	I
	April 2011

	
	Sophie Clyne
Author Website:

 www.worldhealthtour.weebly.com  




	[New York Presbyterian Hospital; An organisation that works in a system that doesn’t. 

An NHS Managers Study Trip

	


Foreword and Acknowledgements

I’d like firstly to thank Bob Kelly and Gail Ryder; both great leaders at NYP who accommodated my visit so superbly. The openness and generosity they showed me was replicated in all those professionals that I met at NYP. I’d also like to thank John Clark and the NHS Institute for facilitating in setting up this study trip. 
This study visit is a part of a longer heath research tour, which has taken place across Australia, Holland, America and Canada. I learned a great deal in my time, at NYP, and had true insight into the challenges, frustrations and rewards that exist in other countries, cultures and organisations. I believe that we can learn a great deal from keeping our eyes open and horizons wide, and by truly understanding and valuing the experiences of our neighbours as well as our own teams.
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Abstract
The aim of this paper is to provide a case study of an organisation that works exceptionally well in a system that currently is essentially flawed in providing a sustainable infrastructure and an equitable foundation for healthcare. 
I will give an overview of the health system New York Presbyterian (NYP) exists in to offer some clarification, and will then consider specific organisational aspects of NYP’s successes and struggles. I will note throughout my own experience and thoughts on comparisons with the National Health Service (NHS), and conclude with some suggestions the NHS could develop. 
Although the paper doesn’t use the specific methodology of Appreciative Enquiry, I have used the fundamental assumptions that this approach is based on;
Appreciate: v., 1. valuing; the act of recognizing the best in people or the world around us; affirming past and present strengths, successes, and potentials; to perceive those things that give life (health, vitality, excellence) to living systems 
Enquire: v., 1. the act of exploration and discovery. 2. To ask questions; to be open to seeing new potentials and possibilities. 
I will appreciate and recognise the strengths NYP has through a series of exploratory interviews with the key leaders in the organisation, considering what is important in a healthcare organisation, with particular applicability to the UK’s NHS. 
Introduction; setting the context
United States Healthcare Insurance
The American Healthcare System is one of the only systems in the developed world that does not have universal cover, although it does have significantly funded public health components. Funding comes from federal and state resources directly to hospitals. Medicare (healthcare for the elderly) payment comes from Federal funding, with the same guidelines and requirements across America, and Medicaid (for low income individuals) is State funded; meaning that the eligibility for Medicaid Healthcare is dependent on guidelines that each State produce. The eligibility levels in the state of New York are comparatively low for Medicaid support, resulting in more individuals being eligible for this support than in other states (Moses, 2011). 
To give some idea of the context that NYP functions in, the financial and insurance framework is an important starting point. This arrangement differs across the States of America, which has a large effect on the number insured and covered in each region. 

The number of uninsured across America is a recognised problem; reported as an average of 16.7% in 2009. When this was broken down to different states, it varied between 4.4% (Massachusetts) to 26.1% (Texas). New York sits at 14.8%, which given the huge cultural variations and high number of immigrants it is comparatively low (figures taken from US Census Bureau, 2009). 
New York has 20% of its population born in another country, compared to 11% across America. 13.7% live below the poverty level and there are 402 persons per square mile compared to the 79.6 average (US Census statistics 2009). This makes for a highly dense melting pot of cultures and ethnicities. The number of unemployed is a key link to health insurance, as many companies offer health coverage as part of their employment package (Buchmueller, Dinardo and Valetta, 2009). 
Those that fall into the gap between Medicaid coverage and employment insurance schemes are often those that are unemployed, but may have assets or another source of income that prevents them successfully applying for Medicaid. There are also an increasing number of companies that are failing to include medical cover within their employment benefits. Additionally, there is the choice that healthy individuals make not to invest in healthcare coverage to save costs. It’s been estimated that one fifth of the uninsured can actually afford but choose not to purchase insurance, one quarter is eligible for public coverage and 56% need financial assistance (Dubay, Holahan and Cook, 2006) The percentage of uninsured that are shown up in the census is thought to be less than the real number of uninsured. A study published by Families USA in 2009 estimated that approximately 86.7 million people were uninsured at some point during the two-year period 2007-2008. This represented about 29% of the total US population or about one-in-three who were under 65 years of age.  Non-citizens are more likely to be uninsured than citizens, with 43% uninsured. This is attributable to a higher correlation of working in a low income job without health benefits, and restrictions on eligibility for public programs. This is particularly relevant in a state like New York with a higher percentage of immigrants. Along with California, Texas and Florida, New York accounts for 7 out of 10 uninsured non citizens across America (Fronstin, 2008).
The consequence of lack of health insurance has significant effects, thought to be the cause of roughly 18,000 unnecessary deaths every year in the United States (Institute of Medicine, 2004). The Harvard Medical School had previously carried out a study in 1997 that found 100,000 people died in the United States every year because of lack of needed care (Himmelstein and Woolhandler, 1997). Being uninsured impacts consumers health in several ways; they are more likely to not see a doctor when unwell, they are less likely to be undergoing and adhering to treatment plans for chronic conditions, and have health that is below average for their age group (Deloitte, 2008).  
As the financial economy is having an effect on the citizens of America, this in turn increases pressure on government resources. In 2008, the Kaiser Family Foundation (Dorn, Garrett, Holahan, and Williams) found that US economic downturns place a significant strain on government programs such as Medicaid. They estimated a 1% increase in unemployment increases Medicaid and State Children’s Health Insurance Program by $1 million and increase the number uninsured by 1.1 million. 
Medical Error Rate is also a recognised issue, with estimations of forty thousand to hundreds of thousands that are killed by medical errors each year in America (Charatan, 1999). The New England Journal of Medicine published a study finding American hospitals injured 20% of all patients every year from 2002-2007 (Landrigan et al., 2010). In comparison; a large scale review in the English NHS found that 6% of over 1000 records had a preventable adverse event (Vincent, 2001). The Commonwealth Fund reported in their International Health Policy Survey that the States had a 23% chance of a medical mistake being made in clinical care compared to 13% in the UK. The percentage of patients that had a medical error when seeing three or more doctors within two years was 34% (Commonwealth Fund, 2002). The reasons behind this higher occurrence are disputed, but one factor is thought to be the disconnection between various medical institutions and diagnostic agencies. 
In 1986, the government introduced the Emergency Medical Treatment and Active Labor Act (EMTALA). This states that emergency departments should treat all emergency conditions irrespective of ability to pay, and was considered a safety net for the uninsured. The financial framework behind this was not established through federal law, and resulted in indirect payments and reimbursements through government programs. It’s been found that these payments are not sufficient, and could only be covering half of what the full cost is; leaving hospitals to pick up the bill and particularly vulnerable in areas such as New York where this is a more common occurrence (American College of Emergency Physicians,  2007). There is an increasing pressure on emergency departments, as visits have increased and resources decreased; between 1993 and 2003 emergency room visits in the US grew by 26%, and emergency departments decreased in number by 425 (Institute of Medicine, 2006).

