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Hi Doug, why does the Hospital for Special Surgery explore collaborations 
with innovators normally? 

Doug Leach: There’s lots of stuff that we can do at HSS, and there's less stuff that we can't do. 
We're not software developers, we're not AI experts, we're not capital equipment designers - 
even though we work with that stuff all the time, there are people with those specific skill sets 
that are frankly, just better, and those are the folks that we want to work with. We then help 
them leverage their skill set with ours to come up with the best solution.  

I’ll give you an example. Within the last 9 months or so we started a collaboration with a 
company from Eastern Europe that had developed a wearable sensor technology to detect 
motion, called the Tesla suit. It looks like a wetsuit and it's basically a wearable-wearable. These 
guys developed it with the idea of being used in the industrial world like on oil rigs or in mining 
situations and so on, whereby it's measuring the worker's output and motion and it's detecting 
aberrations. So, it's relating those aberrations to that person getting tired or maybe they were 
injured. It's providing feedback so that it drives a much higher degree of safety for the wearer 
and for the employee.  

In a million years, we never would have developed a suit that had sensors embedded into it. But 
they came to us because we are experts on how the human body moves. So, they showed it to us 
we're like “oh did you guys consider ABCD etc.?” and they're like “in a million years we never 
would have thought about that”. So, it was a great example of them having the technical know-
how to create the suit together but us having the clinical knowledge and daily life activity “know-
how”. We didn't have the technical knowledge to make this suit and they didn't have the clinical 
ability.  

  

What does a successful collaboration look like to you? 

Doug Leach: Mainly, it’s the complimentary skill sets that can result in something that's going to 
solve problems for us and for them 



 
 

But the other thing goes back to what I said earlier, because we have a deep knowledge of 
muscular skeletal care, one of our core motivations is to embed this knowledge or DNA into 
new innovations. It gives us three things: one; we know for sure that we've put the best muscular 
skeletal inputs in there. Two, it’s a great way to promote HSS just by simply having it there and 
promote what we’ve learned to the world. Lastly, it helps us stay out in front of the technology 
curve because you’re working with these people who have the technology capabilities.  

 

You mentioned 'embedding the DNA of HSS into innovation. What are a few of the 
other drivers behind partnerships for you? 

That's right, it's not that we want to takeover the world, but it's more that we have this 
knowledge but there's no point in us keeping it all to ourselves when everybody else could and 
should benefit from it.  

Something else to keep in mind is we have two bottom lines at HSS. The first is financial. We’re 
a not-for-profit hospital. The second bottom line is mission. At the end of the day the first 
bottom line is the one people really care about, the money. But being here at HSS, the bottom 
line of mission means that I get to engage in projects whether they're home grown or working 
with other people. Maybe those projects are not going to make gazillions of dollars one way or 
the other but they're solving a problem that nobody else either found important, it was too much 
trouble to solve, or they just couldn't solve it. It gives us a chance to work on it and for me that's 
it's kind of fun because I'm not hostage to the first bottom line every time. So, I’m open for 
innovators that may not have a huge market but solve real medical problems.  

  

  

When a company contacts you with a request to collaborate, what captures 
your eye? What stands out to you?  

Doug Leach: It’s not just one thing. It could be that it's just problems that nobody's yet solved or 
just never bothered to, for whatever reason. Quite often for us it's just a factor of “is this 
interesting?”, is this something where we can bring our skills and our knowledge to bear to make 
it better or make it work.  

For example, we started a collaboration with a little start-up here in the US; it's just a couple of 
guys with great idea about sticking a fibre light cable in the end of a needle for epidural 
anaesthesia. Through the optics of the light cable itself they can detect a change in colour. So 
there is considerable accuracy and placement gains. The technology will lead to dramatic 
improvements in epidurals. Even though epidurals aren’t a humongous issue but it’s an 
improvement on an area nobody else has considered yet. We were able to apply our expertise 
and knowledge of muscular tissues to improve the technology and make it useful for the 
orthopaedic space as well.  

 



 
 

When innovators approach you do you expect the business to know the 
commercials of the area and the size of the problem or is it not relevant at 
that stage?” 

