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I. EXECUTIVE SUMMARY 
 

 The type of legal structure of a hospital (for-profit, (501)(c)(3), public, Taxing 
District and others) has less to do with the viability and quality care of a hospital 
than efficient board governance, effective strategic planning and implementation 
and top management qualities. Positive financial results and top quality care are 
the results of these factors, not the results of the legal structure of a hospital.  

 The effectiveness of Board Governance in providing strategic direction and oversight 
is important in determining the financial viability and quality care of hospitals, 
according to the comprehensive research and case studies contained in this Study.   

 Board Governance effectiveness is determined by at least the following four factors: 

1. Board Size. Most of the high-performing hospitals studied, with similar 
characteristics of the Jackson Health System (JHS), have between 11 and 14 
board members, with active standing committees empowered to work with 
hospital management and to reach vital decisions in key functions such as finance, 
strategic planning, marketing mix and others. 

2. Board Power to help develop and oversee implementation of decisions of 
strategic importance to a hospital is another component of Board effectiveness. 

 JHS Board Power is diluted by significant “height” and “width,” with 
oversight of the Board (height) by a large county commission made up of 
distinct districts and a relatively large Trustee Board (width). 

 The “depth” of the Board is defined by the individual levels of experience and 
qualifications of the members in the group (depth).  

3. Board Efficiency is another important determinant of Board Governance 
effectiveness. 

 Efficiency is enhanced by independence of standing committees of the 
Board. 

 Efficiency is also intensified by reducing the number of overall Board 
meetings, and allowing the more flexible, smaller and expert committees of 
the Board to meet more frequently with hospital management such as the 
CEO, CFO, COO and others. 
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 “Ad-Hoc” emergency meetings of the Board should be kept to a minimum 
according to “best practices” of Board Governance. 

 JHS’s Board Governance appears to have a large number of “emergency” 
meetings, where limited information to make sound strategic decisions are 
discussed and debated, which in turn creates confusion among management, 
critical medical personnel and stakeholders. 

4.  Board Composition is also a key driver of effectiveness in governance 
structure. 

 Board members must include independent directors (S.E.C. test), with 
significant experience in strategic planning at hospitals; financial services, 
medical care and administration related to funding sources from local and 
federal governments. 

 Successful Board Governance at the hospitals studied avoid over emphasis in 
one area of Board composition as this changes Board-power dynamics, and 
could create a biased view of strategic objectives. 

The pr imary conclusion of this study is threefold: 
 
1. There is no governance structure that directly determines the effectiveness of a 

health system.  There are no magical governance answers.    

2. The type of legal structure of a hospital (for-profit, (501)(c)(3), public, Taxing 
District and others) has less to do with the viability and quality care of a hospital 
than efficient board governance, effective strategic planning and implementation 
and top management qualities. Positive financial results and top quality care are 
the results of these factors, not the results of the legal structure of a hospital.  

3. There are multiple factors that lead to effective governing boards (e.g. power, 
size, composition, efficiency).  These var iables are in par t dr iven by the type of 
health system over  which the board governs. 
 

 
 

 

 

The Washington Economics Group was commissioned by the doctors, nurses and other 
healthcare professionals of SEIU Local 1991 at Jackson Health System. 
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II. OVERVIEW 
 

The governance structure within an organization plays an important role in its development 
and the decision-making related to a number of strategically important areas. In public 
hospitals for example, the decision-making of Boards can affect the areas of finance and 
capital, operations, quality, medical staff and personnel, strategic planning and philanthropy 
decisions among others.   

An effective hospital board has been shown to be related to high hospital financial 
performance. The size and composition of hospital governance boards, and the function 
(public, private, religious, etc) of the hospital itself, all interact and partially determine the 
board’s effectiveness.  

In essence, if the hospital relied heavily on private donations and fundraising, and the 
hospital was rather large, having a larger board of directors, many of whom had experience 
in fundraising, would be important for the hospital.  If, on the other hand, the hospital 
received support from the local or federal government instead, as is the case with public 
hospitals, fundraising experience would be less important for board member selection than 
administrative skills and knowledge of the administration within the hospitals.  Indeed, Rick 
Kneipper writes of the financial crisis at Jackson that board governance expertise is critical 
and the board of trustees should be changed so that the majority of members have experience 
or a background in finance, accounting, business, management or labor. Kneipper also states 
that at least some of the board members should have backgrounds specifically in hospital 
finance, hospital management or experience with running a hospital. Therefore, it seems that 
the effectiveness of board governance structure in hospitals, both as a matter of overall size 
of the board and as a matter of the composition based upon the experience of each board 
member, is also contingent on the function of the hospital (or what each hospital needs from 
its board members). 

A majority of hospitals fall into three basic categories; Public (hospitals funded or operated 
by city, state or federal governments), Religious (hospitals owned and or operated by 
religious denominations), and Private Nonprofits (hospitals that have no government or 
religious affiliation), although there are other models such as private for profit, and others. In 
each of these functional types of hospitals there may also be sub-categories or models of 
governance structures. For example, within public hospitals although there may be only one 
main governance board, it may be appointed by and report to a state or local authority, such 
as a county board of supervisors or some other third-party. Privately owned hospitals on the 
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other hand, may have multiple boards ranging from national corporate-levels that guide all 
hospitals under management, to local business-levels, guiding one hospital in particular.  
Therefore, as the board size is usually examined when exploring how efficient a board is at 
achieving its mission and creating a high-performing hospital, also considering any 
additional number of board-levels, or higher authorities it reports to, may be necessary. In 
each case an attempt is made to optimize the governance structure based upon the 
environment and the needs of the hospital.  In this analysis, the primary focus will be on the 
board governance effectiveness among public, non-profit hospitals.  This study will develop:  

1) A conceptual framework on board governance structure issues such as size, composition, 
experience, linkages, institutional pressures and resource dependency,  

2) A comprehensive list and framework of key determinants of board effectiveness will be 
discussed; and  

3) Case studies and other evidence of best practices or key drivers of board effectiveness in 
hospitals, primarily public hospitals, will be examined. 

The pr imary conclusion of this study is threefold:   
 
1. There is no governance structure that directly determines the effectiveness of a 

health system.  There are no magical governance answers.    

2. The type of legal structure of a hospital (for-profit, (501)(c)(3), Taxing District 
and others) has less to do with the viability and quality care of a hospital than 
efficient board governance, effective strategic planning and implementation and 
top management qualities. Positive financial results and top quality care are the 
results of these factors, not the results of the legal structure of a hospital.  

3. There are multiple factors that lead to effective governing boards (e.g. power, 
size, composition, efficiency).  These var iables are in par t dr iven by the type of 
health system over  which the board governs. 
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III. CONCEPTUAL FRAMEWORK: BEST PRACTICES IN HOSPITAL GOVERNANCE 
 

In this section, best practices and concepts related to upper-level management teams and 
board governance will be examined such that an understanding of what issues impact 
strategic decision making and the effectiveness and quality of decision making may be better 
understood. In addition, institutional and resource dependency concepts will be explored as a 
fundamental factor in the relationship between board governance and organizational 
effectiveness. This analytical background will support a conceptual framework for the key 
drivers of success in board governance among public hospitals which will later be analyzed 
qualitatively through case studies and other evidence. 