In summary, New York has a high percentage of immigrants (who are statistically less likely to be insured), better than average levels of insurance and lower thresholds for Medicaid resulting in high costs for State funding. Within the American Healthcare System, there is a worryingly high probability of medical error, and a culture of litigation.  The social and economic constraints and challenges are all aspects of the United States Health System that NYP works within. Working within this context there are the financial and emotional pressures of inadequate funding and resources to provide healthcare to all, and the risk of treating so many that are uninsured or unable to pay for care. NYP has to run as a business to survive existence in the American Healthcare Market, whilst providing Services such as emergency care to all. This makes for some tough decisions in patient care and uncomfortable choices regarding the survival of the hospital and of the patient. 

New York Presbyterian 
New York Presbyterian Hospital is a fascinating organisation, full of history and potential. It is composed of two Medical Centers; the New York Presbyterian Hospital/Columba University Medical Center and New York Presbyterian Hospital/Weill Cornell Medical Center, and is affiliated with the medical institutions of Columbia and Weill Cornell Medical Colleges. The Hospital sits distinct from these medical schools, and physicians are employed through the medical school not the hospital. NYP is ranked higher in more specialties than any other hospital in the New York Area by US News and World Report. The NewsHonor Roll has also credited them in America’s Best Hospitals. They have more physicians in America’s Top Doctors than any other hospital in the Nation. 
Funding for NYP
Funding for NYP is complicated with many organisations and layers involved. I will go into a little more detail into this later. Essentially, the majority of funding comes from State (predominately Medicaid reimbursement), Federal (Medicare), Insurance Companies and Individuals. There is block payment of funding to cover Medicare and Medicaid Patients, and also a number of grants; New York State awarded $105 million over 2 years in the form of 19 grants to invest in Healthcare and Community Technology. New York Presbyterian regularly applies and uses these grants. For example, in the area of sustainability they have had numerous awards and successful grant applications. NYP also has a number of benefactors and charitable donations made on a regular basis. NYP exists in a society where market forces rule, and the price is essentially determined by the balance of supply and demand. This is particularly evident in the pharmaceutical and medical supply industries relationship with healthcare providers. 
Areas of Interest and Study; Key Areas
I met with a range of individuals across all areas of the organisation, many in very senior leadership positions. I’m going to channel the information under several different areas; Leadership, Culture, Quality and Safety. I have included more details of the roles of the individuals and interview notes in the appendices should that be of interest.
Leadership

