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Welcome	
  to	
  New	
  York	
  City	
  



MART AND HOSPITAL PAVILION!



CHILDREN’S HOSPITAL UPDATE!



•  Who am I?!
•  How to control cost?!
•  Why is it important to improve quality & safety?!
•  How do physicians fit in all this?!
•  Can we be optimistic about the future?!

LAVER’S INSIGHTS!



A	
  Life	
  Spanning	
  Three	
  Con;nents	
  A Life Spanning  over Three Continents 



Romania	
  



Israel	
  

Romania	
  



	
   	
   	
   	
  1982	
  

Israel	
  

Romania	
  



Israel	
  

Romania	
  

United	
  States	
  



Israel	
  

Romania	
  

United	
  States	
  



Faculty	
  Posi;ons	
  
	
  

	
  
AHending	
  Physician/Assistant	
  Member,	
  
1985-­‐1989	
  
	
  
Director,	
  Pediatric	
  Hematology/Oncology	
  and	
  
Professor	
  of	
  Pediatrics,	
  1989-­‐2000	
  
	
  
Jesse	
  Ball	
  DuPont	
  Professor	
  and	
  Chairman	
  
Department	
  of	
  Pediatrics,	
  2000-­‐2008	
  

	
  
Clinical	
  Director	
  &	
  Execu;ve	
  Vice	
  President;	
  
Member	
  &	
  Endowed	
  Chair,	
  2008-­‐2013	
  
	
  
Chief	
  Medical	
  Officer	
  2013-­‐present	
  



•  Who am I?!
•  Why & how to control costs?!
•  Why is it important to improve quality?!
•  How do physicians fit in all this?!
•  Can we be optimistic about the future?!

LAVER’S INSIGHTS!



U.S. hospital costs are 70% higher but utilization is  
30% lower than other developed countries 

Source:  Anderson,  GF.  Frogner , BK. Health Affairs,  November 2008 
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High U.S. Spending Is Not Due Primarily to Over Use of Services!

Percent of 
GDP 

Real Annual 
Avg Growth 
Rates (%) 
1970-2005 

Inpatient 
Spending per 

Capita 
(U.S. $ PPP) 

Inpatient 
Acute Care 
Days per 

Capita 

U.S. 15.3 4.4 $1526 0.7 

OECD Median 9.1 4.1 (2.3-6.8) $904 1.0 (0.4-2.1) 



Price of U.S. Services are Considerably Higher!
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Source: Topher,  S.  Annals of Internal Medicine  October 2012 

Average US generalist, income = 5x average US worker.  

Average US specialist, income = 10x average US worker. 

Average OECD generalist, income = 2x average OECD worker. 

Average OECD specialist, income = 2.7x average OECD worker. 

Price of Services 
(in US Dollars) 

US France Switzerland 

Routine Office Visit 89 23 64 
Cost per hospital stay 15,734 3,396 4,566 
Hip replacement surgery 
(hospital and physician) 

38,017 11,353 17,521 

Coronary Artery Bypass graft 
(hospital and physician) 

67,583 16,140 25,486 



Technology Will Lower Costs and Increase Benefits of Care: 
 

1.  Sustaining long-term reductions in the cost of care will 
rely more on productivity rather than efficiency 

2.  Productivity strategies will require innovative technology 

3.  Communication and information technologies can play a major role in 
improving productivity 

4.  The same technologies can be used to raise the benefits of care through 
personalization, transparency, self service and other mechanisms 

1
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Role of Technology:!



“In your own words, how would you define “value” in healthcare? 
Please be specific.” (unaided response) 
 

Neither Cost or Outcome 

Not Sure 

For Most Patients, “Value” is Neither Outcomes nor Cost!

1
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Physicians 

Patients Cost 

Outcome 

Cost & Outcome 

Cost 

Neither Cost or Outcome 

Cost & Outcome 

Outcome 

Not Sure 

10 20 30 40 

Source:  Quintiles, The New Health Report  2011 



COST- WHY SHOULD PHYSICIANS CARE! 