Board Governance - When it comes to executive boards and the oversight of organizations, 
there are many dynamics in play including the amount of power that the board has, who has 
power among the board members, what is the level of similarity or dissimilarity among board 
members, what are the effects of linkages between board members and other entities, how 
does board member composition effect future member selection and how does board 
governance effect the hospital’s ability to attract vital resources such as funding and medical 
personnel. 

Board Power can be described as the level of influence the board has on a particular area in 
which strategic decisions are made.  In public hospitals for example, when board power is 
high among officials from a relevant government body, the ability to influence revenue 
streams from taxpayers is also normally high.  Inversely, in cases where board power is given 
to a third party or to managers within the hospital itself, the ability to influence the quality of 
care will be high but power to influence revenue streams from taxpayers is lower.  Board 
power may also be considered as a function of the overall restrictions placed on it by 
complex environments.  According to the National Association of Public Hospitals and 
Health Systems (NAPHHS) public-hospital boards, for example, often have a more 
complicated set of responsibilities than that of boards from other hospitals in their 
communities. For example, these boards must adhere to legal, regulatory and political 
pressures while providing a safety net for the uninsured or underinsured population; worry 
about reductions in Medicaid funding and local support as well as the competition for such 
patients; consider immigration reform issues and its effect on patient status, how hospital 
business is regarded in the public eye and many other issues that encumber management 
processes.  Therefore, although boards may influence several areas of strategic importance, 
the power that they wield in any one area may be regulated or checked by responsibilities 
that they have to another constituent area.  The research conducted for this study shows that 
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although boards may have the ability to increase the allocation of funding to support hospital 
costs, pressures to reduce costs in order to receive state funding, or restrictions placed on 
funding, may inhibit this.  Conversely, the ability to provide quality healthcare by attracting 
better doctors and nurses may be a function of the salaries and benefits that are paid. 

Board Member Power – This is not the same as board power in general. Where board power 
is the overall ability of the board to decide on and influence matters of strategic importance, 
board member power is the ability to decide on and influence matters of strategic importance 
that individual members within the board have.  Although the function of a board is to serve 
as a collection of persons who are, for the most part, equally responsible for the strategic 
outcomes of an organization, such equal distribution of board power is rare. Indeed, often 
there are one or more board members that dominate the remaining board members regarding 
what strategic areas need attention and what decisions, if any, should be made in those areas.  
In some cases, CEO-Board directors or (top managers) actively recruit board members that 
serve, or have served, on passive boards so that they can maintain their control over board 
decisions.   

Similarly, it is argued that active boards, where top managers do not have control, will seek 
out board members who serve or have served on active boards-where board members 
regularly intervene in strategic matters. Indeed, when incumbent CEOs have power over the 
board members they seek to have members appointed that are similar to themselves so that 
they are more sympathetic to them with respect to their strategic plans.  When this is the 
case, the CEOs have a tendency to receive more lucrative compensation packages, and also 
engage in activities that are not essential to the success of the organization, and thus this is an 
example of the agency costs associated with management not in the best interest of the 
institution.   

Board Member Similarity - The strategic direction of an organization is often thought to be a 
reflection of the characteristics of top management teams.  In other words, the background 
and makeup of each leader such as their work experience, formal education, age and other 
attributes, all influence the manner in which leaders view, and cognitively interpret, the 
environment in which strategic decisions are made. Indeed, case evidence demonstrates that 
managers of hospitals have been shown to play an important role in scanning and interpreting 
information from the environment in order to make sense of it and act strategically so that 
their hospitals may perform better than managers that are less pro-active. Therefore, the 
results of positive financial performance and strategic direction are primarily the 
outcomes of board decisions.  
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When board members are similar in terms of their characteristics, the manner in which they 
view and interpret the world is also likely to be similar.  As noted previously, top managers 
within boards, such as CEOs who may be chairman, often seek out board members who are 
demographically similar in order to achieve power within the board.  Thus, too much 
demographic similarity of board members is also likely to yield an unfavorable distribution 
of strategic attention and power of influence targeting one area rather than creating a 
comprehensive view.  For example, if hospital board members were heavily influential 
and they similarly believed the only solution to a strategic issue, such as reducing 
deficits, was to reduce costs, such as labor, they would only focus attention on this 
matter and not necessarily examine other issues that may be creating budget deficits, 
such as an inability to generate revenue or minimize losses from operational 
ineffectiveness.   

In an attempt to improve board effectiveness that is hindered by such issues, the Wyoming 
Valley Health Care System board elected seven new members, and had a fresh and balanced 
board. This move effectively removed entrenched leadership that may have continued to 
view strategic issues in a similar manner based upon their collective experience, and also 
allowed for a balanced perspective that included the cognition of physicians as well as 
banking officials. 

Board Size - Board size is generally measured by the number of members serving on a 
particular board, and this is reported to influence the effectiveness of boards in many hospital 
systems.  For example, recommendations for the WVHCS board in 2001 led to the reduction 
in board members from 16 to 13 in an effort to improve efficiencies.  The Bain & Company 
Report on hospital governance also shows that high performing non-profit boards have an 
average of 14 members, with a sample size of boards ranging from 6 to 20.  This leads some 
to believe that a bigger board is not necessarily more effective, and there are several reasons 
why this may be the case. As noted above in reference to similarity/dissimilarity, having too 
many board members may hinder the decision-making process.  Thus, having a diverse 
body to share information and perspective is good up until a certain point, and then the 
added benefit of additional opinions is outweighed by sluggish decision making or other 
problems created by additional members.  

Board size measured by number of members is not necessarily a complete view of the size of 
the board.  For example, to understand the size of a box, one cannot only look at its width, 
but also the depth and the height must be included to have a good understanding of its size.  
Similarly, hospital boards may have an additional measure of depth such as the number of 
standing committees that serve specific roles on the board. There is also a matter of height 
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when it comes to board size.  Privatized hospitals may have one board where public hospitals 
have multiple board levels from local to governmental responsibilities requiring coordination 
between the levels.   

Board Member Linkages - A board member linkage is any connection that a board member 
has with another group or organization. In the case of the JHS, the Public Health Trust has 
members that work for other organizations, it has two members that sit on the Board of 
County Commissioners, and it has other ex-officio members that may be in charge of 
hospitals or university schools of medicine within the local community. Accordingly, each 
member has access to different learning mechanisms from the organizations that they 
represent, and they also have different linkages that they may influence on behalf of the 
Public Health Trust or that may influence them and thus the Board of Trustees.  Each board 
member is appointed and brings with them a connection to the external community that will 
influence the manner in which they think and act as a part of the board. 

Gerald F. Davis in Corporate Governance argues that attempting to reform board governance 
by changing their incentive plans is of little use because the real effect may stem from the 
relations they have serving on being other boards, or being the heads of other organizations.  
Indeed, the interlocks that they have with other organizations yield a type of social influence 
that may affect the strategic decision making as well as the strategies themselves.  Thus, 
linkages cannot simply be characterized as having a positive or negative impact on board 
governance, but rather identified as a manner of social influence that must be taken into 
account when creating an effective board structure.   