I was fortunate enough to spend time with many of the organisations leaders; meeting twenty nine Managers and Physicians across the organisation. Many had profiled leadership positions, and had high responsibility and accountability at NYP. The leadership styles of these individuals tended to differ according to their background, current role, personality and belief structure. The threads that ran across all individuals were honesty, loyalty, pride, and determination for excellence. Some of the comments really stood out. One individual talked about the value of healthcare being a right for every individual, and the challenges of delivering this in a society where it is often seen as a privilege. They also said that their goal for American Healthcare would be to provide a base level of care that everyone would have access to, rather than allowing some individuals to have no safety net of care; a distressing reality of the current system. Another Vice President that I spoke to talked about the importance of honesty in the organisation and to lead by example; creating an environment and behaving in the way she would like her colleagues and employees to. 
The senior leadership have made some really brave decisions. One example of this is the introduction of ‘Patient Safety Fridays’. This was something introduced to refocus the organisation to prioritise quality and have a consistent message across the organisation and all of its sites. Every Friday, all senior managers and physicians meet on each site to have a presentation and discussion regarding a particular quality indicator. Often data is shared, case studies are discussed and individuals are encouraged to network and contribute. The rest of the day is then reserved for those managers to get out in their departments and wards to discuss the main messages with their staff, carry out spot checks, evaluations and data gathering. No meetings are allowed to be scheduled on any Fridays, and all leaders are required to attend. The trends and changes in quality indicators are monitored and fed back to managers and teams in following meetings. The initiative was developed at a time when it was felt that this level of focus and prioritisation in patient quality and safety was missing, and it came into place several months before an inspection of the hospital was due to take place. It was a huge change to the culture, working practice and expectations of the organisation. A quote that was given to me several times during my interviews was something Robert Kelly (Chief Medical Officer) had said at the time;
 ‘The most important Patient Safety Friday is the one after the inspection’ 
This was in response to the feeling that the initiative was something that had been put in place for the regulatory inspection and would dissipate out once this was over. Several years later the Fridays are still running to full effect and integrated across all the facilities in NYP. This was a huge stand to take in terms of promoting the importance of quality, and the value that the organisation was placing on it. The financial implications of having everyone present for these sessions every week, and potential implications of losing one day a week for meetings and other business was a huge step. One of the reasons this has been so successful, I believe, is the conviction and unity that came from the leadership team regarding the importance of this and their belief in it. 
There was a balance of humility and modesty in the organisation, combined with a sense of pride regarding the superiority and level of quality of the care. This surety is a valuable asset, as it encourages a level of security and faith in an organisation that believes in itself so fervently. The importance of decisions being made at the right level was stressed by some of the more senior leaders; offering freedom for creativity and responsive changes at the right levels. The mix of accountability and social support was also raised with many of those I spoke to; allowing a culture of openness and honesty, whilst also acknowledging the importance of accountability for individuals own actions, in particular for the medical profession.
There was clear investment in the area of leadership by the organisation. I met with several of the Organisational Development Team who discussed some of the programs and training they run. They had been involved in the development and training of the financial map (a tool used to educate managers regarding funding streams and demands). They are also working to install a simulation centre in partnership with the medical school. 
There is a strong presence of clinical leaders already in positions of responsibility at the organisation. The value placed in clinical leadership is there but has its frustrations. One of the main challenges described to me was the role of the physician and how this has evolved. My impression was that physicians in the organisation tended to be reluctant to use pathway management software or evidence based medicine. This was attributed to the training that goes on in medical schools, and the comparison of medicine being more of an art than a science.  There has previously been leadership training within clinical courses, although this has varied over years due to funding. The role of the physician in America still appears to be very much the lone ranger; they operate independently and are solely responsible for the patients care. This is to the extent that all medication has to be administered by the responsible physician. Once they have reached a certain level of training and reputation they have a great deal of freedom in terms of which insurance plans they are part of, and the work they do. More so than the UK, physicians often become minor celebrities and are used as the attractions to have care at a particular hospital or unit. The list of top physicians in the country is taken very seriously. Physicians have the freedom to independently decide on medication choices, length of stay and treatment plans. These are all important cultural considerations, and clearly have an effect when considering different working practices. This may also vary across States and organisations; for example Kaiser Permanente is an American Healthcare Organisation where physicians are a key component. It would be interesting to look in detail at whether employment segregation has an effect. 
Culture

The importance of the leadership style and environment at NYP directly links to the culture and community that is created by the senior leaders. The leadership decisions that NYP executives made have created a culture that appears to be highly safety and risk conscious, patient focused, and with an emphasis on quality in a robust business model. Due to the nature and size of NYP, it would be very easy to have a system that is fragmented and disjointed, and a lot has gone into avoiding this. There has also been a relatively recent change in culture with the two medical centres joining together. This has resulted in two different cultures working alongside one another, with some common goals and principles but each maintaining their own identity. 
In addition to the collaboration of the different campuses, there is also the collaboration that exists with the medical school and the physicians as outlined above. As doctors exist separately from the hospital, and are unaware of the costs the hospital incur through their clinical choices, it may be that they use more expensive diagnostic testing and may be more likely to keep hospitals in beds longer A study looking at the reasons behind medication choices of doctors in the US found that the most common influencing factors were pharmaceutical promotion channels, physician detailing, and journal advertising have the highest marginal effect (Misra, 2005). Whether they pick a more expensive drug company or the generic manufacturer may be based on whom they know or their memory for a particular drug name. This may also be the case in the UK, but perhaps not as transparent in terms of cost to the patient due to capped prescription charges.

 Another study asked physicians from the UK and from America to assess the appropriateness of medical tests, and found that American doctors were significantly more likely to judge clinical tests to be appropriate than UK doctors would (Brooks et al, 1988). There is debate surrounding the role of clinical testing in health, and it is thought to be influenced by physicians' beliefs about the number of tests they should be ordering, disease incidence, the likelihood that testing will affect patient care, and patient expectations. The difference in culture of hospitals and physicians across America and the UK within these areas is thought to have a direct effect on how likely they are to carry out extensive diagnostic tests (Hartley et al, 1987).
The role of physicians within NYP and within America appears to be very culturally different to the UK. In NYP, physicians exist as independent practitioners and are solely responsible for the safety of their patients with very limited auxiliary or nursing support in regards to clinical decisions and medication. There is also huge emphasis placed on physicians own reputation and profile, which is encouraged in polls and surveys regarding highlight the best doctors in the States. This level of responsibility and accountability is in line with the leadership model of the ‘hero leader’ which may not be conducive to a productive team work environment, and could result in the patient become the subject of their care rather than an active player in it. 
Discussions with some of the clinical leaders in the organisation were surrounding the reluctance of physicians in the organisation to follow prescribed care pathways or to use and integrate the healthcare evidence base of research into their practice. This was attributed to several factors, including losing a sense of control and ownership of patients care, and approaching medicine as an art rather than science. In an international study looking at physicians non adherence to evidence based guidelines, they found that the most common reasons for not complying with these were disagreement with interpretation of clinical trials (35%); unavailability of resources (31.3%); and costs (16.9%) (Rello et al, 2002). The Physician role is a very important one at NYP, and how relationships are managed and leadership decisions made is a thoughtful collaboration across disciplines and organisations. 