 
 

	
  	
  



BIG DATA 

Size and Scale of Available Technology will be Far Beyond Anything 
Comprehended or Utilized to Date 

PERSONAL 
SOCIAL 

•  Quantity and Velocity 

•  Data Supply Chain vs. 
Data Lake 

•  Hyperscale Hardware 

•  Internet of Things 

In 2017, the equivalent of all movies 
ever made will cross the global internet 
every 3 minutes 

Source: Accenture Technology Trends 2014 ; 
Cisco  VNI Global Mobile Data Traffic Forecast 2013 – 2018  ( January 2014) 

Copyright © 2014 Accenture. All rights reserved. 19 



Challenge:	
  Turn	
  EMR	
  into	
  a	
  simple	
  Visual	
  



Simple	
  self-­‐explanatory	
  visual	
  	
  	
  	
  



January	
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normal	
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Mass	
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Chest	
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same	
  

normal	
  

normal	
  

normal	
  

No	
  mass	
  

Nodule	
  
remains	
  
same	
  

Had	
  MI	
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Synthesis/Display of Complex Information in EMR Visualiza;on	
  of	
  EMR	
  



BIG DATA!
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Big data: Connecting the Partners!
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BIG DATA!





Uninsured  +  Medicaid  Members


Medicaid	
  Members	
  Data	
  from	
  DSRIP	
  2012;	
  Uninsured	
  data	
  from	
  ACS	
  2012	
  5	
  Year	
  Es;mate	
  	
  

n	
  =	
  387,290	
  

Hot  Spot  Map:  Medicaid  and  Uninsured  in  Suffolk  County




Hot  Spot  Map:  Spanish  Speakers  Suffolk  County


Census	
  2011	
  Language	
  Mapper	
  

Does	
  not	
  speak	
  English	
  “very	
  well”	
  



”


hHp://www.ny;mes.com/2014/10/05/magazine/can-­‐big-­‐data-­‐tell-­‐us-­‐what-­‐clinical-­‐trials-­‐dont.html?_r=0	
  



PERSONAL 

Source: Accenture Technology Trends 2014 ; 
Cisco  VNI Global Mobile Data Traffic Forecast 2013 – 2018  ( January 2014) 
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BIG 

Consumers Demand Technology Becomes Highly Personalized and 
Available on Their Terms 

By 2018, there will be 5 billion global 
mobile users and 10 billion mobile-ready 
devices and connections 

SOCIAL 
•  Context Aware 

•  Augmented 

•  Digital 
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SOCIAL 

BIG 
PERSONAL 

Social Tech Extending Beyond Status Updates to Content Creation,  
Self Service and Behavioral Change 

•  Community 

•  Self–Organization 

•  Crowd Source Content 

•   Workforce 
Source: Accenture Technology Trends 2014; 
Pew Research Internet Project 2013 

Social networking site use by 
age group, 2005-2013 
(% of Internet users in each age group  
who use social networking sites, over time) 
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•  Who am I?!
•  What’s next to control costs?!
•  Why is it important to improve quality and safety?!
•  How do physicians fit in all this?!
•  Can we be optimistic about the future?!

LAVER’S INSIGHTS!



Ø Because it is the right thing to do:!
!1. For patients!
!2.Providers!
!3.Payers!

QUALITY AND SAFETY!





•  The people responsible and 
accountable for maintaining 
Quality on the front end will 
interact with the quality data 
reports (e.g.: NHIQM) 
program on a continuing 
basis 

 
•  Data  will inform the 

processes, so changes can 
be made in real time 

 
•  NMs, Physician Leads and 

Quality staff will interact with 
each other to make changes 
and achieve compliance 

 

FOR PATIENTS: A PROMISE OF A IDEAL 
PATIENT EXPERIENCE!



• Big	
  Q=	
  Best	
  medical	
  care	
  delivery	
  with	
  best	
  possible	
  
health	
  outcomes.	
  

• Become	
  top	
  10	
  on	
  the	
  UHC	
  list	
  in	
  Safety	
  and	
  
Accountability	
  in	
  5	
  years	
  (10-­‐20	
  points/year).	
  
!

  QUALITY: VISION!



INTEGRATION OF CURRENT STRUCTURE 
INTO 5 FUNCTIONAL GROUPS!
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BIG Q: ORGANIZATIONAL ALIGNMENT TO BEST 
PRACTICE MODELS!