Essentially, each board member is embedded in a larger social environment in which they 
face normative pressures to adhere to the demands of society and industry on how to behave 
strategically.  These pressures are described as isomorphic pressures (meaning a change in 
form similar to other successful organizations), as the leaders of organizations have a 
tendency to mimic best strategies, follow the norms of society and be coerced by influential 
external parties until most organizations all look the same. For example, Harding and Preker 
argue that there is justification and increased pressure to privatize, corporatize, and/or 
autonomize the management of public safety-net hospitals that will lead many hospitals to 
alter their governance structures accordingly.  On one end of this spectrum, giving more 
autonomy to hospitals will allow management to have more control over accessing revenues, 
but goals for quality and access to care functions may still need to be specified.  
Privatization, on the opposite end of this spectrum, where management not only will more 
closely resemble a corporation, would cede control to separate owners most likely keeping 
the generation or profits at paramount importance (the implication being at the expense of 
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quality healthcare for the local community). Thus, having a greater amount of board 
members with linkages to specific organizations or industries is likely to influence the 
strategic thinking and orientation of hospitals.   
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IV. DETERMINANTS OF BOARD EFFECTIVENESS: SPECIFIC EXAMPLES 
 

In this section, a review of research and cases on the key determinants of board effectiveness 
will be discussed based on the conceptual framework developed previously, with primary 
focus on public hospitals similar to Jackson Health System (JHS).  Most evidence of board 
effectiveness will deal with financial performance; however, it should also be noted that 
financial performance is not the only measure of effectiveness, and it may often times be 
correlated with other measures such as quality of patient care and operational effectiveness. 
Any and all evidence that particular board governance structures or policies are more 
effective than others will be provided.  Also, findings that suggest that one area is more 
important for board effectiveness than others will be discussed and the interaction effects 
with other areas will be examined.  Finally, a model will be created to illustrate the 
relationships between key determinants of board effectiveness and their relationship to 
decision making, leading to long-term hospital viability. 

Hospital Type - There is no optimal model of governance as studies examining the 
attempts of public hospitals to change their governance structure have proven. For 
example, Grady Memorial Healthcare System in Atlanta and Westchester Medical Center in 
upstate New York both shifted to hospital 501(c) (3) and public-benefit corporations. Grady 
Memorial had a great deal of success and support from the local community; Westchester 
Medical nearly went bankrupt as a result of failure to create autonomy in hospital 
management and problems from the local community. Studies show that there were trade-
offs to different legal classifications.  For-profit corporations may lose focus of the 
mission of the hospital to serve the community, as well as government funding, and a 
hospital district structure would require alterations in property taxes which would 
likely be difficult.   

In a 2008, National Public Health and Hospital Institute Report on “Best Practices in Public 
Board Governance,” prepared by Larry Gage and David Gross, for a proposal to restructure 
the Cook County Bureau of Health Services. The authors examined semi-autonomous boards 
within the local government, Independent Non-taxing Unit of Government, Independent 
Taxing Districts, and Non-profit corporation models and suggested that best practices apply 
to all models and indicated that the models are not necessarily what are most important. They 
suggest that autonomy, accountability and member leadership are the keys to successful 
boards, and each model presents benefits and drawbacks with respect to this.  

Board Size - Efficiency is a key determinant of board effectiveness and part of this is 
matching the size of the board correctly to the financial status and complexity of the 
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organization.  Cases studied frequently find 9 to 11 member boards, although some were as 
large as 17 members in the case of Grady Memorial.  The 2008 NPHHI report found that 
there were about 13 board members on average per hospital with fewer on average (8) in 
non-public hospitals.    

The Bain & Company Report suggests that high-performing non-profit hospitals have an 
average board size of about 11-14 members. Research shows that board size is reduced in 
importance when the hospitals rely less on the local environment for funding, as is the case 
with federally funded hospitals, although many hospitals have recognized that smaller boards 
might be more efficient, and board sizes have been adjusted in this manner.  For example, the 
Wyoming Valley Healthcare System was reduced from 16 to 13 members to improve 
efficiency upon the recommendation of consultants (see References in Appendix II for this 
section). 

Board Levels – Board Levels and Committees are issues of board size that matter and should 
be taken into consideration.  The Greater Southeast Community Hospital in Washington, 
D.C. had as many as 13 boards and 70 members as they thought bigger was better.  This 
hospital later recognized the inefficiency and attempted to reduce board size and complexity, 
achieving 25 percent reductions, but eventually this hospital would have to make enormous 
cuts in its services, and ended up nearly insolvement before being purchased by a private 
healthcare company that changed its name due to the bad reputation it had received. 
Standing committees that separately audit the board, governance and finance/budget 
activities are essential for increased financial performance. Independent committees 
and auditing of the board for conflicts of interest, allowing for meetings without 
executives and delegation of authority to committees are all recommended to improve 
board effectiveness, and this has some implications for efficiency.  Sharing information 
is also recommended in recent management studies, which means having regular 
meetings, setting attendance requirements and having access to senior executives. The 
Bain & Company Report suggests that having around 8 to 12 meetings per year is the 
norm for high-performing hospitals while also having about 8 standing committees.   

Board Power – Research and cases of financially viable hospitals, recommended that boards 
be actively engaged in oversight of executive management (CEO, COO, CFO, GC), and it 
has shown that proactive adoption of such items, as guidelines to financial oversight 
increases financial performance in hospitals. The National Public Health and Hospital 
Institute Report as well as Bharucha & Oberlin (see Reference Section), argued that boards 
should serve to empower the hospital administrators and give them autonomy while still 
providing oversight and accountability. Best practices recommend that board directors 
receive orientation and ongoing education alongside a clearly established set of 
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responsibilities, thus a mission statement of organization with a statement of directors’ 
responsibilities should be formalized. A 2009 article from the International Journal of 
Environmental Research and Public Health found limitation of board member terms, as was 
recommended by Bain & Company and Peregrine & Schwartz.  Recommendation of term 
limits at a maximum of three years, with some consulting firms recommending term limits of 
one year. This helps generate fresh thinking, eliminating some cognitive and attention-based 
bias, creating active boards, and limits insidership and the formation of powerful subgroups 
within the board.   

Best Practices recommend that boards must ensure high executive performance, high 
quality of patient care, financial health and oversight of itself. Thus, boards are in essence 
established to reduce agency costs within hospital administration and consequently the 
elimination of conflicts of interest that inhibit the accomplishment of any one of these tasks.  
To make decisions effectively, policies must be set by boards, such that decisions include 
evaluation of external scenarios in accordance with internal mission statements and goals, 
lest decisions be disjointed and ineffective.  There must also be a healthy balance of power 
with the CEO and boards such that tensions may be reduced and performance enhanced.  

Board Composition – Best Practices indicate that there needs to be diversity of experience 
and an establishment of qualifications to serve on the board in order to increase effectiveness.  
They suggest that boards need to have access to hospitals’ administrative staff/executives on 
a regular basis, not just at scheduled board meetings.  High-performing hospitals often have a 
CFO representative-member on the board, which would help sort out financial planning 
issues, and most boards carry majority of outside members (non-medical staff, non-hospital 
administrators.)   