 Doug Leach: “The easy answer is yes, but it’s more nuanced. There's kind of a minimum 
threshold of what we expect these innovators to know. For example, this one company that 
impressed us knew their technology flat out. These guys also knew about the market and knew 
how to bring things to market. One of the guys had worked for the FDA at one point, so as 
soon as they went through their business plan and their plan of attack for commercialization my 
first response was: they know exactly what to expect and exactly what to do.  It was also clear 
they had been wise about how they picked their market. They were also laser focused one thing. 
They knew other areas that they could go into, but they weren't getting distracted by that.” 

We expect businesses to understand what they’re getting into. For example, if you're naïve and 
you don't even know what your regulatory pathway looks like, you need to pause and get that 
ironed out first. If people haven’t done their due diligence, we tend to back away from that.  

The other thing that’s important is getting along; life’s too short to work with people you don’t 
like. It’s important to us, at least we’re having fun. Once you get past that, that’s when you start 
learning and can say “did you ever think about the pain management side?”, “Interarticular 
injections that may be needed for hip or knee patients”, for example. When there’s a good 
relationship and its fun, it’s easier to work together and the partnership is more fruitful for both 
of us. We think our role is to expand on their thinking, because they don’t live in the world that 
we do.  

  

Is there something innovators often don’t know, but need to know? What do 
you think they undervalue or don’t appreciate when they come to you?  

Doug Leach: For many years, innovations have been driven at the level of the individual 
physicians or surgeons. Designed by them and for them. This model has worked really well for 
the Orthopaedics industry over time but its also kind of painted the industry into a corner. But I 
think a more systematic view is needed in this next phase of medical innovation.  

Another untapped source is the overall hospital provider itself, and the way we try to position 
ourselves is that provider is the surgeons plus the hospital. It’s not either/or, we like to approach 
it as both. Part of my message to my old colleagues was you guys really need to involve your 
thinking and more actively engage the whole provider because there's a host of information 
that's developed within the hospital that you know you don't even know. You don't get any 
access to it because you don't seek it out and it's just sort of in the background.  

A good example for us is the operational excellence team. The idea is they started their existence 
on the Upper East Side of Manhattan where space is at a premium so they hired a handful of 
industrial engineers to look at the space and our procedures and processes and really create a 
focus around efficiency, you know, "how can we squeeze more out of the space, how can we get 
more profitable etc?" That has turned into a huge source of knowledge and experience that we're 
starting to tap into, because the industry right now has been forced to look at cost. That's a 
monster they'll face for as long as you and I are going to be alive. They're developing more 
efficient procedures and equipment, and implant systems, and software packages, but where they 



 
 

go wrong is they're only going to the surgeons. The surgeon is only there for an hour in terms of 
somebody's surgical experience but there's this entire ecosystem that surrounds the patient. For 
some patients, it starts from when their knee first starts to hurt, to a year until their surgery. Why 
don't you go leverage the one place that has all of that experience? In summary, the one thing the 
industry is missing is the importance of engaging with the providers themselves.  

 

Is it quite attractive, finding an innovator that's taken the entire system into 
account? 

Doug Leach: Yeah, or at least where their innovation lies across that continuum it might be just 
one little you know finite spot but if they understood what was on either side of that spot would 
help them in terms of positioning their technology to somebody who's going to be using it in the 
broader scheme of things  

  

What are three changes you’ve seen in healthcare over your career?  

Doug Leach: Some of these are obvious. One thing is the role technology is playing. In my 
narrow world of Orthopaedic, I grew up in a narrow segment of joint replacement and spine 
devices. We call it the knuckle dragger, its metal and plastic, its caveman. That metal and plastic 
has gotten very good and the difference in Orthopaedic implant systems like hips and knees and 
shoulders are all good. The variable now is the surgeon and the tools that help the surgeon is 
technology, whether that computer aided navigation, robotic stuff, the visual side of things, all of 
that combined with advanced imaging are going to make those procedures easier, cheaper and 
faster. It’s really been over the last 15 years really were that picked up, and it started off almost 
like a science project but now it's like really with the generational shift and the surgeon is really 
catching on. 

