
The Governance Institute®

The essential resource for governance knowledge and solutions®

9685 Via Excelencia • Suite 100 • San Diego, CA 92126
Toll Free (877) 712-8778 • Fax (858) 909-0813

GovernanceInstitute.com

A Special Commentary by
larry s. gage, partner, health care group, ropes & gray, llp;  

president and founder, national association of public hospitals and health systems

• and •

james a. rice, ph.d., fache, vice chairman, the governance institute;  
executive vice president, governance and physician leadership, integrated healthcare strategies

 r

Strengthening Public  
Hospital Governance

from 
Dynamic Governance 

an analysis of board structure and practices in a shifting industry

The Governance Institute’s 2011 Biennial Survey  

of Hospitals and Healthcare Systems 





III2011 Biennial Survey of Hospitals and Healthcare Systems

We extend deep appreciation to Governance Institute 
Vice Chairman Jim Rice; our governance advisors Edward 
Kazemek, Pamela Knecht, Don Seymour, and Roger Witalis; 
faculty members Kenneth Kaufman and David Nash; and 
Larry Gage for their commitment to this survey. They con-
tributed a significant amount of their time to reviewing the 

results and offering commentary on key areas for improvement.

Edward A. Kazemek is chairman and CEO of ACCORD LIMITED, 
a Chicago-based firm specializing in healthcare governance, 
strategy, and management. Mr. Kazemek has more than 30 
years of experience as a management consultant serving a 
variety of industries, with an intense concentration on not-for-
profit healthcare. His practice is focused on assisting boards 
and senior executives in the areas of governance assessment/
restructuring, board development, strategic planning, merger 
facilitation, and building sustainable hospital–physician rela-
tionships. He has served as one of The Governance Institute’s 
advisors since 1996. He can be reached at (312) 988-7000 or 
ekazemek@accordlimited.com.

t
Pamela R. Knecht, president of ACCORD LIMITED, has provided 
consulting services to a wide range of industries and organiza-
tions over her 29-year career. During the last 15 years, she has 
focused on assisting the boards and CEOs of not-for-profit hospi-
tals, health systems, and associations across the country with 
governance assessment, restructuring, and development; stra-
tegic planning; organizational diagnosis and change manage-
ment; team effectiveness; physician alignment; and merger/
affiliation facilitation. Ms. Knecht is a frequent speaker and 
facilitator at board retreats and local, regional, and national 
healthcare conferences. She can be reached at (312) 988-7000 
or pknecht@accordlimited.com.

James A. Rice, Ph.D., FACHE, is vice chairman of The Governance 
Institute and executive vice president of Governance and 
Physician Leadership at Integrated Healthcare Strategies, a 
leading provider of incentive compensation information and 
arrangements for hospital systems and medical groups. Dr. Rice 
focuses on strategic governance, business planning and visioning 
charrettes for health sector and not-for-profit organizations, stra-
tegic capital financial planning, mergers and acquisitions, enter-
prise risk management analyses for physician–hospital joint 
ventures, strengthening board–CEO relations, refining board–
physician relations, managing philanthropy trends and best 
practices, leading governance model and infrastructure redesign, 
and harnessing the Internet for enhanced board work. He can 
be reached at (858) 909-0811, or jrice@GovernanceInstitute.com.

t
Don Seymour, president of Don Seymour & Associates, has been 
working as an advisor to hospital boards, CEOs, and medical 
staff leaders since 1979. In addition to strategic planning, he 
has experience with a broad base of board and medical staff 
issues. He has worked with hospitals and healthcare systems 
throughout the United States. A frequent presenter on senior 
leadership topics, Mr. Seymour has made presentations to the 
American Hospital Association (AHA), Fortune 100 companies, 
and other national, state, and regional groups. He has served as 
faculty for The Governance Institute and the American College 
of Healthcare Executives seminars on eHealth strategy, service 
line planning, and strategic repositioning. He was named as 
one of The Governance Institute’s advisors in 2008. He can be 
reached at (617) 462-4313 or don@donseymourassociates.com.

