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FIGURE 8.1 Hospital organizational structure.
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STANFORD

q HOSPITAL & CLINICS

Stanford University School of Medicine

nford University Medical Center

:
Administration

* Administration

«Contact Us

«Facts

«Frequently Asked
Questions

*Make a Gift

«Our History

*Quality Improvement

The purpose of the Stanford Hospital and Clinics’ Administration is:

.

To serve our internal and external customers (patients, families, employees,
volunteers, medical staff, board of directors, local and referring communities
and fellow teaching university hospitals).

.

To work cooperatively in supporting the missions of the Stanford University
School of Medicine and the Lucile Packard children's Hospital.

To lead, manage and monitor all processes and programs within the
organization.

To facilitate communication to and from senior management.

To support and communicate to the Board of Directors.

To oversee all organization-wide initiatives.

Contact Information

Hospital Administration

300 Pasteur Drive, Room H3200

Stanford, CA 94305

General Hospital/Patient Information: (650) 723-4000
Hospital Administration Phone: (650) 723-8542

Fax: (650) 723-0074

Hours: Monday - Friday, 7:30 am - 5:00 pm.

On-call administrator 24 hours a day.

Stanford Hospital & Clinics Senior Management Group

President and Chief Executive Officer
Martha Marsh

Interim Chief Operating Officer
Mike Peterson

http://www.stanfordhospital.com/aboutUs/admin/index.html 10/9/2002
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Interim Vice President, Clinical Services
Nancy Lee

Chief Of Staff
Larry Shuer, MD

Medical Director of OR Services
Richard Whyte, MD

Vice President, Patient Care Services
Cindy Day

Vice President, Clinics/Ambulatory Care
Linda Cook

Chief Information Officer*
Carolyn Byerly

Chief Financial Officer*
Roy Santarella

Vice President, General Services*
Lou Saksen

Vice President, Laboratory Services*
Susie Lu

Vice Presi Physician Or ization & il Planning
Kenneth Sharigial

Vice President, Human Resource Services*
John Barbadian

Vice Presi Materials and C Service
Nick Gaich

Chief Hospital Counsel*
Sarah DiBoise

* Shared Services Staff with Lucile Packard Children's Hospital

Board of Directors - Elected Directors

Denise O'Leary, Chair
Robert Halperin, Vice Chair
Peter Bing, MD

Martin Bronk, MD
Mariann Byerwalter
Richard Hoppe, MD
Albert Martin, MD
Susan Orr

John Scully

Peter Stamos

Isaac Stein

Ex-Officio Directors

Christopher Dawes, President and CEO, LPCH
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John Freidenrich, LPCH Chair

Martha Marsh, President and CEO, SHC

Philip Pizzo, MD, Dean, Stanford University School of Medicine
Norman Rizk, MD, Senior Associate Dean for Clinical Affairs

Secretary of the Board: Michele Sanchez (650) 723-6642

Stanford Hospital & Clinics, easily reached from anywhere in Northern California, is approximately
miles north of San Jose, CA and 40 miles south of San Francisco, CA.
Stanford Hospital & Clinics | 300 Pasteur Drive | Stanford, California 94305 | (650) 723-4000

Copyright 2001-2002 Stanford Hospital & Clinics. All ights reserved.
Legal Notices & Disclaimers
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TARLE 17.1 Short-Stay nnd Long-Term Hospital Data

iwsl 14951 o9
All Hospitals (heds) 7.030(1,550.2297 G, 787 [1.346.228) 6,066 ([.133.330
Short-Stay Hospitals (heds) 6, 103 {035,734 6,229 (1,080,164} 5610 095, 112)
TFederal 330ET 492) 125 BE. 144) 298 (733WN
Monfederal 5,859 (E48,232) 3,90 (0 ) 5321 (022,743
Monprotit 1588 (591,937) 3,330 (82,929 1 1R2 {A56,353)
Frogeietary T (52.739) FI0(AT.033) 723 {98,760

