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A Lack of Accountability
Hospital leaders need to think carefully about what they measure and how they dole out rewards. 
These days, there is no shortage of interest in accountability. Yet, given the frequency with which a commitment to accountability is evoked, it's striking what a scarce commodity it appears to be. Ultimately, accountability starts and ends in the executive suite. So why do we fail to deliver the results we promise? Here are some reasons:

Accountability focuses too much on performance and too little on accomplishment. Far too many management teams hold themselves accountable for performance and fail to toe the line on accomplishment. Plans, whether they are strategic plans, operating plans or capital plans, deal with accomplishment. They say, "Here's what we're going to do and when we're going to do it." Yet, incentive compensation and other forms of employee compensation overwhelmingly deal with performance, which isn't always an outcome of accomplishment. 

Organizations will perform at some level regardless of whether they've accomplished what they committed to. Thus, an organization may achieve a financial performance target without accomplishing what it planned. In other words, it can hit the target by accident.

Results have become increasingly distant from decisions. Action and the real value-creating work of the organization frequently take place several levels away from the decisions that initiate them. Executives and managers aren't sufficiently present on the front line, so they can't monitor the results with any degree of intimacy and timeliness.

Results that aren't monitored with reasonable consistency and continuity also become separated from the decisions that initiated them. By the time they translate into performance, results are diffused in terms of cause and effect. Distance across the organization and through time makes it impossible to determine whether action 1 produced result B or whether it was some combination of actions 1, 2 and 3. Accountability requires a heavy dose of what is described at Toyota as genchi genbutsu, which translates roughly into, "Go see for yourself to thoroughly understand the situation."

Accountabilities too often lack the endorsement and insistence of top leaders. Renowned Harvard Business School professor the late Ted Leavitt consistently and persistently asked faculty members a single question, "What did you do today to help important people in important organizations make important decisions?" Ed Miller, M.D., CEO of Johns Hopkins Medicine, asks those he encounters what they've done to improve patient safety.

Health care organizations are complex. They really are. But that complexity creates a fog that can legitimize or excuse a lack of accountability. Physicians won't comply, there's a nursing shortage, reimbursement is declining and technology is disruptive. All of these things are true. The environment is wild and uncertain. But absent commitment to realistic accountabilities, the organization might as well jump into a raft without a paddle, shove out into the whitewater and pray for the best.

In health care, accountability systems embody incentives but few disincentives. Most incentive programs for executives are layered on top of existing compensation levels. Rather than adjust base compensation down to create a broader range of upside and downside, too many executive teams just take care of the upside. If you miss some of your upside potential, you'll be disappointed. But face the prospect of giving up some of what used to be your base and you can discover riveting motivation.

The wrong stuff becomes the basis for accountability. What gets measured? Too often just the measurable stuff. And the things that are easiest to measure. Dollars are easy to measure. Relationships with key physicians are a different matter.

Accountabilities are insufficiently specific. Amorphous multivariate targets not deconstructed into more specific accountabilities assigned to small groups and individuals is no accountability at all. It is a law of nature that big things that work are made of many small things that work. You should be able to draw a direct line between the accountabilities in the executive suite and those on down the organizational chart to where value is created at the interface with a patient. You should be able to look at the target and know how many arrows hit it and where.

Transparency is murky. There's a big push for transparency these days. That's a very good thing, because accountability blossoms in the light. But still too many results remain hidden out of self-protection, embarrassment or pride. Peer pressure is a powerful catalyst for accountability. Knowing that colleagues will see your performance can drive a lot of behavior. In a positive and supportive organizational culture, it also can quickly bring attention, resources and assistance to an executive (or caregiver) who may be overwhelmed.

Accountabilities are unrealistic. A stretch goal is a wonderful thing, but it shouldn't stretch into the realm of lunacy. Unrealistic expectations related to accomplishments and performance erodes credibility in a hurry. The executive team that proposed them and the board that approved them lose credibility too. People are slow to align with hallucinations. Current commitments to "zero defects" live in the zone of fantasy. Most doctors and nurses know that the human body isn't the same as a car door.

Everyone's accountable. There's an old saying where I grew up: "The quickest way to starve a herd of cattle is to make all three of your sons responsible for feeding them." Much of the accountability in health care today is assigned to the executive team overall. Which means no one in particular is accountable. Some of this comes back to the focus on performance and inattention to accomplishment.