NYP is currently investing in the area of clinical leadership, and has some great role models that work across both the hospital and schools. They are also using data and activity information to have the more challenging conversations with physicians in regards to treatment of care choices and expectations in treatment plans and length of stay. This is with the aim to have more standardised care pathway plans and less variation in costs across individual practitioners and their patients.
Another cultural aspect of NYP that came across in my time was the importance of financial stability and to maintain a risk adverse ethos. When I spent time with the finance team, they were very clear that they maintained this mantra and it was imperative to remain financially stable. There had recently been a closure in New York of a hospital that had been unable to support itself and eventually closed due to bankruptcy. This is a very real risk in the US, and one that needs to be taken seriously. This could be compared to the Foundation Trust expectation that now exists in the NHS; that if an organisation can’t prove that it is financially viable as an organisation they can expect to be taken over by another Trust.  
The resource that is put into the financial department is huge; within their remit they cover all the billing queries and claims, along with working with departments regarding business proposals and viability. They invest a huge resource in tracking payments and making claims to the various organisations or individuals.  The links with physicians and the finance department of the hospital are tenuous but attributable; many of the choices physicians make have a direct effect on the finances of the hospital. The segregation of billing for physician and hospital is confusing for providers and for patients. It also prevents transparency in costs and prevents physician from having access to costing considerations when making choices. The efficiency and financial driver may be one that negotiates more standardised healthcare and medication management, promoting quality in physician decision choices combined with efficacy rates of medications and evidence based recommendations. 
As shown in NYP, the balance between quality and financial feasibility does not have to be a give and take one. It can be a mutually beneficial relationship that complements one another. The whole philosophy of Deming and Total Quality Management Theory in healthcare that has been adopted by so many is that there is a need to concentrate on quality and find that efficiency savings follow this (Williams and Howe, 2004). Considering the introduction of Patient Safety Fridays at NYP; this has a huge impact on the productivity of managers and leaders across the organisation. The financial impact of introducing this initiative and financial savings it may have had, have not been calculated by the organisation. What have been monitored are the key quality indicators, and the increasing performance on these. This is a clear example of having a robust and sustainable financial framework, but accommodating this around prioritising quality and ensuring patient safety first and foremost. 
I was very interested in the role of the patient in America and specifically NYP; what is the level of choice offered? How much detail can they go into regarding their care? The amount of choice the American patient actually has appears to be limited. As health care plans are generally tied into employment, it is actually the employer that creates this plan which it then assigns to employees. If an individual wanted more choice then there is a premium to have a wider range of access to specialist services and physicians. However, this is an expensive option and one not generally taken up. The choices the average patient does have are to opt in or out of their company’s insurance plan (if they’re employed) or to invest in private coverage if they are not. The role that the patient then plays when they might enter NYP for care would be in partnership with their physician, the hospital and their insurance company. This can be very confusing and time consuming. To encourage patients to have more access and be more active in their health, NYP uses a patient portal. This is an electronic program that patients can sign up to, and are able to have access to all their health records. They can also access preventative health care and information. It is available in Spanish and English, and patients are given access details when they first attend their healthcare appointment. This is a positive step towards providing some ownership and independence to patients who may otherwise feel trapped between providers, payers and treatment. 
Patients also have the option to take legal action should they be unhappy with their care in any way. This could be direct action against the Hospital, or a particular physician. The total cost of defending and settling malpractice lawsuits in the U.S. in 2001 was approximately $6.5 billion (Anderson et al, 2005). Due to the culture of litigation and the commonality of patients suing healthcare providers it is much more common to find defensive medicine, which is thought to account for 9% of healthcare spending (MacClellan, 2005). It is also common for hospitals to take legal action against patients who may not be able to pay medical expenses. This adds an extra element of tension that the hospital, patient and physician must overcome to work successfully and trust one another. 
Quality and Safety
The Quality team at NYP is a good size; there are eighty in the department, divided into two staff groups. One group is responsible for regulatory data and quality, and the other is responsible for innovation and improvement. Six Sigma is the improvement methodology used, and quality specialists work across the organisation within teams to implement particular tools or methods where appropriate. The decision to use just one methodological approach allows consistency and for staff to become familiar and knowledgeable regarding the principles and tools involved. 

There are particular positions in the team called Patient Safety Officers; these are clinicians who spend part of their time in clinical roles and the rest of their time working within the quality team in regard to safety. This is found to be an effective position, and allows a complete focus by these individuals on the safety of patients. 

There are a number of initiatives that NYP uses to promote the importance of quality and safety across the organisation. One of the most prominent of these is the previously mentioned Patient Safety Fridays. Another being the role of the Quality team and the presence of their team dispersed around the organisation. Another initiative is the Schwartz Rounds. These are lunchtime gatherings for front line staff to meet and discuss clinical cases. The point of the forums is to discuss the emotional aspects of patient care, and how a particular case made the staff involved feel. I think this is a great example of encouraging staff to recognise and respond to their own feelings in response to some very stressful cases and situations that they may deal with on a frequent basis. 
The role of Information Technology is an important one in establishing a high level of quality and safety across NYP. Examples of using modern technology to increase level of quality include the use of electronic bar coding for patients and for medication to reduce the chance of medical error. NYP also encourages patients to use the online Patient Portal; this gives access to clinical notes, test results, appointments and general information about any conditions they might have.  

Other great examples of using up to date technology is in the area of bed management. NYP currently uses a bed management software program. However, the program itself relies on manual input from staff that are often at their busiest. NYP is working around this by looking at intelligent bed monitors that automatically track occupancy rates to feed this information back into the system. They are also looking to pilot across a number of areas that combine medical equipment and intelligent technology; for example intelligent IV pumps responsible for administering medication. There were some great examples of really innovative solutions and creativity in how IT could be used to support staff and patients across the organisation. 
During and following my time at NYP, as well as thinking about what they were doing really well, I gave a lot of consideration as to where they were struggling and the barriers and challenges they were facing. I’ve summarised these briefly below:
· The spiralling costs of medical equipment has created a huge burden on American hospitals, Between 2002 and 2004 supply costs for US Hospitals has increased 23% (Financial Healthcare Management Journal, 2005). This was a real concern for some of the individuals I spoke to in terms of increasing financial pressure that is outside their locus of control. 
· The relationship with the pharmaceutical industry and prescription of medication; often physicians may prescribe drugs that they know their patients aren’t going to be able to afford to take. The costs of non adherence to medication are thought to be $100billion yearly and up to 11% of hospital admissions linked to medication (Dunbar-Jacob, 2001). The emotional stress that this also puts on physicians and patients regarding medication adherence and the financial barriers patients are faced with must also take effect. 
· The costs that hospitals are trying to reimburse that come from inadequate Medicaid and Medicare payments from state and federal resources have the potential to further increase pressure as Medicare payments are set to decrease with the Healthcare Reform (Halupa, 2011)