High-performing hospitals tend to have more medical staff (about 30 percent) and more 
hospital administrators (about 10 percent) on Boards than those hospitals that perform 
about average. This could be attributable to the need to maintain quality care to attract 
patients and the need for unique information sharing provided by administrators and medical 
staff directly involved with hospital operations. However, it is noted that public hospitals 
should not have more than 50 percent of their members receive more than 10 percent on their 
income from a healthcare profession. In essence, many hospitals that attempt revisions of 
management oversight, board composition, public involvement and education as well as 
hospital bylaws, increase the flexibility of hospitals and this in turn improves effectiveness. 
The following matrix summarizes recommendations for efficient Board Governance, based 
on the exhaustive research of management practices and concepts at hospitals in the U.S. A 
model of discussion of board effectiveness is also presented.  
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Broad Categories of Key Determinants of Board Effectiveness in Non-Profit Hospitals: Recommendations 

Board Size Board Power Board Efficiency Board Composition 

Reduce committee members to 
optimal size for efficiency 
− Many high performing hospitals 

have 11-14 total board members, at 
a maximum. 

Reduce number of standing 
committees & maximize 
independency 
− Many high-performing hospitals 

have around 8 or fewer standing 
committees. 

− Financial/business, strategic 
planning, governance of hospital, 
self-auditing, nominating, and 
quality committees are all critical to 
successful boards. 

Create an active (proactive), 
independent board for oversight of 
management of hospital 
− Board members need to be actively 

engaged and be empowered in 
informed oversight of hospital, with 
specific guidelines for oversight of 
CEO and other executive 
performance. 

Create a specific set of duties & 
responsibilities for board 
− The board’s authority and duties 

must be clearly laid out alongside all 
those in standing committees and 
individual members. 

Remove conflicts of interest 
− Many high performing hospitals 

limit the term of members to less 
than 3 years, some as few as one. 

− Create independence from CEO (of 
hospital) and Board Director 
position. 

− Have committee meetings without 
CEO or other hospital 
administration on a regular basis. 

Reduce overall meetings to the 
amount necessary to achieve 
objectives 
− Many high performing hospital 

Boards meet less than 12 times per 
year. 

Increase autonomy & independence 
of standing committees 

− Establish qualifications of members 
and formally create mandates for 
independent committees. 

− Many high-performing hospitals 
have audits of budget/financial 
performance, governance of 
hospital, strategic planning and 
auditing of the board itself. 

Promote timely information sharing 
− Regularity in meetings, required 

attendance, and access to members 
who can share strategically 
important information will improve 
decision-making speed and ability. 

Prepare plans for removal or transfer 
of board members in the event of 
conflict or failure to perform duties 
− Specific guidelines and timelines 

should be created to ensure board 
members fulfill their duties, when 
members’ fail to meet their 
responsibilities, an efficient 
codified plan to correct the problem 
should already be in place. 

Establish qualifications needed based 
on the demands of external 
constituents 
− Be sure to include members 

experienced with strategic 
planning in hospitals, financial 
services, medical care, and of 
course administration related to 
funding from local or federal 
government (public relations). 

 
Do not over or under emphasize 
particular qualifications in members 
− Highly effective hospitals often 

have about 30 percent medical 
staff, 60 percent outside 
independent directors (usually 
from business and financial 
services), and about 10 percent 
hospital administration. 

− Over emphasis in one area can 
change board power dynamics and 
create a biased view of strategic 
objectives. 

− Board appointments based on 
competence, not political 
connections. 
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Recommendations for the Jackson Health System based on Key Determinates of Board Effectiveness 

Board Size Board Power Board Efficiency Board Composition 

Reduce the number of Public 
Health Trust members, currently at 
16 members and 7 ex-officio 
members, to 11-14 total board 
members. This is the recommended 
maximum size for efficiency. 
 
Do not exceed the number of 
current standing committees, 
currently at 6 within the Public 
Health Trust, in order to maximize 
independence and to meet the 
strategic goals of the Public Health 
Trust.  

The Operations Oversight 
committee shall be independent 
and provide informed and 
proactive oversight of the hospital 
system, with specific guidelines for 
oversight of the new CEO and 
other executive performance. 

Revisit and update the duties and 
responsibilities for the Public 
Health Trust members under the 
new CEO. 

 
 

Reduce excessive meetings to the 
amount necessary to achieve 
strategic, planned objectives. 
Increase the autonomy and 
independence of the six standing 
committees. 

Require timely information 
sharing and attendance guidelines 
for members. If guidelines are not 
met, plans should be in place so 
that members failing to perform 
their duties are removed or 
transferred. 
 

Among other members with 
diverse professional experience, 
include members who have the 
following background and 
experience: hospital management, 
strategic planning and financial 
management of hospitals and 
administration related to funding 
from local, state or federal 
governments. 

Ensure that Public Health Trust 
members are appointed based on 
their merits and competence, not 
for their political connections. 
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Furthermore, determinants of a quality and efficient hospital system depend on important 
policies being in place and a tool to measure the operating functionality of such policies. As 
shown in the figure below, a dashboard for best governing practices should be included as 
part of a system-wide performance management tool to measure, track and carry out the 
performance priorities as determined by the hospital system’s Board of Directors and 
management. An effective governing body adheres to guidelines that are in place to ensure 
the seamless function of its mission. For example, an effective governing body will have a 
strategic plan in place which incorporates measures for clinical quality and patient 
safety, financial approaches and top patient care and employee satisfaction practices.  
 

Organizational Priorities in Hospital Governance: A Recommended Dashboard  
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V. CONCLUSIONS ON BOARD GOVERNANCE AND EFFECTIVENESS IN DECISION 
MAKING 

 

Based on the research conducted, below is a schematic summary of factors impacting 
decision making within Boards. 
 
Model of Factors Contributing to Board Governance Effectiveness in Decision-Making 

 

 

 

 

 

 

 

 

 

 

 

                Source: The Washington Economics Group, Inc. 
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composition, with the latter two factors also affecting board power, and all factors 
related to the strategic fit with hospital type.   

As mentioned previously, each hospital requires its own unique board structure and 
composition to yield optimal efficiency in decision making. Hospital type will partially 
dictate this need as private hospitals and public hospitals face different needs; taxing districts 
versus public trusts that report to county commissioners are facing different pressures for 
funding, and of course size and scope of hospital care are important as well.  Each hospital 
has a unique array of external constituents that it must attend to in order to maintain 
legitimacy that may help attract scarce resources.  These hospitals are also operating in an 
external environment where they compete with other hospitals for resources such as 
Medicaid funding, patients and medical staff (as well as board members).  Thus, the optimal 
board structure is contingent on a number of external factors interacting with internal factors.  
So although benchmarking is a good way to determine if the governance structure is not 
efficient, it should most likely be taken as reform priority only in cases where there is a large 
difference in the recommended structural norms that lead to high performance and what the 
focal hospital structuring looks like.  It is also worth considering any structural reform in the 
case of larger macro-environmental reform or changes, as high performing hospitals under 
one set of conditions may not be high performing under alternate conditions in the external 
environment (i.e. changes in health insurance coverage or economic conditions). 
 

