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T
he core mission of a hospital  
is to provide quality care to its 
patients. Quality care, howev-
er, is not always easy either to  

measure. Hospital boards have tradi-
tionally relied upon medical staff and 
administration to provide the informa-
tion necessary for the board to exercise 
its oversight.

This is logical, given that board 
members are often community rep-
resentatives who may know little 
about health care delivery. Despite 
this reality, change may be on the ho-
rizon. Recent developments suggest  
that hospital boards may increasingly 
be asked to play a greater role in the 
oversight of quality.

Over the past few years, the govern-
ment has brought several cases against 
hospitals and individual managers ei-
ther for failures of quality of care or for 
not adequately monitoring the quality 
or necessity of the care provided. Indi-
vidual board members have not been 
held liable in these cases but the rheto-
ric of the enforcement authorities sug-
gests that the government may be look-
ing for the right case.

The Medicaid Inspector General for 
New York recently released a work 
plan indicating that if a board of direc-
tors knows, or should know, that its or-
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ganization is deliv-
ering substandard 
care and fails to 
act, then the institu-
tion may be liable 
for “quality of care 
fraud” and its board 
members, individu-
ally, may be liable 
for breaching their 
fiduciary duties.

The rise of pay-for-performance pro-
grams and financial implications of so-
called “never events” are two examples 
of quality metrics being used to deter-
mine hospital reimbursement.

“Never events” are mistakes that 
should never happen, such as operat-
ing on the wrong body part or leaving 
a foreign object inside a patient during 
surgery. The federal government and 
many private payors no longer pay hos-
pitals for the services associated with 
never events.

Pay-for-performance programs are 
premised on the principle that those 
providers who deliver better care 
should be paid more and those whose 
outcomes are not up to standard should 
be penalized. The government has 
started implementing selected pay-for-
performance measures and the health 
care reform legislation pending in Con-
gress would expand the application of 
these concepts.

So where does all this leave the  
hospital board? Current demands for 
improved quality of care by federal 
and state governments, consumers,  
insurance underwriters, payors and 
other constituents will lead to increased  
regulatory scrutiny and changes in re-
imbursement based on quality metrics.

Hospital boards should consider 
whether any of the following measures 
might be useful:

— Development of quality of care  
protocols and implementation of mech-
anisms for evaluating compliance with 
the protocols;

— Assessment of the processes for  
credentialing and privileging of provid-
ers in the institution to determine their  
efficacy;

— Development of accurate qual-
ity and safety information reports in 
a dashboard or other understandable  
format.

The role of the hospital board and the  
responsibility of individual directors  
will not change overnight. Industry  
trends suggest, however, that boards 
should be moving toward playing a 
more active role.
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We’ve been down 
this road before.
Everyone has questions about the future. But at Propel 
Insurance, we’ve been in the answer business for more than 
80 years. As the Northwest’s #1 independent insurance agency, 
we’ve helped thousands of forward-thinking companies and 
individuals navigate through uncertainty with an in-depth 
understanding of their goals, and customized coverage to fit 
their unique needs. Want your own roadmap to success? 
Call Propel, and let’s get there together.

T he core mission of a hospital 
is to provide quality care to its 
patients. Quality care, however, 
is not always easy either to mea-

sure. Hospital boards have traditionally 
relied upon medical staff and administra-
tion to provide the information necessary 
for the board to exercise its oversight.

This is logical, given that board mem-
bers are often community representa-
tives who may know little about health 
care delivery. Despite this reality, change 
may be on the horizon. Recent develop-
ments suggest that hospital boards may 
increasingly be asked to play a greater 
role in the oversight of quality.

Over the past few years, the govern-
ment has brought several cases against 
hospitals and individual managers either 
for failures of quality of care or for not ad-
equately monitoring the quality or neces-
sity of the care provided. Individual board 
members have not been held liable in 
these cases but the rhetoric of the enforce-
ment authorities suggests that the govern-
ment may be looking for the right case. 

The Medicaid Inspector General for 
New York recently released a work plan 
indicating that if a board of directors 
knows, or should know, that its organiza-
tion is delivering substandard care and 
fails to act, then the institution may be 
liable for “quality of care fraud” and its 
board members, individually, may be li-
able for breaching their fiduciary duties.

The rise of pay-for-performance pro-
grams and financial implications of so-
called “never events” are two examples of 
quality metrics being used to determine 
hospital reimbursement.

“Never events” are mistakes that 
should never happen, such as operat-
ing on the wrong body part or leaving a 
foreign object inside a patient during sur-
gery. The federal government and many 
private payors no longer pay hospitals 
for the services associated with never 
events.

Pay-for-perfor-
mance programs 
are premised on 
the principle that 
those providers who 
deliver better care 
should be paid more 
and those whose out-
comes are not up to 
standard should be 
penalized. The gov-
ernment has started 
implementing se-

lected pay-for-performance measures and 
the health care reform legislation pending 
in Congress would expand the application 
of these concepts. 

So where does all this leave the hospi-
tal board? Current demands for improved 
quality of care by federal and state gov-
ernments, consumers, insurance under-
writers, payors and other constituents 
will lead to increased regulatory scrutiny 
and changes in reimbursement based on 
quality metrics.

Hospital boards should consider wheth-
er any of the following measures might be 
useful:

— Development of quality of care pro-
tocols and implementation of mechanisms 
for evaluating compliance with the proto-
cols;

— Assessment of the processes for cre-
dentialing and privileging of providers in 
the institution to determine their efficacy; 

— Development of accurate quality and 
safety information reports in a dashboard 
or other understandable format.

The role of the hospital board and the 
responsibility of individual directors will 
not change overnight. Industry trends 
suggest, however, that boards should be 
moving toward playing a more active role.
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T he coming retirement of the 
baby boom generation has a lot 
of people talking about senior 
housing. Providers are search-

ing for new models to appeal to notori-
ously fickle boomers. One idea gaining 
traction is the return of senior housing 
to the urban core.

We have long envisioned retirement 
communities as quiet, restful places 
surrounded by nature. The aspiration 
to provide these natural settings is well 
founded. Humans have a natural affin-
ity for other living things, referred to as 
biophilia, and there is ample research 
to support the benefits derived from 
interacting with nature. The physical 
activity of being outside, walking, bend-
ing and working in gardens has obvious 
benefits, as well.

Unfortunately, the sprawling grounds 
of many retirement communities come 
at the cost of isolation. Since they are 
located far from people’s family, friends 
or cultural centers, the facilities become 
islands unto themselves. Many seniors 
reject the idea of being sent away.

Remaining in the city is an appealing 
option. Can we provide the benefits of 

nature for those 
seniors who choose 
to live in an urban 
environment? 
Building design-
ers can emphasize 
views, landscaping 
and open space in 
urban projects, but 
this is generally not 
enough.

One answer is to 
create partnerships 

between senior housing providers and 
urban landholders such as parks depart-
ments, universities and other public 
entities who manage open space in our 
cities.

Locating senior housing in or directly 
adjacent to urban parks is a winning 
proposition. Seniors get access to 
natural settings, walking paths and an 
opportunity to engage with the com-
munity. In return, the community gets 
activation of the public space and 24/7 
presence to reduce crime.
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