Acknowledgments



IV Dynamic Governance: An Analysis of Board Structure and Practices in a Shifting Industry

The Governance Institute thanks Premier Partners HBE Corporation and Kaufman, Hall & 
Associates, Inc. for their continuing support of excellence in healthcare governance.

Roger W. Witalis, FACHE, is president of WITALIS & Company, 
Inc., a governance and management consulting firm serving 
tax-exempt hospitals and health systems throughout the United 
States. He is a founding member of The Governance Institute’s 
advisors. His expertise includes assisting clients in evaluating 
and improving their governance and management structures, 
practices, and performance; board self-evaluation survey review 
and improvement sessions; individual board member perfor-
mance evaluations; board education presentations; compre-
hensive governance assessments and restructurings; and gover-
nance designs for mergers and affiliations. He can be reached 
at (925) 330-8047 or roger@witalis.com.

t
Kenneth Kaufman, chief executive officer of Kaufman, Hall & 
Associates, Inc., is recognized as a leading industry authority 
in virtually all areas of financial and capital advisory services. 
He provides strategic counsel and guidance to healthcare 
organizations throughout the country in the areas of finan-
cial and capital planning, financial advisory services, and 
mergers and acquisitions. Mr. Kaufman has presented more 
than 300 programs to audiences throughout the U.S., including 
seminars sponsored by the American College of Healthcare 
Executives (ACHE), American Hospital Association (AHA), 
Healthcare Financial Management Association (HFMA), and 
The Governance Institute. He can be reached at (847) 441-8780 
or kkaufman@kaufmanhall.com.

David B. Nash, M.D., M.B.A., FACP, is the founding dean of the 
Jefferson School of Population Health on the campus of Thomas 
Jefferson University in Philadelphia, Pennsylvania. Dr. Nash is also 
the Dr. Raymond C. and Doris N. Grandon Professor of Health 
Policy, and this endowed professorship is one of a handful of such 
chairs in the nation. A board certified internist, Dr. Nash is inter-
nationally recognized for his work in outcomes management, 
medical staff development, and quality-of-care improvement. 
He founded the original Office of Health Policy in 1990; thirteen 
years later, the office evolved into one of the first departments of 
health policy in an American medical college. In 2008, the board 
of Jefferson University approved the creation of the new school, 
whose goal is to produce a new type of healthcare leader for 
the future. He can be reached at (215) 955-6969 or david.nash@
jefferson.edu.

t
Larry S. Gage is a partner in Ropes & Gray’s Health Care Group 
and president and founder of the National Association of Public 
Hospitals and Health Systems (NAPH). He has carved out a 
unique role in both public sector and non-profit health law 
and policy. Mr. Gage is a prolific writer and lectures on topics 
including hospital governance and legal structure, healthcare 
for the uninsured, Medicaid policy, medical school affiliation 
agreements, managed care, and international health. He has 
conducted numerous corporate and strategic planning studies, 
as well as operational assessments and restructuring analyses. 
He also served as deputy assistant secretary for health legislation 
in the federal Department of Health and Human Services and 
as staff counsel to the U.S. Senate Labor and Human Resources 
Committee. He can be reached at (202) 508-4761 or larry.gage@
ropesgray.com.

Acknowledgments (continued)

j  A Special Thanks to Our Sponsors i



r

V2011 Biennial Survey of Hospitals and Healthcare Systems

j  About the Author i

Kathryn C. Peisert is managing editor of The Governance Institute. She has been in 
healthcare governance for eight years, and is responsible for all of The Governance 
Institute’s publications in print and online, DVD/video programs, Webinars, and 
e-learning courses. Previously she served as permissions and copyright editor for 
Roxbury Publishing Company, now a division of Oxford University Press. She has a 
bachelor’s degree in communications from UCLA and a master’s degree from Boston 
University.

Ms. Peisert would like to acknowledge Emily Olinger, director of Member Services 
and Research at The Governance Institute, who conducted the data analysis for 
this year’s report. In her role, Ms. Olinger focuses on how the organization services, 
builds relationships, and delivers solutions that support members’ efforts to lead and 
govern their organizations. She received her bachelor’s degree from the University of 
Nebraska–Lincoln with a focus on psychology and mathematics/statistics.