The type of legal structure of a hospital (for-profit, (501)(c)(3), public, Taxing District) has 
less to do with the viability and quality of care of a hospital than efficient board governance, 
effective strategic planning and implementation and top management qualities. Positive 
financial results and top quality care are the results of these factors, not the results of the 
legal structure of a hospital. 
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APPENDIX I 

SPECIFIC HOSPITAL CASES AND EVIDENCE OF EFFECTIVENESS 
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SPECIFIC HOSPITAL CASES 
 

• Grady Healthcare System (GHS) 

GHS, based in metro Atlanta, was and still remains a non-unionized hospital system with 
nearly 1,000 beds and one of the largest Level 1 Trauma Centers in the U.S. More than ¾ of 
its patients were on Medicaid or uninsured in 2008. Up until 2007, GHS was a Hospital 
Authority model marred with allegations of corruption and discrimination, alongside highly 
politicized board members not yielding authority to leadership at the hospital.  Prior 
appointed boards lacked independence and expert backgrounds such as finance and 
information technology, and Grady Memorial Hospital faced a $120 million shortfall. From 
2005-2008 there were five new CEOs. The System also had issues with recruiting and 
retaining qualified employees and firing those not meeting standards as a result of civil 
service limitations. In 2006, GHS was bordering on insolvency and accordingly, officials 
established the “Greater Grady” Task Force that was asked to return GHS to a viable 
healthcare entity.   

The “Greater Grady” Task Force recommended restructuring the legal entity and changing 
board governance structure to the Grady Memorial Hospital Corporation.  The agreement had 
many provisos including $200 million in commitments from the business community in 
Atlanta, commitments to retain vital healthcare services for the community and to raise $100 
million in philanthropic funds by 2012. The new board was put in place that had 17 members 
with four of them retained from the current board.  A new CEO was also appointed in less 
than six months and within 9 months GHS had $42.6 million enhancements in revenue cycle, 
$17.2 million in supply chain savings and had received over $50 million in philanthropic 
funding. 

As part of the Metro Atlanta Chamber of Commerce’s request for best governance practices, 
the following main findings and recommendations to GHS were:  

o Board sizes of high performing hospitals were about 11-14 members, met about 8-12 
times per year, had around 8 standing committees,  

o Boards should have three or more members with finance experience,  

o Twenty (20) to 30 percent of members with hospital and medical expertise and a majority 
with management experience,  

o Clearly established guidelines for monitoring CEO performance and a separate auditing 
of board performance. 
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• Cook County Health & Hospitals System (CCHHS) 

CCHHS, formerly known as the Cook County Bureau of Health Services (CCHHS) in 
Chicago, Illinois, is a unionized hospital that serves the approximately 5 million residents of 
Cook County, Illinois, with its three hospitals and various health and services departments.  It 
is a teaching hospital with Level I Trauma Center and 464 beds among its hospitals. In 2008, 
an 11-member board was elected by the Cook County President and County Board of 
Commissioners in an effort to improve efficiency and delivery of healthcare to the residents 
of Cook County, overseeing a budget of nearly $1 billion in medical care to its 500,000 
annual patients. 

In May 2008, a report to the Union League Club of Chicago and to the citizens of Cook 
County was prepared by the National Public Health and Hospital Institute (NPHHI) 
regarding best practices in Public Hospital Governance.  The Report presented proposals to 
the restructuring of the Cook County Bureau of Health Services. It also examined governance 
models such as a semi-autonomous Board within Local Government, Independent Non-
taxing Unit of Government, Independent Taxing District and Nonprofit Corporation. The 
findings were mostly applicable to taxing and non-taxing units of government, but it stated 
that regardless of the model (even in nonprofit corporations), ‘best practice’ 
recommendations would apply. 

The NPHHI Report found the following: reorganization success was contingent on 
achieving a balance between autonomy (in critical areas such as budget and finance, 
strategic planning, procurement and purchasing, and personnel) and accountability by 
elected officials and the community to ensure public funds are being used efficiently.   

Board organization initiatives need to simultaneously consider the following areas to 
optimize efficiency: size (7-13 members), appointment procedures for members of the 
board (broad range of interests should be represented, no single political entity should 
appoint members), removal policies for board members (if members violate bylaws or fail to 
do their job), term staggering and term limits (directors 4-year terms, members 3-year terms 
with revolving appointments to avoid loss of entire board at once), qualifications of board 
members (including management, law, finance, and medical or health backgrounds), bylaws 
to guide meetings and behavior of members, number of standing committees (6-8 committees 
with auditing of governance and finance/accounting paramount among others), board 
education (keeping members informed on matters of importance and training new members), 
board action (voting requirements for decision making), removal of conflicts of interest 
(external linkages that can create bias and/or agency costs should be reduced or eliminated), 
and indemnification against liabilities (such that there is no liability for members acting in 
the best interest of the hospital that would inhibit board members from taking action on 
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strategic matters of importance). Accountability and transparency should also exist such as: 
who is voting on important issues, the keeping of records, listing of mission, and maintaining 
some local government reserve powers for accountability, but many public hospitals cite 
transparency as the Achilles heel of public hospitals – when competing with privatized 
hospitals that do not keep a public record of their strategic discussions and initiatives. 

The recommendation of the NPHHI Report was that in the circumstance of the Cook County 
Bureau of Health Services, it should create a hospital board within county government.  The 
board should consist of 11-voting members and one non-voting CEO ex-officio member with 
various appointments made by alternate political entities.  The board members should have 2-
year staggered terms and should delegate authority to the hospital CEO and hospital 
administrators whenever possible while maintaining oversight. Many of these 
recommendations were implemented the same year. 

• Denver Health 

Denver Health is Colorado’s primary safety-net hospital, is non-unionized, and has 477 beds 
and a Level 1 Trauma Center. The system provided about $300 million in uncompensated 
care in 2008.  Formerly a department of the city/county government during the early to mid-
1990’s, Denver Health had difficulties dealing with operational flexibility and faced many 
constraints by local government both in civil purchasing and service as well as legal 
constraints. The hospital and 11 community clinics operated in rather isolated fashion and 
leadership lacked the authority or experience to make decisions that could improve 
management. 

In 1997, Denver Health became the Denver Health Hospital Authority (DHHA).  Prior to this 
change, a task force was commissioned to examine alternative mechanisms/models of 
governance including: a not-for-profit corporation, public benefit corporation, hospital 
district and a hospital authority. The move to a hospital authority was instrumental in 
increasing the management’s efficiency, flexibility and ability to act strategically while still 
remaining a public entity. The board now consists of 9 members appointed by the mayor that 
are otherwise insulated from local political pressure and have a great deal of autonomy.  
Although the structural change was influential, the success of the system was more in line 
with gaining flexibility which led to increasingly efficient practices. 

The 9 members have 5-year terms limits and direct the financial management, education, 
personnel, quality assurance and compensation activities as well as Denver Medical Health 
Plan, Inc. The CEO reports directly to the board and suggests that the new stability in 
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leadership has facilitated the strategic planning and implementation process. The new DHHA 
was transferred property and other balance sheet assets with the following provisions: 1) that 
the assets be used to support the hospital’s mission, 2) the assets not be sold without 
permission, 3) over time the Authority provide an amount of unreimbursed care equal to the 
value of the assets, and 4) in the event of default, all assets will revert back to the city. 