· Currently the cost of emergency care for immigrants without insurance is substantial The Immigration and Naturalization Service (INS) bring injured and ill undocumented immigrants to the emergency departments, but doesn’t pay for their medical care.  Almost $190 million, (about 25 percent), of the uncompensated costs Southwest border county hospitals incurred resulted from emergency medical treatment provided to undocumented immigrants. Currently the cost of seeing those uninsured is absorbed by hospitals. There is then the black hole of those that need care for chronic conditions but are unable to finance this, and keep reappearing in the emergency department. I can only imagine how difficult it must be to go into a caring profession, and be unable to provide time and resources to those that need it. 
· Primary care receives little incentive from government to invest in. There is a Medical Home Programme which focuses care around the home, but compensation levels are not high enough to incentivise this. 
· The litigation culture that exists in America. It is standard for all hospitals to have a fleet of lawyers working full time for them. That is money that could be invested in equipment, clinicians, IT. It can also have dangerous effects on working practice, and may result in overuse of expensive resources such as diagnostic tests and length of stay for patients in hospital, encouraging the practice of defensive medicine. 
· The cost that is invested in recovery of funds is huge, complicated, painstaking and quite commonly unsuccessful. I’ve included a map below to give a simplified idea of the costs that run in and out of NYP: 
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It was in some part due to the complex nature of finance within NYP and the infrastructure it exists in, that a ‘finance map’ for the organisation was developed. This is shared in leadership training and is available for all managers in the organisation to better understand the health economy they exist in. It is a very helpful and visual demonstration of where money is invested and where savings can come from in the organisation. The reality is that for organisations such as NYP to survive and flourish, they need to be financially stable and they need to generate an income. This is why their business planning is so robust, and a great deal is invested in this area to ensure economic stability for the future.
Regulatory bodies are a part of American Hospitals. I spoke with several individuals about the number and effect of healthcare regulatory and inspection bodies, most US Hospitals are working with nine regulatory frameworks and inspections. Unplanned inspections are a part of everyday life for Hospital wards and departments, and NYP have put in many support plans and systems in place to help manage this. The volume and discrepancies in data requests must be frustrating though; one finding that surprised me was the difference in reporting measures for the federal and state programs Medicare and Medicaid; this results in duplication of systems and extra work for staff across the organisation. The differences are attributable to the varying requirements and remit of the different State programs for Medicaid which doesn’t correlate with the measures for Medicare. Again; more work for hospitals, and less time and resource to invest in patient care. 
Summary, Implications and Lessons for the NHS
Despite the constraints that NYP exists under, they have a highly functional organisation with very dedicated individuals that work around these barriers. The emphasis on quality came across in all those I spoke to. I think the biggest symbolic factor in these was the introduction of Patient Safety Fridays; not just the physical presence of being at a large meeting once a week, but the relationships that are given space to develop and the high focus and priority given to the quality indicators that should be at the forefront of all healthcare, but may be neglected when demanding agendas don’t specifically incorporate this focus. There wasn’t one person that I met with who didn’t mention this at some point in our conversation. This is not a new initiative or a fad, but one that has been ingrained for years and taken a clear stand on where the organisation puts quality and safety in healthcare, and the importance of bringing together individuals and developing clear lines of communication across an organisation so large. 
There is a delicate balance and healthy tension at NYP in regards to investment across departments and specialisms. Due to initial investment and resource, they have been able to develop a highly successful sustainability agenda that encompasses environmental, cultural and behavioural aspects of living and working in a greener environment. This initial investment has allowed for growth and further grant and external funding integrating the policies and sustainable practices across the organisation. There is also a committed investment in Information systems and technology to further increase efficiency and quality across the organisation. I was impressed with the patient safety indicatives that were going on, including the barcode wrist bracelets to reduce the chance of medical error, an area recognised across the States as one that needs attention. They also have a dedicated marketing team, a relatively rare commodity within the NHS. They have a designated purpose to promote the work that NYP does and provide positive material to potential patients or business partners. One very effective campaign they recently produced was focused on patient care; different patient stories were shared regarding aspects of patient experience. For example, there was a patient story that linked to the incredible dedication that the staff at NYP show to patients; another demonstrated the latest technology that is available at NYP. These were powerful tools to relate directly to potential patients, reaching a wide range of aspects of care that might appeal to them. 
In terms of what I would pick up from NYP and implant into the NHS, forgiving the very different contexts and cultures that exist between the two, is the adaptability and flexibility NYP have developed to navigate a system fraught with frustration. NYP appears to use innovation and persistence to make the American Healthcare System work so as patients can receive high quality care and minimise dissatisfaction. NYP also has courage in its convictions to follow its initiatives and principles wholeheartedly such as the quality initiatives of the Schwartz Rounds and Patient Safety Fridays.