T he Governance Institute’s member editorial board provides 
expertise and opinion to our research and publications. We consider 
this a “working editorial board,” and members are asked to comment 
on our annual education and research agendas, provide input on spe-
cific research questions and member surveys, offer commentaries for 
publications, and selectively review draft white papers.

The composition of the member editorial board reflects Governance Institute member-
ship overall: hospitals and health systems, varying sizes of organizations, private and 
public boards, children’s hospitals, academic medical centers, secular and religious 
affiliation/sponsorship, geographic representation, physician CEOs, outstanding 
reputation, and a passion about governance.

	 Richard Afable, M.D., M.P.H.	 President & CEO, Hoag Memorial Hospital Presbyterian, Newport Beach, California
	 Joel T. Allison, FACHE	 President & CEO, Baylor Health Care System, Dallas, Texas
	 Linda Brady, M.D.	 President & CEO,	 Kingsbrook Jewish Medical Center, Brooklyn, New York
	 Sue G. Brody	 President & CEO, Bayfront Health System, Saint Petersburg, Florida
	 Vincent G. Capece, Jr.	 President & CEO, Middlesex Hospital, Middletown, Connecticut
	 James A. Diegel, FACHE	 President & CEO, St. Charles Health System, Bend, Oregon
	 Norman Gruber	 President & CEO, Salem Hospital, Salem, Oregon
	 M. Michelle Hood, FACHE	 President & CEO, Eastern Maine Healthcare Systems, Brewer, Maine
	 Gary Meyer	 President & CEO, Schneck Medical Center, Seymour, Indiana
	 Kevin J. Miller, FACHE	 Chief Executive Officer, Promise Regional Medical Center-Hutchinson, Hutchinson, Kansas
	 Cynthia Moore-Hardy	 President & CEO, Lake Hospital System, Painesville, Ohio
	 Eric P. Norwood, FACHE	 President & CEO, DeKalb Medical, Decatur, Georgia
	 Thomas Sadvary, FACHE	 President & CEO, Scottsdale Healthcare, Scottsdale, Arizona
	 Larry S. Sanders, FACHE	 Chairman & CEO, Columbus Regional Healthcare System, Columbus, Georgia
	 Todd Sorensen, M.D., M.S.	 President & CEO, Regional West Medical Center, Scottsbluff, Nebraska
	 Rulon F. Stacey, Ph.D., FACHE	 President & CEO, Poudre Valley Health System, Fort Collins, Colorado
	 Laureen K. Tanner, R.N., M.S.N., FACHE	 President & CEO, Ranken Jordan, A Pediatric Specialty Hospital, Maryland Heights, Missouri
	 Joseph Trunfio, Ph.D.	 President & CEO, Atlantic Health System, Morristown, New Jersey
	 Chris D. Van Gorder, FACHE	 President & CEO, Scripps Health, San Diego, California
	 Dennis Vonderfecht, FACHE	 President & CEO, Mountain States Health Alliance, Johnson City, Tennessee

The Governance Institute Member Editorial Board 



VI Dynamic Governance: An Analysis of Board Structure and Practices in a Shifting Industry

The Governance Institute is a division of 
National Research Corporation. Leading 
in the field of healthcare governance since 

1986, The Governance Institute provides education 
and information services to hospital and health 
system boards of directors across the country. For 
more information about our services, please call 
toll free at (877) 712-8778, or visit our Web site at 
GovernanceInstitute.com.

The Governance Institute endeavors to ensure 
the accuracy of the information it provides to its 
members. This publication contains data obtained 
from multiple sources, and The Governance 
Institute cannot guarantee the accuracy of 
the information or its analysis in all cases. The 
Governance Institute is not involved in repre-
sentation of clinical, legal, accounting, or other 

professional services. Its publications should not 
be construed as professional advice based on 
any specific set of facts or circumstances. Ideas 
or opinions expressed remain the responsibility 
of the named author(s). In regards to matters 
that involve clinical practice and direct patient 
treatment, members are advised to consult with 
their medical staffs and senior management, or 
other appropriate professionals, prior to imple-
menting any changes based on this publication. 
The Governance Institute is not responsible for any 
claims or losses that may arise from any errors or 
omissions in our publications, whether caused by 
The Governance Institute or its sources.