Another thing is the cost reduction. It’s probably everywhere that people are going to be facing 
this. Something that’s more specific and if you’d asked me this two years ago, I probably 
wouldn't have said is the role of tele medicine. Covid (and it’s probably a global phenomenon) 
especially in the US really accelerated the adoption of telemedicine in a good way. What it also 
did was make people realize it actually works and you don’t need to schedule a visit, you can just 
jump on the computer or phone, and I think that’s something that will stay with us - the global 
us. That will be a huge change in terms of how we do business. I think tele medicine also 
required a generational shift, not only with the patients but the physicians. You almost literally 
had to get past a certain age point where it had to be feasible for adoption, and that’s the same 
generational thing on the physician side of things.  

 

What changes do you anticipate in medicine? 

Doug Leach: I’d say the cost factor, the cost of delivering healthcare needs to be bought down. I 
think more specifically, if you talk to your innovators and they’re thinking about entering the 
market in the US, they need to realise that the US healthcare policy is going to continue to 
evolve. The cost is getting better and its being driven by policy. As an innovator you don’t need 



 
 

to know the ins and outs and details of the policy, but you need to be aware of how things are 
shifting, especially in the US because you might create an innovation that’s too expensive, 
bizarre, or too something to get traction in the US and this won’t work.  

 

How worthwhile is it to know the trends of policy and the policy trajectory 
as innovators? 

Doug Leach: If you look at knee replacements, the clinical outcomes have become really good 
regardless of where you are in the world. As I mentioned earlier, the key variable in those 
outcomes now is the surgeon and the patient, it’s no longer the stuff that goes in the patient. So, 
if you can find a way to control those variables better, you’ll have a higher level of predictability 
of what that outcome is. You can’t control the patient - the patient is the patient, but you can 
control the surgeon. If you could give the surgeon other tools to help drive more predictably in 
that outcome, from a policy perspective that is a lot more interesting I would argue anywhere 
certainly in the US. Those are the kinds of decisions the companies are starting to make which is 
‘how can I create something that helps these surgeons make better decisions and make better 
decisions when delivering care?’ So, I can go to insurance companies or a socialised system in 
Sweden, for example and say “if you adopt my decision making algorithm, I can show you over 
the course of 10,000 patients in history that we got this result with a 95% confidence level. "If 
you can do that, and show it to an insurance company, they will flip out, as it’s reducing risk so 
they will direct everybody to this. 

 

How common is HSS’s view on innovation and foundations of mission? 

Doug Leach: From what I’ve observed the type of function or role that I play at HSS and the 
type of function that my team serves at HSS, its not a new phenomenon. It tends to be a much 
more developed function across the more academic hospitals. Even the less famous ones still 
have this innovation focus. A lot of that is an off shoot from the research that is underway in 
these hospitals. They have labs, scientists, lots of researchers etc, and they have these technology 
transfer offices there to transfer the intellectual property to something that’s commercially viable. 
Most for profit hospitals don’t seem to be active in that from my observation, but I could be 
wrong. The more they see teams like ours and seeing us succeed, engage with commercial 
partners, and leverage our knowledge with their skill sets, I think at some point the for-profit 
institutions will catch on and want a piece of the pie. It’s not easy to do and it requires a lot more 
resources than everybody expects. It’s not as common in the US if it’s not an academic centre. 
Academic hospitals are where a university has a university medical centre. Anywhere where you 
have research as a foundation or fundamental function within the institution, then you’ll have 
this innovation mindset.  

 

This knowledge would help some of these businesses from spinning their 
wheels by contacting a hospital that aren’t interested in innovating or don’t 
play in that game. 



 
 

Doug Leach: Yes, but if I was an innovator making something, I’d want to discuss with the 
academic and the non-academic centres because they both have something viable to bring. The 
challenge with the non-academic centre is you don’t know who to go to, because their focus is 
on making money as a hospital and don’t care about somebodies’ innovation. But that’s where 
networking comes in. But non-academic centres are as valuable to the customer as the academic 
ones are, so I would not discourage innovators from seeking out non-academic hospitals.  

  

  

 

 