 Quality and Safety have been very much on the agenda of the NHS in the last few years. The Productive Series which is based on principles of quality and lean methodology has been highly successful. These programs which have been produced by the NHS Institute for Innovation and Improvement have transformed wards across the country and produced dramatic results (Crump, 2011). From experience, the Productive Series toolkits are used in a slightly haphazard way, depending on individual take up in hospitals and wards. Imagine if the NHS as a whole took the opportunity to lead implementation of the principles of the Productive Series across all NHS departments and sites without exception? The successes that have come out of the series would be replicated and the economies of scale would come into effect. The pockets of joint site learning and shared improvement that is currently going on would increase dramatically. One step further would be mirroring some of the principles of Patient Safety Fridays at NYP, and implementing that all NHS organisations (or even all Public organisations?) reserve Fridays for this focus and prioritisation of quality. Managers would have this time to get out there on the floor to monitor and question productive work practice, and promote the importance of these within their staff; tracking changes and developing a clear cycle of action and improvement across the system. Whether it happens across the entire NHS, or across an individual Hospital, in needs to be fully supported and implemented by the leaders of the organisation. Lessons I learned from NYP are that there is no space to do this half heartedly and there needs to be a clear zero tolerance policy. It would be a brave decision to implement this, but one that has paid off in dividends in terms of quality and staff culture and productivity at NYP. 
There is always space for improved safety technology such as patient and medication bar coding, which is happening already in pockets of innovation across the NHS. I would emphasise the importance of integrating these methodologies and the different areas of IT, sustainability, marketing and promotion of services, quality and safety initiatives to make it part of the core business of the NHS. To redefine who we are through a service model that incorporates these elements and supports the patient journey in a holistic way. If an organisation is going to fully embrace electronic patient records and patient bar codes, then it needs to happen across the entire organisation. There needs to be clear reasons as to why the changes are happening, and tangible benefits for patients and for staff. As demonstrated at NYP, these also need to be accompanied by clear leadership and expectations set by the organisations leaders. Using tools such as the financial map at NYP allowed managers to understand where their department funding is coming from, and also where else money is going when they may be in need of extra resource. This kind of education empowers and appeals to individuals, and allows them to come up with alternatives that fit within the restrictions of the context. Although a financial map of the NHS would be very helpful, what is important is transparency in allocation and demands of funding; this is particularly relevant in more fiscally stretched times. 
My time at NYP gave me the opportunity for an insight into a unique organisation that is considered world class in terms of health care delivery. To summarise NYP’s ingredients for success I would include; brave and value driven leadership, loyalty to the organisation and its patients, conservative management of finances and financial risk, and an expectation for excellence. 
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Appendices
Timetable of Interviews and Meetings

	Department
	Met with
	Discussion points
	Transferable Items 

	Managed Care/Contracting Finance
	 Senior Vice President, Finance

Vice President, Finance
	· Medicare and Medicaid each account for 30% of patient activity. Two parts to Medicare; those who have worked and contributed previously and those that pay premiums. 

· Patients don’t generally have a level of choice in provider; they go to who their insurer works with. Insurance companies work with providers to agree on contracts. Patients can pay an extra premium for ‘peace of mind’ to go to any provider (some specialists aren’t signed up to any plans). Patients can only opt in or out of this co payment option at certain time of the year. 

· For HMO’s to function they need to have a high reserve in case of emergency use of insurance (much higher reserve than hospitals). Hospitals can refuse to do business with failing HMO’s. 

· Staff in ED aren’t allowed to ask about insurance or payment. Once patients have stabilized, obligation ends. 

· Huge resource is put into collecting payments and liaising with insurance companies.

· Due to the high number of insurance and provider organisations, this keeps the cost down for patients as prevents monopoly on market. Risk due to failing insurance companies is reduced with larger numbers. 

· Billing process can be frustrating; billing for hospital and for physician kept completely separate. Makes it difficult to think in joined up way.

· Generation of the budget is set in leadership group.

· Remit of Finance team has widened to include psycho education and investment in people. Training is given in E-learning format to provide Health Information Management Services. 8 people are in this team for Revenue Cycle.

· Currently losing most costs through ‘Denial Unit’. Aim of reducing costs loss per annum to $30 million

· Operations team has 100 people; includes billing in different areas.

· Recovery Company is employed for recovering funds from individuals (mostly those uninsured). This has 150 staff

· Electronic billing has allowed for reduction of 9 staff in last year

· Follow up of costs accounts for a huge resource. There is a large resource on billing targets and accurate billing. Medicaid bills have to be admitted within 90 days. 

· A lot of resource is put into compliance and internal auditing. 

· Charge master produces the costs for procedures; there is an agreed costing structure with insurance agencies. Charge Master is used to decide on self pay rates where appropriate. 

· Medicaid patients are encouraged to stay in state, as the Medicaid guidelines differ across state. Due to NY’s lower thresholds, many turn up to the ED for treatment. 

· Finance is a huge element of NYP, and to be risks averse and financially sound are important factors. Proactive in savings and looking ahead. 

· There is a financial planning group that look at revenue, cost and strategy. Certain areas are much higher income (transplant and cardiac)

· Diagnostic tests are decided only by the physician. This results in differing level of cost that is not assigned to pathway. 
	Insurance companies act as advocates for patients. Patient choice comes in what provider they choose, although often this is pre determined by employer

Similar to potential of NHS with choice to opt in for higher payment to have facilities such as private room. Not something in effect yet on larger scale. 

Tension between insurance companies and hospitals, revenue needed by insurance companies to function and how this is obtained. 

Huge costs and pressure on finance department in regards to retrieving payments.

The segregation of billing for physician and hospital is confusing for providers and for patient. Also prevents transparency in costs and prevents physician from having access to costing considerations when making choices. 

Physicians aware of costs of different drugs? How are these prescribed? Habit? 

Huge financial resource goes into this area. 

Differing levels of Medicare support produce higher level of postcode lottery. 

To be robust and sound as a business is very important component; anything foundation trusts can invest in? Too easy to be bailed out in NHS?

Use of patient pathways to reduce amount of diagnostic tests and costs? Needed? Or makes economic sense?



	Psychiatry
	Director, Clinical Services Psychiatry

Director, ambulatory Services Dept Psychiatry 
	· Evaluation clinic is used to assess all patients on initial referral; reduced non attendance from 40% to 10 %. Intake coordinator will follow phone flow chart regarding appropriateness for Service. Calls families one week before and the night before. 