© 2011 The Governance Institute. Reproduction 
of this publication in whole or part is expressly 
forbidden without prior written consent.

	 Charles M. Ewell, Ph.D. 	 Founder

	 Jona Raasch	 Chief Executive Officer

	 Mike Wirth	 President

	 James A. Rice, Ph.D., FACHE 	 Vice Chairman

	 Cynthia Ballow	 Vice President, Operations 

	 Kathryn C. Peisert	 Managing Editor

	 Glenn Kramer 	 Creative Director

	 Kayla Cook 	 Assistant Editor

The Governance Institute®

The essential resource for governance knowledge and solutions®

9685 Via Excelencia • Suite 100 • San Diego, CA 92126
Toll Free (877) 712-8778 • Fax (858) 909-0813

GovernanceInstitute.com

The Governance Institute provides trusted, independent 
information and resources to board members, healthcare 

executives, and physician leaders in support of their 
efforts to lead and govern their organizations.

T he Governance Institute is a membership organization serving not-
for-profit hospital and health system boards of directors, executives, and 
physician leadership. Membership services are provided through research 
and publications, conferences, and advisory services. In addition to its mem-
bership services, The Governance Institute conducts research studies, tracks 
healthcare industry trends, and showcases governance practices of leading 

healthcare boards across the country.

Executive Summary



12011 Biennial Survey of Hospitals and Healthcare Systems

Since we last reported on governance struc-
ture and practices in 2009, the healthcare industry 
looks drastically different, due to the passage of 
the Patient Protection and Affordable Care Act in 
March 2010, an increase in hospital mergers and 
consolidations, and the nation’s continued struggle 

to recover from the Great Recession. The Affordable Care Act 
is in the earliest stages of implementation, with much of the 
potential benefits yet to be realized. However, the law’s future 
may be at stake as many states are refusing to participate in 
certain reform programs including insurance exchanges and 
loss ratios, not to mention the various lawsuits challenging the 
constitutionality of the individual mandate (and/or the law in 
its entirety). Adding to this uncertainty is the federal budget 
crisis and the delicate position of Medicare and Medicaid in 
Washington budget conversations.

These factors have created a time in history like no other, 
both for our country as well as for the directors who oversee 
the nation’s non-profit hospitals and health systems. Thus, our 
list of “recommended practices”—fundamental board activi-
ties necessary to fulfill the fiduciary responsibilities and ensure 
proper oversight of the charitable mission—continues to evolve 
in order to help boards frame their work more effectively and 
enhance their ability to respond to a dynamic marketplace. This 
year’s survey included new questions relating to both gover-
nance structure and practices, in an effort to reveal subtle shifts 
connected to how organizations may be beginning to respond 
to these unprecedented marketplace dynamics. 

t
Governance Structure 

Governance structure is an essential component of the 
effectiveness of a board. Without the proper structure, 
boards cannot easily or effectively perform the essen-

tial practices to fulfill their duties. Thus, the first portion of our 
survey focuses on how the board structures itself. Board size and 
composition, committees and committee meeting frequency, 
board meeting frequency, and allocation of board meeting time 
all are fundamentally related to overall board performance. And, 
significantly, the size and composition of the board overall, are 
important ingredients in accomplishing the board’s work. This 

year we added governance structure questions specific to the 
makeup of the quality committee (which is becoming an essen-
tial arm of the board), more specific information about who sits 
on the board, and the use of a board portal or other online tool 
for communication between board meetings.

Governance structure has remained relatively consistent over 
the past few surveys, with boards moving towards the optimal 
size and structure for their needs. A few differences this year 
are briefly summarized below. 

Board composition: Overall board size increased only slightly. 
Health system board size decreased slightly, while board size 
for all other organization types increased slightly. The most 
significant change is an increase in average physician represen-
tation on the board (employed physicians and “outside” physi-
cian representation increased across all organization types). 
However, most respondents indicated that there has been no 
change in physician representation on the board as a result of 
employing physicians. We asked this year about nurse repre-
sentation on the board; subsidiary hospitals have the highest 
average number of nurses on the board (0.51). 