State-local movermment

Size
G199 ads
200 -49% hels
300 or moTe beds

Occupancy Rate (percend)
Admussions (thousands)
Avveraxe Length of Stay (days)
Dutpatient Visits (thowsands)
Cutpatient Surgencs (% ol wial)

Long-Term Hospitals (beds)
Federal
Maonfederal
onprati
I'roprictary
State-local movernmenl

Tuberculass

Occupancy Rale (peroent)

1,704 (203.556)

719
30,706
B3
173,038

83T (663,505)
TI{73.260)
BAZ (570,308)
64 (21,330}
41 (3.500)
418 (334.112)
103 (19,537)

81.2

| 835 {212.058)

4,389 {358,282)
L4604 (430,244]
374 (265,034)

5.0
33,1440
LB
255,331
la.4

558 [266,064)
33 (26.433)
515 (236,131)
[13 (16,683
68 (7,233)
326 (211,1467)
10 {1.500)

E3.5

LAI6 (167,627

3.E6l (325,317
1AZN (434,734)
337 (236,061}

GO.2
32,620
14
408,507
51.4

447 (138,238
26 (17,2200
418 (121,713
TR {9.543)
av[5442)
257 (104,561
3 (303)

8.0

mummbers i parentheses sre number af heds,
Sonrce: U.S. DHHS, Hewlth United Stares 1994 (Tables 90, 108, and 109},

Source: Folland, Stano, and Goodman, 2" edition




TABLE 17.2  Hospital and Nursing Home Costs

1960 197 L PLtLE

Heulth Care Spending (5 killion) 27 74.3 511 2542
Heospital Care (5 billion) g3 280 1027 3266

S of il spending 343 7.1 A5 LR
Percent of Hospitad Cane Paid by

Oo-af-pockel o3 0.0 8:2 i,

Prvate health insurance and other private 368 373 426 41.3

Croswizemiinad at 415 53.5 5213 h{EH
Averame Cosl (8]

Per day —_ 7d 2145 Hel

Fer stay — &S 1.851 6,132
Mursing Home Care {3 hillion) 1.0 45 035 LR

e of wal spending i1 0.6 B2 74
Percent of Mursing Home Care Paid by

Chut-of-pocket RO 48.1 383 330

Private liealih insurance snd ether private 6.4 3.2 42 4.4

Ciowernument 136 46,6 515 2.6

Sources- US. DHHS, Health United Stares 7094 (Tnable 1257 and Srarstioa Abstrect of the Unined
Srates 1995 (Table 1RG),

Source: Stano, Folland, and Goodman, 2" edition
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Tabla 1. Patient Characteristics by Annual Physician and Hospital M edicare PCIWolume®

Physician Madicara PCI Volume per Year Hospital Medicare PC1Valume pear Year
| <230 a30-60 =G0 I P Waluat ! =11 g0-1&0 =1&0 I P Waluat

Frovidars, Mo, (%) 3562 [B4.5) 1TET (270 1206 [18.5) 23 26.2) 254 (253 456 [48.5)

Fatierts, Ma. [%) 335302000 51519308 821650493 B381 (5.0 22620 135 138207 E1.L)

Ag=s, mean, y 734 736 raT = 01 T35 r36 736 B4
Ao =Thy, % 4.6 40,5 41.7 = O 40.3 40.8 40.9 Ao
Woman, % 45.0 44.4 43.5 < 301 47 2 448 43.8 =001
Afican American, % 4.4 4.4 3.5 = 0 ra 42 4.0 =00
AN, % 30.3 BB 4.4 = 0 345 288 250 =001
Multivessesl procedurs, % 2.5 10.7 12.7 = 0 104 28 11.8 =00
Charkon score =1, % 14.0 15.4 156.2 = 0 154 14.4 16.7 =001
Stant usa, % R0.5 EG.B G1.1 = 0 458 4 3.4 3.0 = 001

