example, humility is seen by many as a foundational virtue for successful
decision-making in corporations.'® Moreover, the virtue of prudence is crucial
for decision making in healthcare and for the formation of health professionals.!!
Considerations about virtue ethics include social ethics,'? business ethics,'? and
corporate governance,'# each contribution different ways to foster a sense of vir-
tuous organizations.'> Referring to an organization as being virtuous denotes its
institutional integrity.'®

Organizations can be considered to be virtuous when they foster institutional
integrity by applying the ethics paradigm. That is, the concept of individuals
being virtuous can be transferred analogously to organizations being virtuous.
The pathway for an individual to be virtuous connects moral character, practical
wisdom, and laudable actions, as mentioned earlier. Similarly, the ethics paradigm
can enable an organization to become virtuous in this manner: by connecting the
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focus on moral character with the concept of identity; by connecting the focus on
practical wisdom as a decision making process with the concept of accountability;,
and by connecting the focus on laudable actions with the concept of quality.

The foundation component of the ethics paradigm helps to address a perva-
sive concern in healthcare organizations that was mentioned at the outset of the
book, the destructive tension between margin and mission. The ethics paradigm
emphasizes that stewardship of an organization requires enhancing its mission
as a function of its identity, highlighting the moral character of the organization
(thereby reflecting the leitmotif who we are). Governance ethics requires that
margin should be calibrated in connection with the mission of the organization.
Here, a virtuous organization will enable its mission to flourish in the context of
the challenging environment of healthcare.

The process component of the ethics paradigm helps to address another per-
vasive concern in healthcare that was mentioned at the outset of the book, dis-
trust of healthcare organizations, both public and private. The ethics paradigm
emphasizes that decision-making in an organization requires enhancing partici-
pative deliberation as a function of its accountability, highlighting the practical
wisdom of the organization (thereby reflecting the leitmotif how we function).
Governance ethics requires that organizational success should be calibrated in
connection with enhancing public trust in healthcare organizations. Here, a virtu-
ous organization will encourage participative decision-making to cultivate public
confidence in the context of its organizational oversight.

The practice component of the ethics paradigm helps to address an increasingly
recurring concern in healthcare organizations, collaborative arrangements where
values of the organization must be protected to uphold institutional integrity. The
ethics paradigm emphasizes best practices to guide standards of conduct as a
function of quality, highlighting the laudable actions of the organization (thereby
reflecting the leitmotif what we do). Governance ethics requires that collaborative
arrangements, especially when conflicted, respect the values of the organization.
Here, a virtuous organization will implement standards of conduct to foster a
healthy organizational culture.

These three components of the ethics paradigm clarify how an organization can
be virtuous at a general level, by fostering mission, by cultivating public trust,
and by pursuing collaborative arrangements with integrity. At a more practical
level, organizations can be deemed to be virtuous by respecting the hallmarks
and moral imperatives of governance ethics presented in the applied chapters. A
summary of the pivotal topics in the applied chapters can provide a specific path-
way for organizations to be virtuous. That is, by engaging these hallmarks and
moral imperatives, boards can develop their healthcare institutions to be virtuous
organizations.

In the applied chapters, the discussion begins by considering board structure
as a pivotal topic for governance ethics. The analysis applies the foundation, pro-
cess, and practice components of the ethics paradigm, as follows. The founda-
tion component focusing on identity highlights two hallmarks with accompanying
moral imperatives. Oversight of board competence is a hallmark of governance
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ethics with an associated moral imperative regarding oversight of term limits and
board composition. Also, oversight of the board role is a hallmark of governance
ethics with an associated moral imperative regarding oversight of defined respon-
sibilities and board effectiveness. Furthermore, the process component focusing
on accountability highlights two hallmarks with accompanying moral impera-
tives. Oversight of board evaluation is a hallmark of governance ethics with an
associated moral imperative regarding oversight of fair evaluation processes.
Also, oversight of succession planning is a hallmark of governance ethics with an
associated moral imperative regarding oversight of system planning and continu-
ous updating. Finally, the practice component focusing on quality highlights
two hallmarks with accompanying moral imperatives. Oversight of leadership
collaboration is a hallmark of governance ethics with an associated moral impera-
tive regarding oversight of working relationships. Also, oversight of system-wide
strategy is a hallmark of governance ethics with an associated moral imperative
regarding oversight of transformational change and strategic planning.