Committees: The average number of committees increased 
significantly (7.6 vs. 5.1 in 2009); it is possible this is due to 
an increase in board activity in response to market changes. 
The percentage of organizations reporting audit and compli-
ance committees (separate) increased by 6 percentage points 
compared to 2009. With the exception of health systems, 
there has been a significant increase in the number of orga-
nizations with a community benefit committee; there is a 
higher percentage of investment committees this year. And 
the percentage of organizations with a quality committee has 
increased again. The makeup for the quality committee for 
most respondents is primarily non-physician board members, 
physicians (either board members or medical staff physicians), 
and nurses.

The executive committee has less authority than it did in 
2009. The percentage of respondents indicating that the execu-
tive committee has full authority to act on behalf of the board 
decreased from 51% to 45%. The percentage of respondents 
noting activities for which the executive committee is respon-
sible has decreased for each activity, with the exception of board 
member selection. And more respondents noted that all execu-
tive committee decisions must be ratified by the full board (28% 
vs. 23% in 2009). 

Executive Summary
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Board meeting time: Boards continue to devote about half 
of their meeting time to hearing reports from management and 
board committees (49%). Meeting time spent for board educa-
tion increased slightly from 15% to 16%; however, time spent 
discussing strategy and setting policy remained the same at 32% 
(well below recommendations from governance experts). This 
year’s analysis shows a positive correlation between the amount 
of meeting time spent on strategy and overall board performance 
(the more time spent on strategy, the higher the performance).

Board member compensation: This year marks the first 
significant increase in the overall percentage of organizations 
that compensate their board chair and other board members. 
Twelve percent (12%) of respondents said their board chair is 
compensated (up from 10% in 2009), and 15% said all or some 
other board members are compensated (up from 10% in 2009). 
For most respondents, the amount of compensation is less 
than $5,000.

Use of board portal or similar online tool: Fifty-four percent 
(54%) of respondents either use a board portal or are in the 
process of implementing a board portal or similar online tool 
for board members to access board materials and for board 
member communication. Forty-four percent (44%) said the 
most important benefit of using a board portal is the reduction 
of paper waste and duplication costs. 

t
Governance Practices

This year, we increased the number of recommended prac-
tices to 95. This list has slowly been growing from a 
list of 50 practices in 2003. Some practices have been 

updated; others were added—most notably practices related to 
compliance (duty of obedience) and new provisions within the 
Affordable Care Act. As the list of practices grows and becomes 
more complete, we are careful to maintain consistency over 
reporting years for the sake of comparison, while still having the 
ability to reflect market changes and new governance respon-
sibilities. Thus, the list includes both fundamental governance 
practices that are not likely to change, as well as leading-edge 
practices that reflect priorities for boards given the current 
environment. 

 This year’s results show that adoption of our list of recom-
mended practices is, for the most part, widespread. However, 
this is the first year that we do not see a significant increase 
in adoption of most practices compared to our last reporting 

year (2009), nor have we seen an increase in boards’ ratings of 
overall performance in most of the oversight areas covered in 
the survey. The leap in adoption and performance from years 
2007 to 2009 was significant, and in 2011 we see a slight leveling-
off, which could be related to two major factors: 1) trend lines 
often grow in a linear fashion for only so long before there is a 
natural stasis and, 2) it is possible that this year survey respon-
dents are expressing some degree of doubt or uncertainty as 
to how their organizations will be able to respond to the many 
changes soon to come. 

Health systems and subsidiary hospitals again show a stronger 
consistency of adoption compared to independent hospitals and 
government-sponsored hospitals. 

Financial oversight continues to be rated first in board perfor-
mance and the practices in this area are most widely adopted. 
The duties of care and loyalty also rated high in performance. 
Quality oversight performance was rated higher this year than 
in 2009 (the performance score itself remained the same, but 
its ranking compared with other oversight areas was slightly 
higher this year), although adoption of practices did not increase 
significantly. Board self-assessment/development and advocacy 
remain the two weakest areas in both performance and adop-
tion of practices. 