The hospital’s operational flexibility has improved alongside its integration with multiple 
care facilities. The hospital now has a competitive market-based salary structure for 
physicians and other medical staff and has integrated county, state and federal funding and 
negotiated improved DSH financing.  Since making the change they have delivered over $1 
billion in unsponsored care, have had $130 million in capital improvements and currently 
have a positive net margin. 

• Tampa General Hospital 

Tampa General Hospital (TGH) is a private not-for-profit hospital serving 12 counties and a 
population of over 4 million.  It is the region’s leading safety net hospital and has the 
region’s only Level 1 Trauma Center that serves the 23 surrounding counties. This Hospital 
has 1,004 beds and around 6,700 employees.  TGH has a longstanding relationship with the 
University of South Florida’s College of Medicine (since 1970), and serves as the College’s 
primary teaching affiliate with over 300 residents assigned to specialty training in a broad 
spectrum of areas from neurosurgery to internal medicine. TGH is presently governed by a 
15-member, volunteer Board of Directors that includes four M.D.’s, one of whom is chief of 
staff, and a non-physician Chairman of the Board. 

Tampa General Hospital opened in 1927 as Tampa Municipal Hospital, a 250-bed facility 
that would later become the region’s largest provider of indigent care.  Its governance 
structure has changed several times during its lifetime with hospital board governance in 
1931, City Council oversight in 1949, a Hospital and welfare board in 1963 and then to a 
Hospital authority under the county board of commissioners in 1980. Governance in some 
cases was related to external involvement and/or contribution.  In 1971, the Hillsborough 
County Commission agreed to supplement revenues to TGH with property taxes; in 1981 the 
Hospital authority issued a $166 million bond to renovate the hospital and create another 
550-bed tower, and in 1985 another quarter-percent sales tax was added to fund indigent 
healthcare (the tax law lapsed in 1987) amid warnings of an impending financial crisis. Prior 
to this, in 1983, TGH was recording financial losses beyond $11 million per year and was on 
the verge of bankruptcy, as it was providing a disproportionate amount of the share of charity 
healthcare (up to 75 percent of the indigent care in 1990-91) yet dividing the balance of 
support by as many as 10 hospitals by 1991.  Indeed, the lack of proportionate support as 
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well as the inability to compete effectively with many privatized hospitals that emerged in 
the region during the 1980s and 1990s is blamed for the 13 years of losses prior to the 
privatization of TGH in 1997. 

Several attempts had been made to privatize the hospital prior to 1997. Many attributed the 
financial issues of TGH to the bureaucracy of being a public hospital which some argued 
prevented TGH from moving to a better location off of the inconvenient Davis Island, 
making all meetings available to the public, essentially disclosing the hospital’s strategic 
initiatives to competitors and withholding from county commissioners Medicaid funding, in 
some cases to leverage transparency of hospital finances and operations.  Hospitals 
accounting policies, in particular ‘cost shifting,’ are issues with many hospitals facing similar 
shortfalls, as indicated by a former member of TGH’s Board of Directors; public hospitals 
could offset some of their losses by overcharging paying customers and the privately insured.  
As insurance reimbursement policies became more stringent throughout the 1980s this 
became more difficult. 

Prior to achieving privatization several options were considered in order to help alleviate the 
financial issues facing TGH including such broad tactics as divestiture (sale of assets) and 
reorganization.  Many options had mixed support, however and were met with resistance.  
The president of TGH in the mid-1980s, Newell France, believed privatization was the only 
method of offsetting skyrocketing indigent care costs with diversified revenue streams. 
Privatization would also allow the CEO and hospital more autonomy to negotiate contracts, 
making them more competitive, although he was unable to achieve this reorganization.  
David Bussone, the TGH president from 1991-1995 believed the hospital’s public status 
decreased its ability to compete effectively with surrounding privatized hospitals, yet he 
attempted divestiture measures, and such changes did not sit well with the public community. 

Although privatization seemed like the best option to many hospitals executives it was 
consistently opposed by the public and was not without its drawbacks.  One main reason it 
was met with opposition was that the public believed privatization would lead the hospital to 
abandon its mission as a safety net provider of healthcare to indigent patients. In the case of 
TGH a move from public to private nonprofit was viewed by the public as the same as 
moving to private for-profit status.  As with many cases of privatization, the loss of 
government funding and some legal abilities provided to public hospitals was a concern.  For 
example, the Lien Law that allowed TGH to place a lien on the awards of accident victims. 
Privatization did not grant the hospital that same right and from 1998-2000 revenue stream 
losses from Medicaid and the Lien Law were as much as $40 million. 
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TGH was reorganized as a private nonprofit, with its present 15-member volunteer board, in 
1997.  However, it continued to absorb financial losses for several years after the move, 
partially as a result of the transition in funding to a (501)(c)(3) and also amidst a challenging 
political environment and public anger.  The public continued to lobby for transparency of 
operations under Florida’s Sunshine Law.  TGH recorded a $4.1 million profit in 1997, 
however, experienced losses of $17.3 million in 1998, $10.2 million in 1999 and $7.1 million 
in 2000 until it (TGH) reversed the trend and achieved a $9 million profit in 2001 and $56.2 
million in 2002. During 2003, the City Council also approved a $103 million expansion.  In 
addition to the financial turnaround, and despite worries that it would no longer serve as a 
public safety net hospital, the hospital’s indigent care expenses more than tripled from 1999 
until 2003. Deloitte and Touche estimated that although initially privatization looked more 
costly than the former model of governance, the $11 million in losses for 1999 would have 
been quadrupled had they not privatized.  Total profits rose consistently from 2004 until 
2007 (as did indigent patient expenses) when it recorded profits of $67.2 million, yet in 2008 
it saw a sharp decline in profits to only $5 million. 

Privatization at TGH was not immediately effective, despite its initial profits; several more 
years of financial losses occurred, mostly as a result of non-cooperation and coordination 
with the external environment. The move toward privatization did mean that some 
governmental funding limitations were placed on TGH as well as rights such as with the Lien 
Laws, however, the following are some of the benefits sought and achieved by TGH as well 
as other privatizing hospitals: 

o Greater strategic and managerial flexibility achieved by removing the bureaucracy of 
public oversight and procurement rules, 

o Ability to seek alternative revenue streams, such as philanthropic contributions under 
(501)(c)(3), in response to a lack of community and local governmental tax and funding 
support, 

o Organizational streamlining for efficiency of operations and improvement of quality of 
services and costs savings, 

o Medicaid Managed Care to create strategic partnerships with a variety of specialty 
healthcare providers that matched demand efficiently. 
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• Shands Healthcare 

Shands Healthcare is a private, not-for-profit hospital affiliated with the University of 
Florida’s Health Science Center in Gainesville, Florida. Shands Hospital at the University of 
Florida is unionized while the other hospitals within the system are not unionized. Shands 
encompasses two academic Medical Centers and two specialty Hospitals as well as outpatient 
programs and physician practices.  It has nearly 1,500 University of Florida (UF) faculty and 
community physicians alongside over 13,000 employees and roughly 2,000 volunteers that 
serve 17 counties and receive patients from all of Florida’s 67 counties.  Shands has two 
Level I Trauma Centers with emergency air and ground transport, with 220,091 emergency 
room visits, 1,154,115 outpatient visits and 1,807 licensed beds that served 85,527 hospital 
admissions in fiscal year 2010. Shands has a 19-member Board of Directors and was a 
recipient of the 2008 Governor’s Sterling Award for Excellence in Performance with scored 
categories that include leadership, strategic planning and process management among others.  