Malcolm	
  Baldrige	
  	
  
NaDonal	
  Quality	
  Award	
  

ANCC	
  Magnet	
  
RecogniDon	
  Program	
   Big	
  Q	
  

Leadership	
  and	
  Strategic	
  Planning	
   Transforma;onal	
  Leadership	
  and	
  
Structural	
  Empowerment	
  

Strategic	
  Advisory	
  and	
  5	
  Func;onal	
  
Groups	
  

Measurement,	
  Analysis,	
  Knowledge	
  
Management	
  

New	
  Knowledge,	
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  and	
  
Improvements	
  

Analy;cs,	
  Process,	
  Prac;ce	
  

Workforce	
  Focus	
   Exemplary	
  Professional	
  Prac;ce	
   Workforce	
  Engagement	
  and	
  People	
  

Process	
  Management	
   Exemplary	
  Professional	
  Prac;ce	
  ,	
  
Empirical	
  Outcomes	
  

Process	
  

Results	
   Empirical	
  Outcomes	
   Ideal	
  Pa;ent	
  Experience	
  



– Do not harm me (patient safety group)!
– Cure me and alleviate my suffering (process and practice group)!
–  Treat me with respect (analytics and practice)!
– Do not let me wait/get me to the right place (analytics, process)!
–  Keep me well (work force engagement, process)!

FOR PATIENTS: ALIGNMENT  WITH 
PATIENT CENTEREDNESS!



CURRENT	
   FUTURE	
  

Structure	
  by	
  roles	
   Designed	
  for	
  func;on	
  

Perpetuates	
  silo-­‐type	
  work	
   Inter-­‐professional	
  shared	
  governance	
  

Driven	
  by	
  outcomes	
  and	
  old	
  data	
   Informed	
  by	
  real	
  ;me	
  data,	
  focusing	
  on	
  
both	
  key	
  processes	
  and	
  outcomes	
  

Cross	
  service	
  ambiguity	
  regarding	
  
authority,	
  responsibility,	
  and	
  ownership	
  

Framed	
  by	
  known	
  models	
  of	
  success	
  

Limited	
  buy-­‐in	
  at	
  the	
  unit	
  level	
   Streamlined	
  to	
  support	
  service	
  lines	
  and	
  
units	
  

Directed	
  versus	
  supported	
  work	
   Supports	
  unit-­‐based	
  focus	
  on	
  the	
  Stony	
  
Brook	
  brand	
  promise	
  of	
  the	
  ideal	
  pa;ent	
  
experience	
  

Not	
  linked	
  to	
  overall	
  organiza;onal	
  
changes	
  

Hinged	
  to	
  other	
  structural	
  changes	
  in	
  the	
  
organiza;on	
  

BIG Q: LOOKING TOWARD THE FUTURE STATE!



 
 

 FEEDBACK & RISK  
Improving Patient Safety, Service Recovery 

and Risk Management!

BUILDING A CULTURE OF SAFETY!



RL6 Risk = SB SAFE!
•  Endorsed by AHA,1500 clients include Presbyterian, MSK, Cleveland Clinic!
•  SBUH already utilizes Claims Management  & Patient Feedback modules!
•  Product review by physicians, nurses, pharmacists, IT staff, Risk & Quality 

Management, CMO, Regulatory & Safety AD, DIO!
•  Quick entry mode< 5 minute entry on one page using UHMC sign on !
•  Report creation with drill down capability!
•  Customizable email alerts (VIP, fall risks, readmits) !
•  Links to patient, staff directories, hospital formulary!
•  Patient Safety Organization linkages to Best Practice data!
RL6 Peer Review!
•  Stores peer review data in one place, offers secure, role-based user access, 

distributes sensitive files, sends review invites/notifications, documents 
results !

!



!
Ease of Report Submission and Manager follow up!
!
Feedback to Users subsequent to report submission!
!
Ease of Report Creation with Drill Down capability!
!
Comprehensive Software Module Integration!
!
Trending, Analysis and Dissemination of Data and Report results!
!
Programmatic acceptance, sustainability and resources are essential to identify opportunity, 

understand and improve Patient Safety!
!
!
!
!
!
!
!
!
!

CULTURE OF SAFETY!
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•  Who am I?!
•  What’s next to control costs?!
•  Why is it important to improve quality?!
•  How do physicians fit in all this?!
•  Can we be optimistic about the future?!

LAVER’S INSIGHTS!



Leaders are often chosen primarily for characteristics 
that have little or no correlation with a successful tenure 
as leader:  
•  Examples of such include a long bibliography, scientific eminence, institutional 

longevity, ready availability, a willingness to not “rock the boat” or to accept 
inadequate resources. 

•  It is surprising how often management skills, interpersonal skills and 
experience are undervalued. One should ask what critical skills are absolutely 
essential for that role at that time in that particular settings.     