Thus, the survey data reveal opportunities for hospitals and 
health systems to enhance their performance in ways that 
support all other board responsibilities. Board self-assessment/
development activities include a regular performance assess-
ment of the board, which boards can use to develop an action 
plan for performance improvement, and ongoing education 
programs on industry trends and governance information that 
can be tailored to the board’s areas of weakness identified in 
the self-assessment. There has been increased attention in the 
industry on the importance of conducting individual board 
member assessments both to improve overall board perfor-
mance and also to provide data to assist in the board member 
reappointment process; this is not reflected in the adoption 
scores this year. More focus on board self-assessment and devel-
opment can help boards perform better in all areas, helping 
them to better anticipate obstacles to achieving board goals 
and identifying gaps in oversight responsibilities and practices. 

Advocacy has long been an area of low performance, and with 
the current uncertainty in the industry regarding reimburse-
ment levels and new payment models, advocacy efforts and 
fundraising should be top of mind for boards in helping their 
organizations have the financial means to continue to provide 
quality healthcare for the community.
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T his year’s biennial survey shows a continued paradox 
with respect to the boards of hospitals in the “government-
sponsored” category. Such boards show relatively weaker 
governance effectiveness and responsiveness to their com-
munities than the boards of non-profit community hospitals 
(and have shown such weaker performance over previous 

surveys as well). Government-sponsored hospital boards’ overall scores 
were lower on all three fiduciary duties and all six core responsibilities in 
the 2009 study, and again in this year’s analysis. (See Appendix 3 for detail.)

To a certain extent, this paradox can be explained by the political nature 
of the boards that govern the hospitals in this category. The members of 
such boards typically serve either by virtue of being elected directly by the 
public or appointed by elected politicians. Most of the 164 government 
hospitals in this survey are directly owned and operated by city or county 
governments, or they are taxing districts or authorities directly controlled 
by state or local governments.  

Elected officials are often unable to focus 
all of their attention on their hospitals. 
They are usually responsible for many other 
governmental programs and services. Even 
where separate politically appointed boards 
exist, they often have relatively little indepen-
dence or autonomy compared to the boards 
of community non-profit hospitals. Many 
of the boards of these hospitals were estab-
lished in the 1950s and ‘60s to protect the 
public’s interest and oversee public hospitals 
with access to tax-based revenues to support 
hospital operations and retire debt from 
the federal Hill-Burton financing program. 
Where their governing bodies were to serve 
the broader public good, over the years 
many seem to have slipped into performance 
patterns that lag behind the boards of other 
community not-for-profit hospitals.

In part, this is because some of the impor-
tant elements of effective governance are 
often subject to rules and regulations that 
were intended to apply on a government-
wide basis, not only to hospitals. For this 
reason, many governmental hospitals have 
reformed their governance and legal struc-
ture in recent years. They have converted 
to structures with governing boards that 
have considerably more independence and 
autonomy, including freestanding authori-
ties, public benefit corporations, and even 
non-profit corporations.1

In sum, the very nature of the structure 
of such hospitals may make it more diffi-
cult for such board members to perform at 
the same level as the boards of community 
non-profit hospitals. However, that does not 

1	 Larry Gage, “Why Do Public Teaching Hospitals Privatize?” (book chapter), The 
Privatization of Health Care Reform (Stuart Altman, Editor), Oxford University Press, 2003.
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make effective governance any less important to governmental hospitals, 
particularly at a time when all hospitals are facing pressures to reform the 
way healthcare is delivered and financed. There are many areas where even 
elected or appointed directors can strengthen the governance of their hospi-
tals and health systems.

In order to understand the areas in which the boards of governmental 
hospitals can strengthen their governance, it is informative to review the 
exhibits in this report that compare these hospitals to all others, by specific 
dimensions of good governance:
1.	 Government-sponsored hospitals tend to have smaller boards, with fewer 

physicians and less CEOs with vote (see Exhibit 1). 
2.	 While there has been a modest increase in the use of term limits by 

public hospitals to refresh board talent, they are still (often due to statu-
tory requirements) used less frequently than all other organization types 
(see Exhibit 5).