* Pl Indicates parcutananus coronary intervantion; Aldl, acubs myccardal infarchon.
HCampartzans amang phydclan of haspitsl =reEta.

|
Table z. Rates of CABG or 20-Day Morality Following PCI According to Annual Physician PCL Y olume Among Medicare Beneficiaries®

Unadjustad Rates, Phy=sician Medicare PC1 Yalume Adjustad Rates, Physician Medicare PCl Vaolume
1 | 1 |
=30 FWaluet 30-60 P Waluat =Bl =30 P Waluat A0-80 P Waluat =Bl
CABG followirg PCI 238 < 001 214 < 3 1.48 225 < .00 2.08 =001 1.55
30-day mortaliy 3.52 004 3.33 A4 312 3.25 27 3.20 A0 332
CABG ar 30-day mortaliy 5.BE <001 5.24 < 4.50 5.2B o2 505 L3 475

fallwing PCI

*all rates and percendages. CABG Indicabes camneny artary bypass graft; PO, parculensous coronary Intervanton. Adusted far age, sex, race, acule myocarda Infrclion as
pimary dagneets, comorbldty scare, urgency af admission, muihessd PO, and hospita volume.
+F valee campared bo refarence graup [~B0 calegony.

Source: McGrath et al (2000)
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Table 3. Rates of CABG or 20-Day Maortality Following PCI According to Annual Hospital PC 1 olume Among Medicare Benefidaries®

Unadjusted Ratas,

Hospital Madicare PCI Valume Adjusted Rates, Hospital Meadicare FCI Volume
| | 1

=80 PWaluet 0-160 P aluat =160 <80 FPValuat B0-160 Paluet =160

CABG follzwing PCI 226 =001 2.36 <2 1301 1.76 1583 B 2 A4 183
30-day mortality 488 =001 386 < 101 d.11 4.22 =0 375 =001 315
CABG ar 30-day mortality folosing P21 6.88 <00 5.84 < 01 4188 &ET <0 559 <100 4.78

* 4| rabas @ra pencendages. CABG Inckcates coronary areny bypass grall; FCI, paroulansus coronary Imervariion. Adusied for age, e, reca, acuie myacardd Intaclian az
primary dagnoas, camotidty scare, urgency af admission, muihvess- PO, and physidan valume.
tF wakles campared o refarence graup (=B categony.

Source: McGrath et al (2000) “Relation Between Operator and Hospital Volume and Outcomes Following Percutaneous Coronary
Interventions in the Era of the Coronary Stent” JAMA 284(24): 3139-3144
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Figure 9.1: (from Phelps) (a) Demand curves for different quality levels; (b) Average cost curves of the hospital at different quality
levels.
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Figure 9.2 (from Phelps): Equilibrium combinations of quality and quantity
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Figure 9.3 (from Phelps) Indifference curves for quality and quantity
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Figure 15.5 (from Phelps) Demand and cost curves for different qualities of output. The
effect of price controls.

Note: Firms start out at P*. A price cap at P** can actually increase output in this model
(while decreasing quality)! A drop in prices to P*** does not change N, but does reduce
quality.
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Figure 15.6 (from Phelps) Effects of DRGs (as a price control) for two prototype hospitals, one high priced and the other low priced



Figure 15.2 (from Phelps) Monopoly, competition, and ideal regulation to avoid excess
capacity.

Note: In this figure, entry by more hospitals shifts the demand curve that each hospital
faces to the left (along with the EE curves that trace out the locus of equilibrium quality
and quantity possibilities for hospitals)



Figure 15.3 (from Phelps) Cost Minimization

Note: For small firms with isoquants Q; and Q,, the constraint on beds, Bg, imposed by
CON laws do not bind. However, for the firm with the isoquant Q3, Br binds since it is
less than B" This third firm must produce at (Bg, Ng), which involves increasing costs
from I5 to Ig.