Performance measures like market share, volumes, patient satisfaction, margins and quality are so multifaceted that it's impossible to isolate the chain of events, the individuals and the submeasures that have significant impact on the performance. You can't hold one person accountable, so you don't. And the cows starve. Accomplishment is a different matter. Either you did something you committed to or you didn't.

Most executive accountability systems foster a support group mentality. Since responsibility is diffused and results can easily be attributed to the entire executive team, there's a tendency to form a tight circle, hold hands, pat backs and chant, "We did good" or "We couldn't help it" or "It's beyond our control." Reluctance to identify a failure and deal with it often results from a tacit agreement not to assign blame, thus transforming the executive team into a mutual protection league.

Boards don't demand accountability. Board members who would quickly take names and kick butt in their own organizations too often turn to mush when it comes to making health care executives meet definable commitments. Some of this timidity results from being overwhelmed by the arcane language and complexity of health care. Board members don't ask questions or push a point because they're unsure of their footing and don't want to be embarrassed. One of the most important things board members can do is to insist that the commitments embodied in the organization's strategic plan be reflected in the accountabilities of executives.

The strategic plan lives in the realm of accomplishment. It says, "Here's what we intend to become and here are the most important things we're committed to doing." Appropriately developed strategic plans have the benefit of board involvement and approval. One way for board members to productively and constructively improve accountability is to ask consistently, "Are you accomplishing what you said you would accomplish when you said you would accomplish it with the resources you said you needed?"

If the answer to any part of that question is no, then the next two questions must be, "Why not?" and "What are you going to do differently?"

Too many executive teams sandbag. It doesn't take an intelligent person long to recognize that the best way to ensure you achieve your commitments is to keep the bar low. Some incentive compensation targets are set so low as to be laughable. Unfortunately, the boards that approve executive compensation arrangements are often ill-equipped to judge whether there's any stretch in the targets.

There's a sense that the only thing that drives accountability is money. Incentive compensation has become an article of faith in many health care organizations over the past couple decades. And it has its place. But if it's not balanced in its scope and judiciously applied, it can become a self-serving monster. I've seen executive teams in desperate pursuit of their bonuses run roughshod over the best interests of the community and their organization.

Those who look at a bonus check as necessary grease on the skids to high performance should pause and recognize that some of the most respected and highest performing organizations in health care obtained their status with outright prohibitions on incentive compensation. That's the case at both Mayo Clinic and the Cleveland Clinic. They pay well but they don't use incentives, because their founders saw such compensation as an anathema to the pursuit of the best interest of patients.

In their book Toyota Culture: The Heart and Soul of the Toyota Way, Jeffrey Liker and Michael Hoseus point to extensive research in social psychology that suggests pay for performance and incentives play less of a role in producing results than most assume. Here are a few of their observations:

· "Simply setting challenging but realistic goals and measuring performance relative to the goals almost always increases the chances of achieving the measures, whether there are monetary awards attached or not." 

· "Generally speaking, money motivates people to direct their energy toward doing exactly what is needed to make more money. For example, if a cab driver gets paid by how many miles he logs driving passengers, the cab driver will drive faster to maximize how much money he takes in." 

· "Pay someone to do a job that is otherwise intrinsically interesting and they will not find it so interesting and will be less likely to do it again unless they get paid." 

Leadership accountability in health care is a critical concern. Not only will the pressure to produce demonstrable results continue to increase, so will the realization that those results won't be achieved without more disciplined commitment from leaders, including an expanding cadre of physician leaders.

As hospitals employ growing numbers of physicians, they should consider what accountabilities they want from their physician organizations. Already, many hospitals have begun to move physicians to productivity-based compensation. Such an approach makes physicians accountable for the number of patients seen and the number of relative value units (RVUs) produced. As a result, some hospitals are beginning to see significant reductions in the losses associated with their employed physicians.

But some hospitals will likely also find they are establishing an "RVU culture" that keeps the doctor's hand on the doorknob and eyes on the clock. The impact on patient satisfaction and quality is likely to be negative. It will also become increasingly difficult to get these physicians to give up "productive time" for "unproductive time" spent on initiatives related to managing the cost, quality and accessibility of care in their practices and in the hospital. As Liker and Hoseus concluded, executives "need to be very careful about what they measure, what they do with the measures and what they single out for rewards."

Originally published in Hospitals & Health Networks Weekly
Copyright © The Beckham Company

          A Lack of Accountability – May 2009 (Accountability)


1