· Parent Partner role; 15 hrs a week paid position. Links families and hospital. There is also a Positive Parenting Group, Patient Advisory Board, and team take part in Press Ganging (National patient feedback tool). 

· Very good school engagement program; employees based in 15 local schools (Psychiatrist or Psychologist). Heavily grant funded.

· Recently introduced new selection procedure for new staff; there is an extensive selection process with intense procedure. Greatly improved quality of staff.

· Effect of Patient Safety Fridays on Clinical Department; huge effect on culture of organisation and bringing people together for common purpose. 

· In adult team; 20-35 referrals per day. 

· Different computer and management systems in the two sites; makes working across quite difficult (trainees do this regularly). 

· Have recognition scheme for staff called ‘Shining Star’. 
	Evaluation Clinic; initial phone assessment. Using reminders and meeting clinician prior to appointment to reduce DNA’s

Shining Star Recognition for staff.  

School engagement and collaboration

	IT
	Site Director and Team Leads, Information Technology
	· 600 people in team; there are 30 hospitals in entire network. Electronic Patient Records for Inpatient been going several years. Just starting for Outpatient. 

· Patient Portal began in 2009. Can see referrals, book appointments, access to health promotion and education. Available in Spanish and English. Questions around use in psychiatry and what is included in notes; currently not included on portal. 

· Medical technology available e.g. robot in OR used and able to gain 2nd opinion from clinicians out of state using satellite technology. 

· Physician portal is used as a mobile application through iphones; able to see all team’s availability. 

· Robust Patient Record System infrastructure

· Bed Management Program is used. It is nurse led but requires manual input continuously. Makes it difficult for nurses to keep it up to date. Looking at using smart beds and intelligent IV pumps. 

· Decision Support System is used to support diagnostic choices

· Advances in Safety technology; using bar codes for all patients and scanning with all medication and allergy info. 
	Patient Portal; impact of having access to patient notes

Patient Safety; bar code and medication technology. 

Smart technology in Bed Management



	Leadership 
	Director, Organisational Development. Training and Development Consultant
	· Dedicated Leadership Team. Training includes e learning for all mandatory training, and a simulation centre is being built for clinical training. 

· Financial Map to train Managers on financial flow and what the contributing factors are

· ‘Kick off’; annual meeting of leadership team to discuss years priorities and goals. Staff are given key deliverables for year and indicators. Message correlates with organisational values. Patient stories are shared. Meeting is filmed and aired as a live stream for staff that can’t attend. 1500 staff are expected. 

· Patient Safety Sessions on Fridays. Key info shared related to deliverables and organisational goals. No meetings are allowed to be scheduled on Fridays and all managers and senior staff are required to attend. 

· 360 appraisals mandatory; staff satisfaction scores for all staff that are line managed. 

· In house leadership programme about to start. 
	Use of simulation centres for clinical training.

Financial Map; great tool for educating staff on potential savings and organisational costs.

Most organisations in NHS have some sort of in house leadership development programme or training available. NYP in line with this; still fairly new. 

	Government Relations
	Vice President, Government Relations

Senior Vice President, External Relations
	· 100 staff in team

· NYP heavily relies on the DISH payments (from government in recognition of the high number of Medicaid patients that are seen, and insufficient funding supplied for this.). 

· Medicaid threshold is lower in NY than in other states. There is a low level of uninsured comparatively because of this. Some States will benefit from the Affordable Care Act but not NY. 

· There is a direct relationship between policy makers and government

· Approx 15% of doctors train in New York; expensive for NY hospitals to support this. 

· There are a number of grants and schemes available, in particular for children and vulnerable groups. 

· Grants office has 6 people who are dedicated to finding information about upcoming grants.  

· Interact with US congress and White Office to influence laws and legislation.

· Access to grants and reimbursement in areas of mental health in particular. 

· Washington Heights Initiative; new pilot for model of care for high need patients. Care coordination, IT, personalised programme of care in specific area. 
	

	Quality
	Patient Safety Fridays, 

Vice President and Chief Quality Officer
	· 80 in department; divided into two staff groups. One group is responsible for regulatory data and quality, and the other is responsible for innovation and improvement. 

· Six Sigma is the improvement methodology used. DMAIC- work with departments to implement this. Pull in some other tools, but tend to stick to this one approach and methodology. 

· Patient Safety Officers are clinicians who have a focus on safety. There are 5-6 employed on a part time basis that review cases and minimise dangerous incidents.

· Team also tracks environmental data

· Primary care receives little incentive from government to invest in. There is a Medical Home Programme which focuses care around the home, but compensation levels are not high enough to incentivise this. 

· Academic Centres have a community provider and a hospital role which results in unique demands placed on it. 

· Patient Safety Fridays allow clear and consistent message at all facilities and campuses.  



	Use of Patient Safety Officers?

	Sustainability
	Vice President, Corporate Engineering
	· Currently a $70 million energy programme going on. 

· 6 awards in last 7 years for ‘Energy Star’. 22,000 apply for this award every year. 

· Hospital has a co-generation plant that generates steam for entire facility and core business partners. 

· Large promotional campaign to encourage employee commitment to sustainable foals resulted in huge efforts and number of pledges in areas such as transport, thermostat, and power use. Large water bottle recycling program. 

· Earth Day celebrated across organisation. Uses practical examples to illustrate savings. Some collaboration with local schools. 

· Changes to building works and infrastructure; insulation etc

· Use grants to generate funding for capital projects

· Energy Savings are made public through newsletter, internet, key personnel, safety Fridays.

· In Milstein Hospital all electricity is provided as wind; new development.

· There aren’t specific incentives from government, but if more environmentally aware then more likely to receive grant funding in this area. 

· Buildings are refurbished every four years to maximise efficiency savings. 