 
             Simone’s Maxims, 1999 

PHYSICIANS’ LEADERSHIP!



Ø  The purely clinical chair (“do not blind me with science”)!
Ø  The MD/Scientist chair- focused on cells!
Ø  The business oriented chair- building programs*!
Ø  The “clueless” dean- not a clinician nor a scientist!
Ø  The leader with no clinical experience making clinical 

decisions… !

PHYSICIANS’ LEADERSHIP-LAVER’S EXPERIENCE!



•  Implementing evidence-based practices and reducing 
variability within similar services. !

•  Lack of physicians’ involvement and leadership in quality 
projects and their lack of buying in.!

•  Developing a cadre of physicians interested in moving the 
needle (quality “champions”). !

•  Exciting initiatives; for instance, the expansion of Palliative 
Care.!

 PHYSICIANS’ ENGAGEMENT!



Quality of Life Service/Hospice Patient Involvement
!!

!
•  Patients needing service were seen in 

approximately 25% of instances in 2008!

•  In three years, nearly 95% of patients were 
seen by the service!

!
!
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Department of Clinical Transformation          1/2015!

 
Purpose: Improve utilization of Hospital Observation (HOB) on patients readmitted to 
the hospitalist service in less than 30 days of discharge.   
 
Intervention: Creation of an alert which prompted ED physicians to contact the 
hospitalist service to evaluate and disposition patients who are potential 30 day 
readmissions.  
 
Results:  
1.  Reduction in the number of inpatient admissions on patients presenting to the ED 

within 30 day of discharge 
2.  Increase in the number of patients put in hospital observations on patients 

presenting to the ED within 30 day of discharge 
3.  Increase in the number of patients put on HOB and discharged WITHOUT 

admission 

 
 
  
 

 

PHYSICIANS’ ENGAGEMENT - 30 DAY READMISSION!

30 Day Readmission Rule was Implemented  
November 25, 2014  



Department of Clinical Transformation 1/2015!
!

30 DAY READMISSION!
!

24.23	
  

60.09	
  

2	
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  To	
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  Interven;on	
   2	
  Months	
  Aper	
  Alert	
  Interven;on	
  

Percent	
  HOB	
  Use	
  	
  	
  

Every patient that is put on HOB represents an opportunity to prevent an 
admission 



READMISSION RATE 
MEDICARE ONLY!

Prepared by Leanne Merill!
Care Management Department!

!
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  Readmission	
  Rate	
  

Please note that this information is subject to change. The information provided is current state and may change depending on 
status changes and final coding. Please contact the Department of Care Management for any additional information regarding this 
clause.  



    Claim:   Van Halen's standard performance contract contained a provision calling for them to be provided backstage with a bowl of M&Ms from which all the brown candies has been removed. 
Read more at http://www.snopes.com/music/artists/vanhalen.asp#FsAzZzApdAXyExBc.99 

Van Halen's standard performance contract contained a provision calling for them to 
be provided backstage with a bowl of M&Ms from which all the brown candies have 
been removed. 
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“The future ain’t what 
it used to be.” 

 
- Yogi Berra 

!

OPTIMISM?!



Expect	
  the	
  unexpected	
  and	
  be	
  ready	
  to	
  take	
  risks…	
  





•  Surviving is not good enough- Thriving is important!
•  Administrators can make decisions that affect different 

populations!
•  Cost is not everything-Quality matters!
•  Rapid change that we are not prepared for- Pediatricians 

are used to it!
•  Family Centered care-pediatrics was ahead of the curve!
•  The concept of Medical Home- pediatrics well adjusted!
•  Balancing the clinical vseducation and reseach missions!

PEDIATRICIAN’S PERSPECTIVE!



Like	
  any	
  good	
  wine,	
  it	
  is	
  all	
  about	
  being	
  proud	
  of	
  what	
  we	
  
do…	
  



•  Adjust to the new environment-can be fun (GME, new 
technologies, etc.)!

•  Health System Partnerships offer a tremendous 
opportunity- building networks!

•  Making decisions that can affect many lives (although for 
me it has been very rewarding to impact one life at a time)!

•  Integrating innovation into daily management!
•  A gentle approach to management goes a long way-

educate our peers!

OPTIMISM- WHAT’S NEXT!



When it gets tough, just remember to hang on! 
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Thank you! 