The discussion continues in the applied chapters by considering board oversight
of community benefit as a pivotal topic for governance ethics. Regarding the founda-
tion component focusing on identity, oversight of board engagement is a hallmark
of governance ethics. There is an associated moral imperative regarding oversight
of the standing committee structure. Regarding the process component focusing on
accountability, oversight of effective communication is a hallmark of governance
ethics. There is an associated moral imperative regarding oversight of community
needs assessment. Regarding the practice component focusing on quality, over-
sight of organizational performance is a hallmark of governance ethics. There is
an associated moral imperative regarding oversight of continuous improvement.

Subsequently, when dealing with community issues, the discussion continues
by considering board oversight of community health as a pivotal topic for gov-
ernance ethics. Each of the three components of the ethics paradigm highlights a
hallmark with an accompanying moral imperative. Regarding the foundation com-
ponent focusing on identity, oversight of partnership engagement is a hallmark of
governance ethics. There is an associated moral imperative regarding oversight of
the mission and structure of community health partnerships. Regarding the pro-
cess component focusing on accountability, oversight of partnership consensus is
a hallmark of governance ethics. There is an associated moral imperative regard-
ing oversight of collaboration with community health partnerships. Regarding the
practice component focusing on quality, oversight of partnership performance is a
hallmark of governance ethics. There is an associated moral imperative regarding
oversight of performance improvement in community health partnerships.

After considering two community-related issues (community benefit and com-
munity health), the applied chapters then focus on patient-related issues (patient
care quality and patient safety). The discussion begins by considering board over-
sight of patient care quality as a pivotal topic for governance ethics. Regarding the
foundation component focusing on identity, oversight of board transparency is a
hallmark of governance ethics. There is an associated moral imperative regarding
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oversight of the development of trust to support patient care quality. This sup-
port includes the assessment and continuous improvement of patient care qual-
ity. Regarding the process component focusing on accountability, oversight of
board responsiveness is a hallmark of governance ethics. There is an associated
moral imperative regarding oversight of factors contributing to support patient
care quality. Regarding the practice component focusing on guality, oversight
of board mechanisms for patient care quality is a hallmark of governance ethics.
There is an associated moral imperative regarding oversight of the social contract
for patient care quality.

In the next applied chapter on patient-related issues, the discussion continues
by considering board oversight of patient safety as a pivotal topic for governance
ethics. Regarding the foundation component focusing on identity, oversight of
error prevention is a hallmark of governance ethics. There is an associated moral
imperative regarding oversight of a systems approach for patient safety. Regard-
ing the process component focusing on accountability, oversight of deliberative
processes for patient safety is a hallmark of governance ethics. There is an associ-
ated moral imperative regarding oversight of proactive deliberations for patient
safety. Regarding the practice component focusing on quality, oversight of practi-
cal mechanisms for patient safety is a hallmark of governance ethics. There is an
associated moral imperative regarding oversight of a patient safety culture.

Having discussed community-related issues and patient-related issues regard-
ing governance ethics, the applied chapters finish by considering board oversight
of conflicted collaborative arrangements as a pivotal topic for governance eth-
ics. Regarding the foundation component focusing on identity, oversight of orga-
nizational reputation is a hallmark of governance ethics. There is an associated
moral imperative regarding oversight of organizational flexibility. Regarding the
process component focusing on accountability, oversight of institutional negotia-
tions is a hallmark of governance ethics. There is an associated moral imperative
regarding oversight of the process of cooperation. Regarding the practice compo-
nent focusing on quality, oversight of collaborative arrangements is a hallmark of
governance ethics. There is an associated moral imperative regarding oversight of
maintaining quality care services.

In sum, this concluding chapter explains that organizations can be deemed to be
virtuous when they foster institutional integrity by applying the ethics paradigm.
At a general level, the three components of the ethics paradigm clarify how an
organization can be virtuous, by fostering mission, by cultivating public trust, and
by pursuing collaborative arrangements with integrity. At a more practical level,
by engaging the ethics paradigm in the applied chapters, boards can develop their
healthcare institutions as virtuous organizations when they respect the hallmarks
and moral imperatives of governance ethics.

This approach to governance ethics in healthcare organizations provides a practi-
cal guide for boards of directors in a manner that will enable patients and commu-
nities to respect their clinicians, their healthcare institutions, and the underlying
fairness of the healthcare system.
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governance ethics hallmark 47, 54,
57-58, 62, 164; moral imperative,
system planning and continuous
updating 47, 54, 57-58, 164
system planning and continuous updating
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