Shands was originally part of what is described as an Academic Health Center (AHC), which 
in essence is a set group of interrelated entities including such things as medical schools, 
clinical practices, research activities and associated teaching hospitals, for example. These 
relationships vary from highly related, with a single CEO and oversight board, to loosely-
integrated, independently led and separately board-governed entities.  Founded in 1956, the 
UF Health Sciences Center grew to include colleges of: medicine, nursing, pharmacy, 
dentistry, veterinary medicine and public health by 1995, in essence growing more 
diversified and complex.  In 1976, a faculty group practice was introduced under the (501)(c) 
(3) status and in 1980 another Health Center was established in Jacksonville, 70 miles away.  
The collection of entities often had alternative strategic needs and conflicts among parties 
within the AHC emerged contributing to decreased efficiency.  In the late 1970s and early 
1980s, changes in the external environment created significant liabilities for the Shands 
Teaching Hospital Model AHC.  Notably, Shands was facing increased competition from 
privatized hospitals; it faced significant curbs in reimbursement from the federal Medicare 
program, and had increased legal and financial risks as a teaching hospital.  

  



 

The Washington Economics Group, Inc.  Page 26 
 

In 1985, in response to external pressures, Shands Teaching Hospital was spun-off into a 
private nonprofit corporation with the primary function of supporting the University of 
Florida Health Science Center.  This move significantly increased operational flexibility and 
allowed Shands to compete with other privatized hospitals more effectively, particularly with 
issues related to purchasing and personnel that were state-regulated under the previous legal 
classification.  It has been recognized however that some drawbacks came from the new 
system, such as an incremental medical liability insurance coverage of $12 million per year 
and perhaps some errors with purchasing made for Gainesville facilities, not critical to 
Shands, but thought to be strategically important to prevent competitors from acquiring them.   
Additionally, in 1998 the position of Vice President for Health Affairs was combined with 
the position of Dean of Medicine, while the President of the University became the Chairman 
of the Board.  Although the President’s position as Chairman was to be temporary, it became 
permanent in 2003 with the passage of new legislation.  In the fiscal year ended June 30, 
2010 Shands provided $152.4 million in unsponsored care and generated a profit from its 
consolidated operations of $26.9 million. 

Although Shands Healthcare was proactive in its move towards privatization and still largely 
assumes its initial role as a teaching hospital in support of the University’s College of 
Medicine, providing $40 million in academic and clinical program funds to the college in 
2007-2008, there is some concern over the disintegrated nature of the Academic Health 
Center.  Having so many constituencies under one roof has caused some to worry that turf 
wars between one entity, for example the college of medicine, and another, for example the 
hospital will emerge.  Thus, although Shands has been successful at pleasing multiple 
constituencies, and proactive in changes to its legal structure that aided in enhancements of 
operational efficiency and flexibility, it is recommended that additional attention be placed 
on the integration of all interrelated entities, particularly at a functional-level.  Shands 
Healthcare has a 19-member Board that oversees separate hospital boards and is considered 
somewhat disintegrated at present, although efforts are being made to reverse this trend.   

Indeed, in 2010 the Shands Hospital Board of Directors voted to restructure governance at 
Shands Jacksonville and Shands at the University of Florida so that they would more closely 
collaborate as ‘sister’ entities.  It is considered vital that the faculty recognize that the 
partners who run the hospital have a great business acumen and extensive managerial 
expertise that will enhance competitive positioning. 

 



 

The Washington Economics Group, Inc.  Page 27 
 

APPENDIX II 

REFERENCES CONSULTED IN THE STUDY



 

The Washington Economics Group, Inc.  Page 28 
 

References 

Alexander, J. A., Fennell, M. L. & Halpern, M. T. (1993). Leadership Instability in Hospitals: The 
Influence of Board-CEO Relations and Organizational Grow. Administrative Science 
Quarterly, 38 (1): 74. 

Almaeda County Medical Center (Online) About ACMC http://www.acmedctr.org/ Accessed Online: 
March 12, 2011. 

Associated Press. Miami-Dade County voters recall Mayor Carlos Alvarez amid frustration over 
property taxes Washington Post (online) http://www.washingtonpost.com/ March 15, 2011. 

Barrett, D. J. (2008) The Evolving Organizational Structure of Academic Health Centers: The Case of 
the University of Florida. Academic Medicine, Sept. 83(9):804-808 

Bader & Associates (2007). Grady Memorial Hospital- Best Practices for Public Hospital 
Governance. Great Boards: 7(3).  

Bain & Company Report (2007). Best Practice Considerations in Hospital Governance. 

Bandel, B. (2010, March 10). Public Health Trust: Jackson in death spiral. South Florida Business 
Journal. Retrieved from http://www.bizjournals.com/southflorida. 

Bharucha, F. & Oberlin, S. (2009.) Governance Models among California Public Hospitals, prepared 
for the California Healthcare Foundation. 

Bloomberg Businessweek (Online) Greater Southeast Community Hospital 
http://investing.businessweek.com/ Accessed Online: March 12, 2011. 

Bontis, N., Booker, L.D. & Serenko, A. (2007). The Mediating Effect of Organizational 
 Reputation on Customer Loyalty and Service Recommendation in the Banking industry. 
 Management Decision, 45(9): 1426-45. 

Commins, J. “Shands UF Hospital to Restructure Leadership’ HealthcareLeaders Media (Online) 
http://www.healthcareleadersmedia.com/  Oct 1, 2010. 

Cook County Health & Hospitals System (Online). About Us. http://www.cookcountyhealth.net/  
Accessed Online: March 12, 2011. 

Culica, D. & Prezio, E. (2009). Hospital Board Infrastructure and Functions: The Role of Governance 
in Financial Performance. International Journal of Environmental Research and Public 
Health

Davis, G. F. (1996). The significance of board interlocks for corporate governance. Corporate 
Governance, 4: 154–159.  

, 6: 862-873.   

DiMaggio, P.J., & Powell, W.W. (1983). The iron cage revisited: Institutional isomorphism and 
collective rationality in organizational fields. American Sociological Review, 48:147–160. 

Dorschner, J. (2011, March 11). Board says Jackson needs $35 million promised by lawmakers. 
Miami Herald. Retrieved from http://www.miamiherald.com.  

http://www.acmedctr.org/�
http://www.washingtonpost.com/�
http://www.bizjournals.com/southflorida�
http://investing.businessweek.com/�
http://www.healthcareleadersmedia.com/�
http://www.cookcountyhealth.net/�
http://www.miamiherald.com/�


 

The Washington Economics Group, Inc.  Page 29 
 

Dorschner, J. (2010, May 18). Jackson Health System labor costs scrutinized. Miami Herald. 
Retrieved from http://www.miamiherald.com.  