3.	 Fewer public hospitals use committees (see Exhibit 7), instead tending 
to rely more on working as a committee of the whole. This may be due 
to the smaller size of the overall board. They also rely less on execu-
tive committees than all other hospital types (see Exhibit 9). The small 
scale and less frequent reliance on committees may frustrate these 
board members from developing enhanced depth of understanding in 
selected functional areas of governance, and generates a substantial time 
burden on the amount of meeting hours board members must endure 
throughout the year. 

4.	 Public hospital respondents tend to meet more often 
throughout the year (see Exhibit 11). This can create a 
persistent drag on the time and focus of their executive 
teams away from operations and strategic initiatives to 
the challenge of preparing for, going to, and writing up 
the activities and discussions of these many meetings.

5.	 The efficiency of their meetings may lag behind other 
hospital boards as public hospitals rely less on consent 
agendas (see Exhibit 12).

6.	 The effectiveness and quality of public hospital board 
meetings can be affected by their common requirements 
for meetings open to the public, media, and employees. 
This aspect of the public hospital governance ironically 
has been known to frustrate serving the public good 
rather than protect it in the original enabling legislation 
for many public hospitals. An overzealous application of 
open meetings can restrict the free and candid explora-
tion of strategic challenges and opportunities that could strengthen the 
long-term vitality of the organization. 

7.	 Instead of fostering a board culture that hungers for strategic and 
long-range thinking and planning, too many public hospital boards 
spend more time in meetings listening to reports, rather than on cre-
ative conversations about strategic challenges and opportunities. The 

quality of board member dialogue can 
also be enhanced with their access to 
fresh insights and information about 
local and national trends that affect the 
performance of their hospitals. Great gov-
ernance calls for great board education. 
Public hospitals have less of their meeting 
time devoted to education than other 
hospitals (see Exhibit 15). They also have 
the lowest budgets available for board 
member education (see Exhibit 18).

8.	 A pattern of governance that is particu-
larly difficult as we move into an era of 
accountable care and receive increased 
calls for more transparent hospital perfor-
mance reporting is the observation that 
over 84% of the public hospitals spend less 
than 40% of their meetings on strategy 
and policy, lowest among all types (see 
Exhibit 16).

9.	 While the above observations reflect con-
cern with today’s performance, the survey 
also provides insight into a factor that 
suggests future governance improvement 

and efficiency of public 
hospital boards may con-
tinue to lag behind other 
governance models as they 
have the lowest reliance on 
modern digital board por-
tals (see Exhibit 19).

The challenges facing our 
nation’s public hospitals 
in the coming decade 
demand that they be 
governed as wisely and 
efficiently as possible. The 
persistence of the gover-
nance patterns reflected in 
this survey, coupled with 

the ever-increasing complexity of our nation’s 
health system, will make it more difficult for 
elected officials whose focus is inevitably 
shared among many governmental priorities. 
Where dedicated hospital boards exist, the 
failure to provide such boards with sufficient 
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independence and autonomy will also make it increasingly challenging to 
attract strong board members to serve on these public boards. And ulti-
mately the patients and communities these hospitals exist to serve may 
be disadvantaged.

Today, there are dozens of examples of governmental hospitals that have 
successfully addressed many of these concerns through the creation of new 
legal structures or the appointment of a new governing board. However, it 
is essential that such new organizations or boards be given real operating 
autonomy and be permitted to exercise it. Where restructuring has failed 
to solve problems or meet expressed goals, it frequently has been due to 
elected officials withholding too much explicit authority or interfering too 
often in the ability of the new board to exercise their authority. 

In the process of creating a new board, hospitals should establish a 
process to recruit and retain highly qualified board members, both initially 
and over time. As in the private sector, a government hospital board should 
be composed of successful individuals who possess the range of experience 

and skills to govern an organization effec-
tively during a crucial transformational 
period. No less than in the private sector, a 
public hospital board must fully understand 
that their primary allegiance when they sit 
in the boardroom is to the viability of the 
hospital or health system (not to an external 
constituency). And once such a board has 
been recruited, even a governmental entity 
must provide board members with educa-
tion and ongoing information, structure 
their committee and board meetings to 
permit them to govern effectively without 
wasting their time, and provide them with 
sufficient “job security” to enable them to 
make tough decisions with confidence. ¤