· Department covers energy, infrastructure, business, purchasing and pay roll- 350 across departments (total of 19k employees across NYP). 
	

	Marketing
	Corporate Director, Strategic Marketing, Marketing Manager
	· Advertising campaign was used to demonstrate the different values that NYP promotes e.g. medical technology, dedication, expertise etc. 

· Use patient stories to advertise NYP

· NYP runs clinical courses and conferences for others to attend. 

· Use reporting figures such as number of hits on website, pages looked at, results of physician referral. 

· Biggest challenge is to accurately monitor the impact of advertising campaigns. 

· Have some great resources and pamphlets available regarding treatments. 

· Some of the doctors on staff are considered celebrities; do a lot to promote themselves. NYP then just needs to mention they work at NYP. 

· Three missions for department; clinical, education and research. 
	

	Operations
	SVP, COO and Chief Medical Officer (LF)

SVP, COO and Chief Medical Officer (RK)
	· Brave choice to go with Patient Safety Fridays; came from group of VP’s who knew that the culture wasn’t what they wanted it to be. All meetings banned from Fridays and clear and consistent message to attend the Safety Briefings, and use the day to follow through on these. This was done several months prior to an inspection, and 

· Exist in a society where many feel healthcare is a privilege not a right.

· Shift in personal responsibility of patients and focus on lifestyle choices etc; similar to UK. 

· Evidence based medicine is a rare concept and not generally accepted as a recognised resource. Change in approach to a more collaborative approach and less the traditional ‘Captain of the ship’. 

· Hospital administration have started using data and records to drive quality of care. Restrictions in IT and knowledge systems limit usage of data; currently area of focus. 

· In preparation for the joint commissioning survey started doing spot checks and cycle of monitoring work and quality. 

· 9 mths to fully integrate philosophy behind patient safety Fridays and management of data. 

· More profit from commercial businesses to cover shortfalls in Medicare and Medicaid where money is lost. Malpractice costs are high; stress being put on hospitals. 

· Drug companies are also responsible for hiking of costs. Huge expense in medical supplies and equipment. 

· Biggest aim is to establish a clear ceiling for level of care; what the basic requirements and quality should be, building up from this. 

· 
	

	Burn Centre
	Manager
	· Buddy unit across nursing and different departments

· Patient Safety Fridays have increased communications and improved relationships between departments. 

· Problems with discharge and continuity of care; case of one patient that was in the department for 5 years due to co morbidity of mental health problems and lack of provision. 

· Department has lowest attrition and highest retention in hospital- very unique and tight working relationships.

· Good relationship with fire fighting service; fundraising and donations etc. 

· Use Press Ganey to monitor patient satisfaction. 

· Dept use DMAIC methodology

· Great amount of resource in prevention and continuity care. Very expensive department; very unique and specialist in city.

· Created an algorithm for triage processes which allowed allocation and determination of priority of patients; came out of disaster planning with city and fire department. 
	Translation of priority algorithm?  

	Medical Leadership
	Vice President of Medical Affairs and Associate Chief Medical Officer
	·  Joint role across school and hospital; dept chair and service chief. Physicians need a faculty appointment in the school to be appointed by hospital.  Physicians need to bring in enough finance. 

· Resident team see uninsured patients; physicians otherwise have a choice about which health plans they are part of. 

· In New York State all patients are evaluated and out in 8 hours. Not followed through on though due to high demand. 

· Average wait time is generally 15 hours

· Use Bed management software but 95% occupancy makes managing effectively very difficult.  

· Main challenges; too much demand on Services, length of stay is too long (cultural reasons and reluctance from physicians to engage in pathway management or following specific treatment programmes), lack of trust in evidence base and using medicine as art not science. 

· Start of physician profiling using DRG groups to look at doctors and profiling. Can then have conversations about DRG costs etc. Go into details and ensuring accuracy of coding. 

· Leadership training in medical schools has gone on. Was discontinued due to lack of funding and needs extra resource. 

· There has been a change in approach to medical training to include more collaboration and team working, and less individualistic style. 

· Very risk averse and conservative in approach. More effort on shop level of understanding cost efficiency.  

·  No distinction in terms of care regarding to different payment plans

· Medicare won’t reimburse for certain complications that are linked to HAC’s. There are different reporting measures for Medicare and Medicaid; politics dictating what measures coming out resulting in tremendous waste. 
· Doctors by law have to dictate what care and medication is given, Nurses are not allowed to give any medication. 

· Commercial insurers only cover some procedures; experimental procedures not covered 

· Combination of holding physicians to account and providing support. Working towards a ‘Just Culture’; change in approach to root cause analysis methods to encourage philosophy and honesty. A code phrase is used to pull back in discussions if becoming too aggressive. 
	

	Strategy 
	Senior Vice President, Strategy
	· Kick off been running for 6 years; shift in patient focus and perspective. 

· Strategic initiatives- 6 for organisation. Translated into meaningful annual goals. Can map out strategic goals and feedback on previous years successes in Kick off. 

· Service line reporting has been in place 12 years. Priorities of service lines have changed but structure hasn’t. Service line administrator has closest relationships with physicians. 

· Health Care Reform was analysed for 4 months to look at the effects of the Affordable Care Act. Shared this with leadership team and government relations office to take forward. 

· Produced reform map which includes increasing commercial care, improved quality of care and higher patient satisfaction. Action plan has been created for each of these goals. Starting pilot for fee for service care of frequent patients. All aims for services link to organisations strategic goals. 

· Primary care investment is poor with little incentive to further develop this area. 

· Commercial patients make up for the shortfall of Medicare and Medicaid funding, which doesn’t cover the real costs of care in this area. 

· New York has large program for graduate medical education; funded $9 billion per year. NY highly invests in training of doctors, nurses and auxiliary workers. 
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