Eisenhardt, K. M. 1989. Making fast strategic decisions in high velocity environments. Academy of 
Management Journal, 32: 543-576. 

Florida Sterling Council (Online) ‘Shands Profile’ Governor’s Sterling Award  2008 Recipient. 
http://www.floridasterling.com/08%20Open%20House/ShandsProfile.pdf/ Accessed  Online: 
March 31, 2011. 

Foderaro, L. (2005). State Lawmakers propose bills to rescue Westchester medical center from fiscal 
crisis. New York Times. Retrieved from www.nyt.com.  

Gabow, P.A. (1997). Denver Health: Initiatives for Survival Health Affairs, 16 (4):24-26 

Gabow, P.A. (2001). Making a Public Hospital Work. Health Affairs, 20(4): 182-187. 

Gage, L. S., Camper, A. B., & Falk, R. (2006). Legal structure and governance of public hospitals and 
health systems. National Association of Public Hospitals and Health Systems.  

Granovetter, M. S. (1985). Economic action and social structure: The problem of embeddedness. 
American Journal of Sociology, 91: 481-510. 

Hambrick, D. C. &Mason, P. A. (1984). Upper Echelons: The Organization as a Reflection of Its Top 
Managers. Academy of Management Review, 9(2): 193-206. 

Harding, M. J. & Preker, A. (2000). Undertanding organizational reforms. The Corporatization of 
Public Hospitals. World Bank's Human Development Network Discussion paper. 

Haunschild, P. R. (1994). How Much is That Company Worth?: Interorganizational Relationships, 
Uncertainty and Acquisition Premiums. Administrative Science Quarterly, 39(3): 391-411.  

Harrison, D. A., Price, K. H., & Bell, M. P. (1998). Beyond relational demography: Time and the 
effects of surface and deep-level diversity on work group cohesion. Academy of Management 
Journal, 41: 96-107. 

Jensen, M. C. & Meckling, W.H. (1983). Theory of the Firm: Managerial Behavior, Agency Costs, 
and Ownership Structure. Journal of Financial Economics, 3: 305-360. 

Jha, A.K., Oray, E.J. , & Epstein, A.M. (2010) The Effect of Financial Incentives on Hospitals That 
Serve Poor Patients Annals of Internal Medicine Sept. 153:299-306 

Kneipper, R. (2010). Hospital Governance Gone Awry, For Your Advantage, p.3.  

Levine, S.  Hospital has a New Name and Outlook. Washington Post (online) 
http://www.washingtonpost.com/  May 30, 2008. 

Lewis, C.B. (1996). The Changing Face of Hospital Governance. Healthcare Executive Sept/Oct: 12. 

McDonagh, K.J. (2005). The Changing Face of Healthcare Boards. Frontiers of Health Services 
Management; 21(3): 31.  

http://www.miamiherald.com/�
http://www.floridasterling.com/08%20Open%20House/ShandsProfile.pdf�
http://www.nyt.com/�
http://www.washingtonpost.com/�


 

The Washington Economics Group, Inc.  Page 30 
 

Mesmer-Magnus, J. & DeChurch, L. (2009). Information sharing and team performance: A meta-
analysis. Journal of Applied Psychology, 94(2): 535–546. 

Meyer, J. W. & Rowan, B. (1977). Institutionalized organizations: formal structure as myth and 
ceremony. American Journal of Sociology, 83:340-63. 

Mizruchi, M.S. (2004). Berle and Means Revisited: The Governance and Power of Large U.S. 
Corporations. Theory and Society, 33(5): 579-617.  

National Public Health and Hospital Institute Report. Best Practices in Pubic Hospital Governance: 
An Assessment of Proposals to Restructure the Cook County Bureau of Health Services A 
Report to the Union League Club of Chicago and Concerned Citizen of Cook County LLC, 
May, 2008. Larry Gage and David Gross, Ropes & Gray LLP pp. 1-28. 

North, D. (1990). Institutions, Institutional Change and Economic Performance. Cambridge, UK: 
Cambridge University. 

Paulin, A. (2005). Westchester County Health Care Corporation: Current Financial Crisis – Why? 
What Next? Report prepared for the New York Assembly.  

Peregrine, M. W & Schwartz, J. R. (2003). Taking the prudent path: Best practices for not-for-profit 
boards. Trustee, 56 (10): 24.  

Pfeffer, J. (1973). Size, Composition, and Function of Hospital Boards of Directors: A Study of 
Organization-Environment Linkage. Administrative Science Quarterly, 18(3): 349-364. 

Pfeffer. J., & Salancik, G. (1978). The External Control of Organizations: A Resource Dependency 
Perspective, Harper and Row, New-York, 1978.  

Pointer D.D. & Ewell, C.M. (1995). Really governing: what type of work should boards be doing? 
Journal of Health Care Management, 40(3): 315-31.  

Ocasio, W. (1997). Towards an attention-based view of the firm. Strategic Management Journal, 18: 
187-206. 

Orlikoff, J. E. (2005). Building Better Boards in the New Era of Accountability.Frontiers of Health 
Services Management, 21(3): 3.  

Saidel, J.R. (2002). Guide to the Literature on Governance: An Annotated Bibliography. BoardSource 
Washington, D.C. pp. 1-119 

Scott, W. R. 1995. Institutions and Organizations. Thousand Oaks, CA: Sage. 

Shands Healthcare (Online). About Shands  http://www.shands.org/default.asp/ Accessed Online: 
March 31, 2011. 

Sibert, R. I. (2006).  Privatization and corporate governance. Mining synergy from conflict across 
sectors: A case study. Ph.D. dissertation, University of Delaware Accessed March 31, 2011, 
from ABI/INFORM Global.(Publication No. AAT 3200537) 

 

http://www.shands.org/default.asp/�


 

The Washington Economics Group, Inc.  Page 31 
 

Stewart, N. and Levin, S. Hospital Deal Gets Financing from D.C. Despite Warning, $79 Million 
Backed Washington Post (online) http://www.washingtonpost.com/  Oct 24, 2007. 

Tampa General Hospital (Online). Who We Are   http://www.tgh.org/index.htm/ Accessed Online: 
March 31, 2011. 

Thomas, J. B., Clark, S. M. & Gioia, D. A. (1993). Strategic Sensemaking and Organizational 
Performance: Linkages among Scanning, Interpretation, Action, and Outcomes.  Academy of 
Management Journal, 36(2): 239-270. 

United Medical Center (Online). About http://www.united-medicalcenter.com/ Accessed Online: 
March 12, 2011. 

Westphal, J. D. & Zajac, E.J. (1995). Who Shall Govern? CEO/Board Power, Demographic 
Similarity, and New Director Selection. Administrative Science Quarterly, 40(1): 60-83.  

WestChester Medical Center (Online). About Westchester Medical Center, 
http://www.worldclassmedicine.com/ Accessed Online: March 12, 2011.  

Zajac, E.J. & Westphal, J.D. (1996). Who Shall Succeed? How CEO/Board Preferences and Power 
Affect the Choice of New CEOs. Academy of Management Journal, 39(1): 64-90.  

  

http://www.washingtonpost.com/�
http://www.shands.org/default.asp/�
http://www.united-medicalcenter.com/�
http://www.worldclassmedicine.com/�

