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“ Lessons learned about 
service excellence 
in other industries 
absolutely carry 
across industry lines, 
and what I learned in 
manufacturing and  
sales and distribution  
is true in health care.”

– Kathleen Krueger, president,  
ProMedica Supply Chain Management
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John Pritchard

publisher’s letter

Welcome to 2013  
and the era of reform...
We recently hosted three symposiums that brought together Supply Chain lead-
ers with Supplier and Distribution representatives to explore the state of  affairs in today’s health-
care supply chain, and how the intended and unintended effects of  reform are impacting busi-
nesses. We had meetings in Philadelphia, Orlando and Southern California, and included insightful 
leaders from great organizations such as Bon Secours, Kaiser Permanente, UPMC, Adventist, 
Orlando Regional, Broward Health, Scripps, Sharp Memorial and St. Joseph’s, as well as most of  
the major GPOs. In total, we had well over $100 billion in Supply Chain spend represented.

Some of  the themes were not so new but more urgent than ever. The need for cost savings 
is certainly critical, and Supply Chain leaders are implementing measures to attain additional 
savings. As hospitals are anticipating great cuts in reimbursement as the Affordable Care Act is 
implemented, every dollar saved is truly a dollar earned. The pressure being exerted on supplier’s 
day in day out will not disappear anytime soon. In fact, drastic measures like self-distribution, 
standardization, utilization analysis and formularies were top of  mind to many of  our speakers. 
It wasn’t long ago that these initiatives would seem progressive or maybe even extreme; today it 
seems everything is under review and consideration. 

There was also discussion of  how purchasing products and services will start to include 
evaluation and vetting on how they will contribute to improving clinical outcomes and enhanc-
ing patient experience. Recently, Medicare disclosed bonuses and penalties based on quality 
measurements. The maximum amount of  reimbursement a hospital could gain or lose was 
1 percent, and it was split pretty much down the middle with 1,557 hospitals receiving more 
money and 1,427 receiving less. Seventy percent of  the quality measurement is calculated on 
how well a hospital performed 12 clinical standards, and 30 percent is derived from patient 
survey responses. The lowest ranking hospital in New York found the first line of  improvement 
was to outsource the food and replace all castors on carts going up and down the hallway, as the 
biggest complaints were about the food and hallway noise. Pretty simple to fix, but surprisingly 
it took a financial penalty to induce this action.

As we progress down the curve of  seeing reimbursement affected by quality and patient 
experience, it will be interesting to see how Supply Chain leaders engrain this into value analysis 
and product vetting. Is the era of  reform the time to seek out innovative, high quality and life-
saving products that may cost more? Or are innovation, higher quality and better outcomes only 
a goal we can attain if  the price is the same or better?

I’d love to hear your thoughts!

Thanks for reading this issue of  The Journal of  Healthcare Contracting.
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ExEcutivE intErviEw: rick SalzEr

Supply chain Perspective
Over a career beginning at american Hospital Supply, to his current position at  
Presence Health, rick Salzer has gained perspective on the healthcare supply chain

“I don’t think anybody even used 
the term ‘supply chain’ back then,” he 
says. The purchasing folks were often 
in the basement, next to the morgue. 
And in many hospitals, the CEO 
barely knew their materials manager. 
“I remember being in the car with the 
CEO of  a major health system,” he 
recalls. “I introduced him to his mate-
rials management director. They had 
never met.”

Things have changed since then. 
First, Salzer has jumped to the other 
side of  the desk, having spent time 
with Premier health alliance, St. Lou-
is-based ROi, Resurrection Health 
Care in Chicago, and now, Presence 
Health (the product of  the Novem-
ber 2011 merger of  Resurrection and 
Mokena, Ill.-based Provena Health). 
And second, today’s CEOs and CFOs 
not only know their materials man-
agement team, but they expect them 

to help their institutions fulfill their 
mission of  delivering high-quality, 
cost-effective patient care. 

Hooked on healthcare
Salzer was born in Ottawa, Ill., about 
85 miles southwest of  Chicago; and 
was raised in nearby Serena. He went 
to the University of  Illinois. “I want-
ed to be a lawyer, but quickly realized 
business was a better fit,” he says. He 
graduated with a major in marketing 
and business administration.

“I was recruited on campus by 
American Hospital Supply,” he 
says. “The recruiter got me with 
the line, ‘You could go work for a 
company that makes sugared water 
(Pepsi) or tractors (Caterpillar), or 
you could work for a company that 
makes products that help people.’ I 
was hooked.”

He started his career at American 
in 1981 as a sales rep in East Texas. 
He moved around, and up, serving 
as sales manager in Phoenix, district 
manager in Omaha, region manager 
in Buffalo, corporate account execu-
tive in Cincinnati and then director 
of  marketing and vice president of  
corporate marketing at Baxter’s head-
quarters in Deerfield, Ill. (Baxter ac-
quired American in 1985.) In 1998, 
at age 40, two years after Baxter had 
spun off  hospital supply company 
Allegiance, Salzer – having completed 

Back when Rick Salzer was selling corporate programs 
for American Hospital Supply, and then Baxter Healthcare, in 
the 1980s, he represented a broad variety of  products spanning 
a number of  the big company’s divisions. “Corporate programs 
were pretty new in healthcare at the time,” says Salzer, system 
vice president, Presence Health, Chicago. There were plenty of  
internal challenges to address, not the least of  which was getting 
the different divisions to collaborate for the overall good of  the 
corporation. But part of  the sale was getting hospitals to under-
stand how their supply chain could be strategic. 

“working for 
small companies 
is way different 

than working for 
a Fortune 100 

company.”
– rick Salzer

rick Salzer
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an MBA from Northwestern University – he decided to 
pursue a different kind of  challenge.

He found it in two small companies. One of  the firms, 
Versus Technologies, developed radiofrequency and infra-
red technologies for asset management. The second, Metro 
Technologies, located in suburban Chicago – a small tech-
nology firm owned by, among others, a couple of  fellow 
Northwestern business school grads – built software ap-
plications for small- and medium-sized businesses.

“Working for small companies is way different than 
working for a Fortune 100 company,” he says. “More of  
the decisions you make have a very direct impact on what’s 

going to happen to the company right away.” Small compa-
nies have certain vulnerabilities as well. In the case of  Met-
ro Technologies, its largest client – the jet-engine division 
of  Rolls-Royce – decided, after Sept. 11, 2001, to cancel its 
orders with Metro. Salzer left soon thereafter. And though 
the company hung on for a few years later, it ultimately 
closed its doors.

Healthcare supply chain
In 2002, Salzer joined Premier health alliance. As regional vice 
president, he managed IDNs, executive relationships and the 
field force. “My job was to help [Premier members] maximize 
the value of  their asset,” that is, ownership in Premier. 

Five years later, he rejoined distribution, becoming 
vice president of  health systems for Fisher Scientific. “It 
was a different part of  healthcare – lab – and a chance 
to work with the biggest customers in that part of  the 

industry – GPOs and national and regional reference 
labs,” he says.

Then, in 2009, he joined fellow Baxter alumnus Vance 
Moore at Resource Optimization and Innovation (ROi), 
the supply chain arm of  Mercy Health, the St. Louis-based 
health system. Out of  a 100,000-square-foot consolidated 
service center in Springfield, Mo., ROi offers a variety of  
supply chain services, including med/surg and pharmaceu-
tical distribution, contracting, custom packs, pharmaceu-
tical repackaging, private label products and supply chain 
consulting. As chief  solutions officer at ROi, Salzer was 
charged with commercializing the work ROi had done with 

Mercy, that is, taking its offerings to other IDNs with a 
common interest and desire to collaborate, he explains. 

“The notion was, if  we can do [these things], what 
if  we could scale it up and find other participants?” he 
says. “It was less about sales than trying to figure out 
if  there was a good fit. It’s not a model that works for 
everybody – probably 10 to 20 percent of  the IDNs 
around the country.”

In December 2010, Salzer accepted the position of  
vice president of  supply chain for Resurrection Health 
Care. “Working for a provider offered a new kind of  
challenge,” he says. It also was a chance to get off  the 
road, and to apply some of  the supply chain lessons he 
had learned over the prior three decades in a provider 
setting. When Resurrection and Provena merged in No-
vember 2011 to form Presence Health, he was named 
system vice president. 

“Joining ccG allows us to work with a 
group that shared similar values and a 
desire to do innovative things to help 

control our supply and purchased-
service contract spend.”
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ExEcutivE intErviEw: rick SalzEr

Presence Health
Almost immediately, he began investigating GPO affiliations. 
In April 2012, Presence entered into an agreement with Pre-
mier. (Resurrection had been a Premier member, while Prove-
na had been a member of  HealthTrust Purchasing Group.) 
The IDN also joined the Catholic Contracting Group, a stra-
tegic alliance of  Premier IDNs around the country. 

“Even with 12 hospitals and membership in Premier, 
we understood that we didn’t have the critical mass to get 
the most competitive deals,” he says. “Joining CCG allows 

us to work with a group that shared similar values and a 
desire to do innovative things to help control our supply 
and purchased-service contract spend.” CCG also has the 
mass to attract the attention of  suppliers. 

“So far our expectations have been met,” he says. 
“It’s a very tight group that makes fact-based decisions, 
moves together and implements quickly. In compar-
ing CCG to our other available aggregation opportu-
nities, we made the right decision from a cultural and  
financial standpoint.”

“if their mindset is centered around helping us 
create a solution that benefits our patients and our 
staff – and meets our financial challenges – then 

there is the basis for an interesting discussion.”

Looking at the year ahead, Salzer has several things he wants to accomplish at Presence Health:

•  Complete the integration of  the 
Provena and Resurrection con-
tract portfolios. “We’re almost 
there, but have a few categories 
to complete,” he says.

•  Work on product utilization. 
“It’s a big opportunity.”

•  Get a better handle on inven-
tory and the IDN’s cost to move 
products around the system, 
including new points of  care 
that Presence is adding.

•  “Finally and most important, work 
more closely with our physician 

partners, either through our [ac-
countable care organization] or 
narrow network, within a bundled 
payment framework, or through 
other arrangements we have with 
physicians, to work on the quality 
of  care and the cost of  the care 
we provide.”

Having sold corporate programs with American, Baxter 
and Allegiance, Salzer takes a hard look at them today. “We 
are open to corporate agreements, and are in discussions 
with a few companies right now,” he says. “However, we 
are only going to have a few of  these types of  agreements. 
We think that each division of  the corporations we would 
contract with, and the products they sell, would have to be 
acceptable to us from a quality, cost, service and contract 
standpoint. That’s tough for a lot of  companies to do.”

And while he empathizes with the distributor reps who 
call on Presence, his expectations of  them are high. “I like 

it when they are well-informed about us, about the dynam-
ics of  the local market, about what’s going on in healthcare 
nationally, and about their own company and contracts,” 
he says. “If  their mindset is centered around helping us 
create a solution that benefits our patients and our staff  – 
and meets our financial challenges – then there is the basis 
for an interesting discussion.

“With the reality of  healthcare reform, we aren’t inter-
ested in paying more for products that don’t provide any 
additional value, either through a better patient outcome that 
can be documented, or through reduced utilization.” JHC
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By Laura Thill

And so, about 4 ½ years ago, Walsh joined 
Intermountain Healthcare – initially to lead 
its non-clinical strategic sourcing team. In 
time, his responsibilities grew, and today he 
oversees sourcing/value analysis, contract 
management, purchasing and supplier rela-
tionship management, and system-wide linen 
and facilities management. As it turns out, a 
Fortune 500 background doesn’t hurt when it 
comes to steering a health system the size of  
Intermountain Healthcare. With 22 hospitals, 
185 clinics, over 2,800 licensed beds and $1.3 
billion in annual purchased supplies, services 
software and equipment, the IDN offered a 
progressive environment for him to embrace 
and help guide.

A solid procurement infrastructure
An efficient healthcare system depends heav-
ily on a strong procurement infrastructure, 

ContrACting professionAl of the yeAr

Moving forward to  
Value-based Contracting
for one supply chain executive, his iDn’s success  
rests on a strong procurement infrastructure.

Prior to joining Intermountain Healthcare (Salt Lake City, Utah), Joe Walsh had no intention of 

leaving his position at a Fortune 500 company. Indeed, his global sourcing and procurement leadership roles 
at non-healthcare-related multinational corporations appeared to point him toward a satisfying and successful 
career path.  But, the loss of  both his parents – four months apart, in two different hospital systems in Buf-
falo, N.Y. – convinced him there is much to be done to facilitate affordable patient care in the United States. 
“Unfortunately, neither of  my parents received quality end-of-life care,” he says. “These events changed my 
life in many ways. Most relevant, I decided to commit the rest of  my career to healthcare, so that I could help 
shift the cost curves and quality curves of  healthcare in the United States. I am not a clinician, but I certainly 
can contribute by helping hospitals and the supply chain become more integrated, efficient and effective.”

Joe Walsh
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ContraCting professional of the year

notes Walsh. “As we strive to provide extraordinary care 
in all of  its dimensions, it is critically important the pro-
curement organization never becomes the weak link in our 
company’s value chain,” he says. Hence, he and his team 
engaged Accenture in January 2011 to conduct an assess-
ment of  the health system’s procurement infrastructure. 
“We then empowered a cross-functional team of  employ-
ees to implement the recommended improvements to our 
skills, processes, technology and governance over a series 
of  structured project phases,” he explains.  

Upon wrapping up the initial implementation of  the 
procurement transformation project, Walsh commended 
his team “for delivering such tremendous operational re-
sults while also diligently investing in our future.” Indeed, 
the project was challenging in that it “changed the health 

system’s definition of  success; required additional compe-
tencies; and demanded more process rigor while the team 
continued its high levels of  commitment to internal cus-
tomer service,” he points out. “It has been extremely re-
warding to help the entire supply chain organization get 
aligned around a vision for our future and then watch as 
our supply chain managers champion the change. The 
more I let go, the more I am impressed by the innovations 
and contributions by the talent around us.”  

Excellence begets excellence, and the positive pro-
curement transformation has led to continued progress 
at Intermountain Healthcare – particularly with regard 
to physician preference items, which represent nearly 50 
percent of  the health system’s total addressable spend, 
according to Walsh. “I [have been] very excited about the 

potential of  exploring additional progressive strategies in 
collaboration with our clinical and physician leadership 
over the next couple of  years,” he says. “Through the use 
of  rigorous strategic sourcing, we can shift the cost curve 
for our system without dramatically reducing the prod-
uct choices available to our physicians. We also know that 
can dramatically improve our utilization rates by reducing 
supply consumption patterns, reducing practice variation 
(related to supplies) and improving clinical efficacy of  
targeted products. 

“Intermountain Healthcare is committed to evidence-
based medicine, and we have the unique potential to link 
products, care process models and outcomes. These efforts 
will require an unprecedented level of  physician alignment. 
We are eager to offer our caregivers the enhanced decision 

support resources they need to efficiently and 
effectively make the best supply decisions, so 
they can focus their undivided attention on 
delivering extraordinary patient care.”

Working with suppliers
Walsh agrees with those who believe that 
even the most accomplished supply chain 
team can’t move mountains without the 
support of  excellent supply partners. “At 
Intermountain Healthcare, we are making 
a specific investment in our supplier part-
nerships,” he says. “We believe that supply 

partners should be considered an extension of  our re-
sources for the purpose of  reducing our mutual supply 
chain cost and improving our outcomes.  Therefore, the 
values that apply to our employees should also apply to 
our best supply partners. These values include trust, ac-
countability, excellence and mutual respect. I can’t think 
of  a single buyer-supplier relationship that wouldn’t 
benefit from these shared values. 

“[That said], the most important quality for a sup-
ply partner to demonstrate is alignment with our com-
pany’s values,” he continues. In traditional med/surg 
categories, there are very few buyer-supplier relation-
ships that have attained a partnership status, he notes, 
adding that “this is a direct result of  misaligned in-
centives.” However, he has found that companies such 

The loss of both his parents in two different hospital systems 
convinced Walsh there is much to be done to facilitate afford-
able patient care in the United States. “Unfortunately, neither 
of my parents received quality end-of-life care,” he says. “These 
events changed my life in many ways. Most relevant, I decided 
to commit the rest of my career to healthcare, so that I could 
help shift the cost curves and quality curves of healthcare in 
the United States.”

Commitment to quality care
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as GE Healthcare, Covidien 
and a few others “are starting 
to ask the right questions and 
make appropriate investments.”  

Intermountain Healthcare 
also has many non-clinical sup-
plier partners who demonstrate 
the right values, Walsh points 
out. “Les Olson, a regional 
print management company, 
consistently aligns its objectives 
with Intermountain Health-
care’s objectives,” he says. “They 
hold themselves accountable to  

commitments, provide exceptional products and service, and 
treat every one of  our 30,000+ employees with respect. Since 
we reciprocate these values in our relationship with Les Ol-
son, [we have well established] mutual trust. While trust is 
understandably earned and built over time, we believe it is es-
sential for both parties in a relationship to assume good intent 
as a guiding principle.”  

from volume to value
Healthcare trends come and go, but as far as Walsh is con-
cerned, two in particular are here to stay – at least for a 
while. “Our industry is at an inflection point, with the con-
vergence of  two mega trends,” he points out. “Value-based 
purchasing is shifting our focus from volume to value, and 
the evolution of  the ACO models is shifting our focus 
from fee-for-service to population management. We be-
lieve healthcare organizations can’t successfully transition 
to assuming risk for the healthcare quality and cost for a 
population unless they have a robust ability to work as a 
system in an integrated way, maximizing efficiency in all 

areas of  our work, effectively 
preventing illnesses when pos-
sible, appropriately managing 
chronic illness, and delivering 
consistent, evidence-based care 
to those with acute illness. 

“Each of  us in healthcare 
contracting needs to recognize 
this business model shift and 
develop contracting strategies 
that support both the delivery 
of  care and prevention of  ill-
ness,” Walsh continues. “We 
need to open channels between 

our best supply partners and our insurance providers, cli-
nicians, physicians, administrators and business leaders. 
This effort will facilitate the collaborative development of  
wellness solutions and prevention strategies and will also 
enable improved clinical outcomes. We also need to trans-
parently share information throughout the value chain to 
generate predictive insights so our companies can proac-
tively manage disease states.”  

In turn, providers must become a lower cost customer 
to their suppliers and collaborate with progressive suppli-
ers to drive break-through process efficiencies, he explains. 
In addition, providers need to “jointly develop solutions 
that lead to improved clinical outcomes, improved labor 
productivity, reduced clinical practice variation, enhanced 
patient safety, improved patient satisfaction and enhanced 
physician satisfaction/alignment. Contracting strategies 
exclusively focused on the price-points are grossly inade-
quate. To quote Mary Beth Lang [vice president and supply 
chain executive] from UPMC, ‘Welcome to the new era of  
value-based contracting.’”  JHC

“Value-based purchasing is shifting our focus  
from volume to value, and the evolution of the  

ACo models is shifting our focus from fee-for-service 
to population management.”

– Joe Walsh

In January 2011 with the help of Accen-
ture, Intermountain began an assess-
ment of the health system’s procurement 
infrastructure. While a large project, the 
potential gains are just as sizable. “It has 
been extremely rewarding to help the 
entire supply chain organization get 
aligned around a vision for our future and 
then watch as our supply chain managers 
champion the change.”

Vision
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diversity in the workplace

By Christopher J. O’Connor

EmErgEncy prEparEdnEss

As severe weather incidents have become more 
common in recent years, healthcare facilities, and hospitals 
in particular, have developed effective protocols to main-
tain order when disaster strikes. These protocols allowed 
the safe evacuation of  thousands of  hospital patients and 
nursing home residents before, during, and after Hurricane 
Sandy, which struck the New York City region in late Oc-
tober. Yet as we began post-storm assessments, there were 
lessons from Sandy that could benefit your facility the next 
time you experience severe weather. 

Backup power is essential
The goal of  any healthcare facil-
ity during severe weather is to 
avoid evacuating patients unless 
absolutely necessary. Hurricane 
Sandy reminded us just how es-
sential backup power for facili-
ties is, and that it must be drilled 
into the hospital culture. Having 
been through Hurricane Irene 
just 14 months earlier, hospitals 
and nursing homes in the New 
York City region’s low-lying – 
and therefore most flood-prone 
– areas were well versed at pre-
paring for the predicted storm 
surge. Unfortunately, the actual 
surge proved to be far worse 
than weather forecasts indicated, 
forcing some facilities to evacu-
ate during or after the storm.

Testing backup generators 
on a regular basis and in the im-
mediate days before a storm is a 
critical emergency preparedness 

element. Sandy taught us that in addition to testing, facili-
ties should evaluate the placement of  backup generators 
and other necessary equipment. Depending on the type of  
risk you are facing, the basement or the very top level may 
not necessarily be the best location. Consider the possibil-
ity of  storing multiple generators in different locations. 

You also need to consider the ability to fuel that generator 
for multiple days after the storm has passed. You may have 
weathered the storm, but the damage in your area may be so 
great that power to your facility may be disrupted for days or 

weeks. Finally, have a plan in place 
to quickly access another genera-
tor through your supplier if  yours 
is damaged during the storm.

‘shelter in place’
We advise facilities to prepare to 
“shelter in place,” in case they 
become unable to receive de-
liveries for multiple days. They 
should have, at a minimum, 72 
to 96 hours’ worth of  critical 
supplies, such as non-perishable 
food items, linens, pharmaceu-
ticals, and cots or air mattresses 
for staff. Facilities should also en-
sure that an adequate amount of  
diesel fuel is added to their “criti-
cal supply” list. During Sandy, 
as some of  the hardest-hit areas 
became more difficult to access 
and ports of  entry were closed 
to deliveries, obtaining fuel for 
generators, ambulances, and ve-
hicles for other key personnel 
became an enormous challenge. 

Lessons from Hurricane sandy
Backup plans, and backup plans to the backup plan,  
are essential for any healthcare facility

during sandy, as some 
of the hardest-hit areas 

became more difficult to 
access and ports of entry 
were closed to deliveries, 

obtaining fuel for 
generators, ambulances, 
and vehicles for other key 

personnel became an 
enormous challenge. 
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EmErgEncy prEparEdnEss

Additionally, when travel restrictions were imposed to help 
ease congestion while mass transit was slowly coming online, 
getting into and out of  the city became more difficult for 
delivery vehicles and healthcare workers.  

Your group purchasing organization is also a critical 
component of  your first response team. The GPO mission 
– delivering the right products to the right patients at the 
right time – becomes more critical when trying to ensure 
continuity of  care during an emergency. When Sandy made 
it difficult for facilities to communi-
cate with their suppliers, we were able 
to use our network of  manufacturers 
and distributors to ensure that neces-
sary supplies were delivered. 

communicating  
during the storm
We have become so accustomed to 
receiving instant communication 
on our smartphones and other 
devices that we rarely think about 
what would happen if  they didn’t 
work properly. The ability to com-
municate with first responders and 
other government officials during 
a storm is essential. When Sandy hit the New York 
City region, cell phone service became spotty at best, 
as part of  the power grid was shut down preemptively, 
and the storm disrupted power elsewhere. Getting in 
touch with key contacts at facilities across the region 
became challenging. 

When developing a master list of  key contacts to com-
municate with during an emergency, ensure that the list is 
printed out in advance and includes both cell and landline 
numbers. In extreme cases, you may not be able to avoid 
spotty communication, but it’s best to have as many num-
bers as possible at your fingertips, especially if  you are 
in danger of  needing to evacuate patients, or in need of  
emergency supplies to keep your facility functioning. 

Weathering the storm
Healthcare facilities are a 24/7/365 operation, and ensuring 
the continuity of  safe patient care during an emergency is 
mission critical. A crisis often brings out the best in people  
and joins communities in ways we don’t see on a daily basis. 
This is especially true of  the healthcare community.

During Sandy, many hospitals and long-term-care facilities 
remained open with little or no disruption to patient care. Some 
stepped up and received patients from neighboring facilities that 

were incapacitated during the worst of  
Sandy. Others shared precious resources 
when neighbors were in need. 

Many elements contributed to the 
safe evacuation of  so many hospital pa-
tients and nursing home residents with-
out a single adverse event occurring. The 
first was an incredible amount of  coop-
eration and collaboration among many 
agencies. The entire healthcare com-
munity rallied together with the support 
of  New York City first-responders; city, 
state, and federal emergency manage-
ment offices and health departments; 
and other government agencies. 

The second element was the incred-
ible amount of  work done by dedicated teams of  people who 
communicate year-round. Having an emergency preparedness 
plan in place before severe weather occurs is truly half  the bat-
tle. Constant communication between your facility’s core team 
and the outside agencies and entities who will be your partners 
during the storm is crucial to any successful plan. Your plan 
should be regularly updated as you learn from your own experi-
ences and the experiences of  others.

Adhering to the three Cs – cooperation, collaboration, 
and communication – will help to ensure you are prepared 
when severe weather strikes. Perhaps the biggest lesson we 
learned during and after Sandy is that not only is a back-up 
plan essential, but having a back-up to the back-up plan is 
necessary to help your facility weather the storm. JHC

during sandy, 
many hospitals 
and long-term-

care facilities 
remained open 
with little or no 

disruption to 
patient care. 

Christopher J. O’Connor is executive vice president of  GNYHA Ventures, Inc., the for-profit arm of  the Greater New York Hospital Association, and 
President of  two GNYHA Ventures companies: GNYHA Services, Inc., an acute care group purchasing organization, and Nexera, Inc., a healthcare 
consulting firm. He is chair-elect of  the Association for Healthcare Resource & Materials Management (AHRMM).
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    Model of the future

Social media is significantly changing how people 
want to receive information, says Lynette King-Davis, vice 
president, marketing and business development, Raritan 
Bay Medical Center, Perth Amboy, N.J. At the same time, 
healthcare providers’ need to engage their communities 
and clinical staff  is paramount. Combining these two fac-
tors requires staff  with a specific skill set. That’s why, in 
2008, Raritan Bay signed an agreement with Montclair, 
N.J.-based Verasoni Worldwide for web hosting, design 
and digital strategy. The relationship between the two has 
grown ever since.

“I certainly know of  other hospitals 
that outsource marketing functions, and 
I certainly have always had an ad agency  
of  record for creative strategy – ad-
vertising – and media buying,” says 
King-Davis. Her staff  is small, and her 
department has always relied on free-
lancers to help with larger projects. 

“I looked at other vendors, and 
still continue to see what others offer, 
but I chose Verasoni because of  their 
responsiveness to my needs, their en-
thusiasm about incorporating new 
and emerging web products to meet 
my goals, and their focus on develop-
ing and implementing strategies with measurable results.” 
Raritan Bay’s contract with the vendor is “clear and specific 
on the goals and deliverables,” she adds.

twelve-month plan
The agreement began with a thorough planning session, 
where Raritan Bay and Verasoni established a 12-month 
marketing communications plan, with a budget attached to 
each strategy, says Verasoni CEO Abe Kasbo. “We work in 
concert with Raritan Bay Medical Center to ensure that the 
hospital’s marketing communications, which are married 

to the hospital’s strategic plans, are met, and we establish 
monthly benchmarks for deliverables and cost savings re-
lated to media buying or securing related services that we 
can negotiate on behalf  of  the hospital,” he continues. 

“However, it’s important to note that the relationship is 
very fluid, because as you can imagine, there are unforeseen 
situations that come up, such as reputation management or 
crisis communications, which need immediate attention, or 
a new service line comes on board.”

“I have a very small staff, focused on day-to-day issues,” 
says King-Davis. “Planning for and 
implementing a highly engaging inter-
nal and external digital communications 
strategy would not have been possible 
without the help of  an external ven-
dor.” Verasoni has saved Raritan Bay 
Medical Center 15 percent on its cable 
media buy and 30 percent on web ser-
vices, she says. And the vendor has or-
chestrated some unique public relations 
events, including a flash mob to drive 
awareness for cardiac health, as well as 
the “tweeting” of  a surgical procedure.

At press time, Verasoni and Rari-
tan Bay were putting together a pro-
gram to complement the medical 

center’s physician outreach efforts. “We’re developing a 
program that will bring professional and educational re-
sources to them and their staffs, such as legal advice, claims 
and billing training, marketing resources for their practices, 
etc., in order to help them grow in this new and fast evolv-
ing healthcare market,” says King-Davis.

“Verasoni is a small agency, and as with any small agency, 
you worry about the amount of  resources available to 
you,” she says. “Having a contract that is clear and specific 
on the goals and deliverables helped ease any misgivings 
about this.” JHC

Skill Sets for hire
raritan Bay Medical Center needed digital marketing skills,  
and found them in an outsourced arrangement

“Planning for and 
implementing a highly 

engaging internal 
and external digital 

communications 
strategy would not 
have been possible 

without the help of an 
external vendor.”

– lynette King-davis, vice president, 
marketing and business development, 

raritan Bay Medical Center



diversity in the workplaceregional purchasing coalition profile

When the WNC Health Network developed a regional 
purchasing coalition in 2000, its intention was clear: to sup-
port its members in delivering safe, cost-effective, high-quality 
health services. The Journal of  Healthcare Contracting spoke with 
Tim Bugg, CMRP, vice president, member services, about the 
success of  WNC Health Network over the last 12+ years.

The Journal of Healthcare 
Contracting: How has WNC 
Health Network grown since 
the inception of  its purchas-
ing program in 2000? 
Tim Bugg: WNC Health Net-
work’s group purchasing pro-
gram began in 2000 with 16 
hospitals in the counties of  west-

ern North Carolina, with approximately $150 million in Pre-
mier spend and 2000 licensed beds. Today, the network has a 
membership of  47 health systems, with 93 hospitals in North 
Carolina, South Carolina, Virginia, Tennessee and Pennsylva-
nia. It is approaching $2 billion in Premier spend, with 15,000 
licensed beds. We are continually discussing membership with 
health systems and are very open to new members joining. 

JHC: Have you found that the network’s group pur-
chasing program is providing its members with more 
advantages than originally expected?
Bugg: The opportunities WNC Health Network provides today 
definitely are greater than in 2000. The volume aggregation oppor-
tunities and the network’s resource management program, which 
entail utilization, benchmarking and best practice initiatives, bring 
multiple savings opportunities in all areas of  the supply chain.

JHC: How much savings did your network achieve in 
its first year, and how has that increased since?
Bugg: In 2001, [one year into the purchasing program], the 
savings was $905,465. The network has progressed upward in 
savings each year [since then]. Calendar year 2011 savings ex-
ceeded $23.7 million, while early projections for calendar year 
2012 appear to be on target with 2011. The network will top 
$100 million in [total] savings since its inception.

JHC: Has being part of  a regional purchasing net-
work enabled your members to leverage their buying 
power? Would you say they have become better and 
smarter at this over time?
Bugg: Absolutely. The members have gained leverage 
from total volume, size and commitment. The network 
represents all sizes of  hospitals and health systems, and 
prides itself  on price parity on all contract opportunities 
presented to members.

JHC: Please explain the process whereby your supply 
chain executives meet and make their decisions. 
Bugg: The network is a 501(c)(3) not-for-profit corpora-
tion, with eight full-time employees in the group-purchas-
ing division. Several work groups work on a variety of  cost 
savings initiatives. The work groups – which include mate-
rials management, materials management advisory group, 
pharmacy, laboratory, food, finance, value analysis and hu-
man resources – make the final decisions for all contract 
directives. The network provides the background informa-
tion and makes recommendations to the groups. 

JHC: How does the network co-exist with your GPO? 
For instance, does it only work off  of  GPO contracts?
Bugg: The network considers our partner GPO, Premier, 
vital in our ability to offer savings to our joint memberships. 
All of  the network members are also members of  Premier; 
thus, the Network works primarily within the Premier con-
tract portfolio and the Premier programs. However, depend-
ing on the membership’s needs, the network also has some 
limited local contracts. Premier and the network share the 
same vision to help members reduce cost using a variety of  
joint methods and programs.  

JHC: How do you ensure that the interests of  each of  your  
facilities are considered and that each facility’s needs are met?
Bugg: The network uses our workgroup meeting format 
for collaboration and decision-making. This format allows 
all members to have input in all contracting decisions. Re-
gardless of  member size, the network operates under the 
premise of  one vote per member. JHC

Wnc health network 

tim Bugg
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HealtHcare-associated infections and tHe contracting executive: Part 4

A culture of infection prevention marks most hos-
pitals. Yes, improvement is needed. But in most hospitals, 
infection prevention professionals, epidemiologists, cen-
tral sterile professionals, the OR team and others work 
diligently to keep patients and healthcare workers safe 
and infection-free. 

But who’s minding the store 
in the physician’s office? As more 
and more hospitals and IDNs 
acquire physician practices, it’s a 
question that hospital administra-
tors, infection preventionists and 
even supply chain executives will 
be asking.

There’s little oversight of  phy-
sicians’ offices, particularly when 
compared with other sites that 
are accredited by the Centers for 
Medicare & Medicaid Services, 
such as hospitals and ambula-
tory surgery centers, notes Gina 
Pugliese, RN MS, vice president, Safety Institute, Premier 
healthcare alliance. “Physician offices are not subject to 
CMS oversight, and thus, these facilities do not undergo 
onsite surveys.”

It’s rare for an independent medical practice to desig-
nate one person with responsibility for infection control, 

she continues. “It’s a job shared by many, and it includes 
monitoring for unsafe practices.”

“I think it’s sort of  the last frontier,” says Ann Marie Pet-
tis, RN, BSN, CIC, director of  infection prevention for the 
University of  Rochester Medical Center, Rochester, N.Y. 

What’s the big deal?
Physicians offices present their 
own set of  infection-prevention 
challenges, says Pettis, whose IDN 
has, like many others, acquired 
physician practices in recent years.

“A lot of  times, they have en-
vironmental challenges,” she says. 
In some cases, old homes or build-
ings were converted to medical of-
fices. So, space can be a challenge.

“They don’t always have ad-
equate space to separate ‘clean’ 
and ‘dirty’ areas,” for low-level 
disinfection, high-level disinfec-

tion and sterilization. “You should really have two separate 
rooms, but in most practices, you don’t have that. So you 
need signage and dedicated sinks, and you need to be cre-
ative in how you separate these things.”

It’s important that healthcare workers sanitize equipment 
– e.g., stethoscopes, glucometers – between uses, continues 

fighting infection  
in the doctor’s office
Hospitals are improving in the fight against infection.  
How about those newly acquired physician practices?

Editor’s note: Healthcare-acquired infections are among the leading causes of  death in the United States, according to the U.S. Department 
of  Health and Human Services. At any given time, about one in 20 patients has an infection related to their hospital care. Healthcare-acquired 
infections alone are responsible for $28 billion to $33 billion in preventable healthcare expenditures annually. These infections are largely 
preventable and can be significantly reduced to save lives and avoid excess costs. This month, the Journal of  Healthcare Contracting 
looks at infections that can be incurred in the physician’s office – their causes, preventive measures and the role of  the supply chain executive.
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Pettis. Outbreaks of  hepatitis B and C have been linked to 
improper sanitization of  instruments in the office.

“One of  the things we try to emphasize is, ‘Does the 
practice have the right chemical for cleaning the environ-
ment or disinfecting equipment?’” continues Pettis. “Are 
they using it correctly? Are they adhering to proper appli-
cation techniques and drying times? Extensive training is 
required for environmental service workers.”

Sterilization of  instruments presents its own set of  chal-
lenges, she says. “You find that physicians and nurses don’t 
get a lot of  infection prevention concepts in their curric-
ulum. Therefore, they don’t always know what they don’t 
know.” Are they testing their sterilizers regu-
larly? Do they know how to properly store 
instruments and equipment after sterilization?

unsafe injection practices
Unsafe injection practices present another po-
tential hazard in the physician office, says Pet-
tis. In fact, the federal government document-
ed 68 cases of  viral hepatitis being transmitted 
in outpatient settings from 2001 to 2011 in 18 
facilities – all traced to unsafe practices with 
multidose vials and needles and syringes.

And in 2007, the Centers for Disease 
Control and Prevention reported that four 
large outbreaks of  hepatitis B and hepatitis C 
– in a private medical practice, pain clinic, endoscopy clinic 
and hematology/oncology clinic – could be traced back to 
the following two infection-control breaches: reinsertion 
of  used needles into a multiple-dose vial or solution con-
tainer (e.g., saline bag), and use of  a single needle/syringe 
to administer intravenous medication to multiple patients. 
(See related article.)

“Injection safety is a potential risk in any setting where 
injections are performed,” says Pugliese. “Patients should be 
aware that it is one syringe, one patient, one time…and they 
should speak up to the provider if  there is any question.”

The waiting areas of  physicians’ offices present another 
potential challenge to infection prevention. Seats are often 
close together, so sick people are sitting almost on top of  
one another, says Pettis. Have patients been triaged on the 
phone, so that those who present with potentially serious 

respiratory issues, such as tuberculosis, are scheduled at the 
end of  the day and are ushered immediately into an exam 
room? Does the waiting area have large, visible signs re-
minding visitors to cover their mouths when coughing and 
washing their hands? Are tissues, alcohol-based handrubs 
and masks readily available for visitors’ use?

Are the toys in pediatricians’ offices cleaned and disin-
fected regularly? And what are oncologists doing to protect 
their immunocompromised patients, who are particularly 
susceptible to infection. “There are certain populations 
who are at higher risk than others,” says Pettis. “Risk can 
be practice-specific.”

change coming?
The state of  the art in gathering data on physician-office-
acquired infections is rudimentary, according to those with 
whom the Journal of  Healthcare Contracting spoke. National atten-
tion on the potential infection-control hazards of  outpatient 
centers, including physicians’ offices, ebbs and flows, peaking 
with occasional, highly publicized, outbreaks of  disease. 

CMS has instituted a voluntary program, the Physician 
Quality Reporting System, or PQRS, which offers incentives 
to physicians who report data on quality measures for cov-
ered professional services for Part B Medicare beneficiaries, 
points out Pugliese. CMS intends for the system to form the 
basis of  a value-based purchasing program for physicians 
paid under the Medicare physician fee schedule. But the 
quality measures focus on diagnostic and treatment-related 
issues, not surveillance of  healthcare-acquired infections.

“ one of the things we try to  
emphasize is, ‘does the practice have the 
right chemical for cleaning the environment 
or disinfecting equipment?’ are they 
using it correctly? are they adhering to 
proper application techniques and drying 
times? extensive training is required for 
environmental service workers.”

– ann Marie Pettis, rn, Bsn, cic, director of infection  
prevention for the university of rochester Medical center
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But the winds of  change are blowing.
“Increased awareness of  injection safety lapses from 

large outbreaks has made us more vigilant, and likely has 
resulted in increased reporting of  cases and outbreak in-
vestigations,” says Pugliese.

Another harbinger of  change are discussions underway 
to address infection prevention and control in the physi-
cian’s office in the next phase of  the U.S. Department of  
Health and Human Services’ “National Action Plan to Pre-
vent Healthcare-Associated Infections: Roadmap to Elimi-
nation.” Phase 1 dealt with acute-care hospitals; Phase 2 
with ambulatory surgery centers, end-stage renal disease fa-
cilities, and increasing influenza vaccination among health-
care personnel; and Phase 3 with long-term-care facilities.

Value-based purchasing for physicians’ services may 
currently focus on diagnosis and treatment-related issues, 
but it should have a favorable impact on infection rates in 
the physician’s office, says Pugliese, who is a member of  
the National Quality Forum’s patient safety committee as 
well as the Department of  Health and Human Services’ 
Healthcare Infection Control Practices Advisory Commit-
tee, or HICPAC. Several safety measures relate to antibiotic 
usage, specifically, correct prescribing habits for antibiotics. 
Ending the overprescribing of  antibiotics is one way to at-
tack infections and antibiotic-resistant organisms.

Today’s emphasis on treating the whole patient, rather 
than individual diseases, should help as well, she says. Prop-
er diagnosis, monitoring and treatment of  diabetic patients, 

for example, can help avoid infections and peripheral vas-
cular disease, which can lead to infections. “Looking at the 
patient more completely in how you diagnose and treat 
them prevents complications,” including infections.

Hospital oversight
Physician office staff  are growing more cognizant of  the need 
to optimize their performance in infection prevention, says 
Pettis. Lacking resources and infection prevention expertise 
of  their own, they are hiring infection prevention profession-
als, often from hospitals, to come in on a consulting basis to 
help them improve their practices. Hospitals or IDNs that 
have acquired physician practices typically send in their in-
fection preventionists to offer support. “I think there’s a real 
need, and that there have been improvements to patient safety, 
because of  the fact that so many physician offices are coming 
under the umbrella of  the hospital,” she says. 

Gathering data on infections in the physician office can be 
difficult, she adds. However, infection preventionists and of-
fice staff  can focus on process measures – such as safe injec-
tion practices or handwashing protocols – in non-hospital sites. 

One more thing to be monitored? Physician office cul-
ture. As physicians face a reimbursement squeeze, short-
cuts can be taken. “Everybody has to be more vigilant,” 
says Pugliese. Just as important, the physician office must 
become a place where anyone on staff  feels free to speak 
up if  he or she detects practices that might compromise 
patient or worker safety.”  JHC

Injected medicines are commonly used in health-
care settings for the prevention, diagnosis, and 
treatment of various illnesses. But unsafe injection 
practices put patients and healthcare providers 
at risk of infectious and non-infectious adverse 
events and have been associated with a wide va-
riety of procedures and settings. This harm is pre-
ventable, according to experts.

The risk
In the last decade, more than 125,000 patients in the 
United States were advised to get tested for hepatitis 
B virus (HBV), hepatitis C virus (HCV), and HIV due to 
the reuse of syringes and misuse of medication vials. 

A review of outbreaks by the Centers for Dis-
ease Control and Prevention (CDC), published 
in the January 2009 edition of the Annals of  

one needle, one syringe, one time
safe injection practices can reduce infection in the doctor’s office
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Source: www.oneandonlyonecampaign.org

Internal Medicine, identified 33 hepatitis out-
breaks between 1998 and 2008 resulting from 
deficient healthcare practices. The study focused 
on outbreaks that occurred in outpatient settings, 
such as doctors’ offices, outpatient clinics, dialysis 
centers, and nursing homes. Unsafe injection prac-
tices, such as reuse of syringes, accounted for most 
of the infections and exposures. 

An investigation of four large outbreaks of HBV 
and HCV among patients in ambulatory care fa-
cilities in the United States identified two primary 
breaches in infection control practice that contrib-
uted to these outbreaks: reinsertion of used nee-
dles into a multiple-dose vial or solution container 
(e.g., saline bag), and use of a single needle/syringe 
to administer intravenous medication to multiple 
patients. In one of these outbreaks, preparation of 
medications in the same workspace where used 

needle/syringes were dismantled also may have 
been a contributing factor. 

Safe injection practices
Outbreaks related to unsafe injection practices 
indicate that some healthcare personnel are un-
aware of, do not understand, or do not adhere to 
basic principles of infection control and aseptic 
technique. For example, a survey of U.S. healthcare 
workers who provide medication through injection 
found that 1 percent to 3 percent reused the same 
needle and/or syringe on multiple patients. 

To ensure that all healthcare workers under-
stand and adhere to recommended practices, prin-
ciples of infection control and aseptic technique 
need to be reinforced in training programs and in-
corporated into institutional polices that are moni-
tored for adherence.

•  Use aseptic technique to avoid 
contamination of sterile  
injection equipment.

•  Do not administer medications 
from a syringe to multiple patients, 
even if the needle or cannula on 
the syringe is changed. Needles, 
cannulae and syringes are sterile, 
single-use items; they should not 
be reused for another patient 
nor to access a medication or 
solution that might be used for a 
subsequent patient.

•  Use fluid infusion and 
administration sets (i.e., 

intravenous bags, tubing and 
connectors) for one patient 
only, and dispose appropriately 
after use. Consider a syringe or 
needle/cannula contaminated 
once it has been used to 
enter or connect to a patient’s 
intravenous infusion bag or 
administration set. 

•  Use single-dose vials for parenteral 
medications whenever possible. 

•  Do not administer medications 
from single-dose vials or ampules 
to multiple patients or combine 
leftover contents for later use.

•  If multidose vials must be used, 
both the needle or cannula 
and syringe used to access the 
multidose vial must be sterile.

•  Do not keep multidose vials in 
the immediate patient treatment 
area, and store in accordance 
with the manufacturer’s 
recommendations. Discard 
if sterility is compromised or 
questionable.

•  Do not use bags or bottles 
of intravenous solution as a 
common source of supply for 
multiple patients. 

The following recommendations apply to the use of needles, cannulae that replace needles, and,  
where applicable, intravenous delivery systems:

Only when patients and providers both insist on “One Needle, One Syringe, Only One Time” for each and 
every injection will the risk of contracting infectious disease through injections be eliminated. JHC
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avoiding infections in the doctor’s office:  
Key recommendations 

cdc provides guidance to doctors’ office staff in 2011 document

Compared to inpatient acute care settings, ambu-
latory care settings have traditionally lacked the 
infrastructure and resources to support infection 
prevention and surveillance activities, points out 
the Centers for Disease Control and Prevention in its 
2011 publication, “Guide to Infection Prevention in 
Outpatient Settings: Minimum Expectations for Safe 
Care.” Yet incidents of outbreaks have demonstrated 
the need for greater understanding and implemen-
tation of basic infection prevention guidance in out-
patient settings, including physician offices. 

administrative recommendations
All healthcare settings, regardless of the level of 
care provided, must be equipped to observe Stan-
dard Precautions, that is, the minimum infection 
prevention practices that apply to all patient care, 
regardless of suspected or confirmed infection sta-
tus of the patient, in any setting where healthcare is 
delivered. In addition, they should:

1.  Develop and maintain infection prevention 
and occupational health programs.

2.  Assure sufficient and appropriate  
supplies necessary for adherence to 
Standard Precautions (e.g., hand hygiene 
products, personal protective equipment, 
injection equipment). 

3.  Ensure that at least one individual with 
training in infection prevention is employed 
by or regularly available to the facility.

4.  Develop written infection prevention policies and 
procedures appropriate for the services provided 
by the facility and based upon evidence-based 
guidelines, regulations, or standards. 

Education and training of healthcare personnel
1.  Provide job- or task-specific infection 

prevention education and training to all 
healthcare personnel, including those 
employed by outside agencies and available by 
contract or on a volunteer basis to the facility.

2.  Training should focus on principles of both 
healthcare personnel safety and patient safety.

3.  Training should be provided upon orientation 
and repeated regularly (e.g., annually). 

4.  Competencies should be documented initially 
and repeatedly, as appropriate for the specific 
healthcare personnel positions.

Surveillance and reporting  
of healthcare-acquired infections

1.  Adhere to local, state, and federal 
requirements regarding HAI surveillance, 
reportable diseases, and outbreak 
reporting. (A list of state reportable 
disease websites is available at: http://
www.cste.org/dnn/ProgramsandActivities/
PublicHealthInformatics/
PHIStateReportableWebsites/ 
tabid/136/Default.Aspx).

2.  Perform regular audits and competency 
evaluations of healthcare personnel 
adherence to infection prevention practices.

Hand hygiene
1.  Key situations where hand hygiene should be 

performed include: 
a.  Before touching a patient, even if gloves 

will be worn. 
b.  Before exiting the patient care area after 

touching the patient or the patient’s 
immediate environment.
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c.  After contact with blood, body fluids or 
excretions, or wound dressings. 

d.  Prior to performing an aseptic task (e.g., 
placing an IV, preparing an injection). 

e.  If hands will be moving from a contami-
nated-body site to a clean-body site dur-
ing patient care.

f. After glove removal.

2.  Use soap and water when hands are vis-
ibly soiled (e.g., blood, body fluids), or after 
caring for patients with known or suspected 
infectious diarrhea (e.g., Clostridium difficile, 
norovirus). Otherwise, the preferred method 
of hand decontamination is with an alcohol-
based hand rub. 

Personal protective equipment
Personal protective equipment (PPE) refers to wear-
able equipment that is intended to protect healthcare 
personnel from exposure to or contact with infectious 
agents.  Examples include gloves, gowns, face masks, 
respirators, goggles and face shields. The selection of 
PPE is based on the nature of the patient interaction 
and potential for exposure to blood, body fluids or in-
fectious agents.  

1.  Facilities should ensure that sufficient and 
appropriate PPE is available and readily 
accessible to healthcare personnel. 

2.  Educate all personnel on proper selection and 
use of PPE. 

3.  Remove and discard PPE before leaving the 
patient’s room or area.

4.  Wear gloves for potential contact with 
blood, body fluids, mucous membranes, 
non-intact skin or contaminated 
equipment. (Do not wear the same 
pair of gloves for the care of more than 
one patient; do not wash gloves for the 
purpose of reuse; perform hand hygiene 
immediately after removing gloves.)

5.  Wear a gown to protect skin and clothing during 
procedures or activities where contact with blood 
or body fluids is anticipated. Do not wear the same 
gown for the care of more than one patient. 

6.  Wear mouth, nose and eye protection during 
procedures that are likely to generate splashes 
or sprays of blood or other body fluids.

7.  Wear a surgical mask when placing a 
catheter or injecting material into epidural 
or subdural space.

 
Safe injection practices

1.  Use aseptic technique when preparing  
and administering medications. 

2.  Cleanse the access diaphragms of medication 
vials with 70 percent alcohol before inserting a 
device into the vial.

3.  Never administer medications from the same 
syringe to multiple patients, even if the needle is 
changed or the injection is administered through 
an intervening length of intravenous tubing.

4.  Do not reuse a syringe to enter a medication 
vial or solution.

5.  Do not administer medications from single-
dose or single-use vials, ampoules, or bags or 
bottles of intravenous solution to more than 
one patient. 

6.  Do not use fluid infusion or administration 
sets (e.g., intravenous tubing) for more than 
one patient.

7.  Dedicate multidose vials to a single patient 
whenever possible. If multidose vials will be 
used for more than one patient, they should be 
restricted to a centralized medication area and 
should not enter the immediate patient treatment 
area (e.g., operating room, patient room/cubicle). 

8.  Dispose of used syringes and needles at 
the point of use in a sharps container that is 
closable, puncture-resistant, and leak-proof. 

9.  Adhere to federal and state requirements 
for protection of healthcare personnel from 
exposure to bloodborne pathogens.
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Cleaning and disinfection  
of environmental surfaces

1.  Establish policies and procedures for routine 
cleaning and disinfection of environmental 
surfaces in ambulatory care settings. Focus on 
those surfaces in proximity to the patient and 
those that are frequently touched. 

2.  Select EPA-registered disinfectants or 
detergents/disinfectants with label claims for 
use in healthcare. 

3.  Follow manufacturer’s recommendations 
for use of cleaners and EPA-registered 
disinfectants (e.g., amount, dilution, contact 
time, safe use, and disposal).

Cleaning, disinfection, and/or  
sterilization of medical equipment

1.  Facilities should ensure that reusable medical 
equipment (e.g., blood glucose meters 
and other point-of-care devices, surgical 
instruments, endoscopes) is cleaned and 
reprocessed appropriately prior to use on 
another patient.  

2.  Reusable medical equipment must be cleaned 
and reprocessed (disinfected or sterilized) and 
maintained according to the manufacturer’s 
instructions. If the manufacturer does not 
provide such instructions, the device may not 
be suitable for multipatient use.

3.  Assign responsibilities for reprocessing of 
medical equipment to healthcare personnel 
with appropriate training. Maintain 
copies of the manufacturer’s instructions 
for reprocessing of equipment in use at 
the facility; post instructions at locations 
where reprocessing is performed. Observe 
procedures to document competencies 
of healthcare personnel responsible for 
equipment reprocessing upon assignment 
of those duties, whenever new equipment is 

introduced, and on an ongoing periodic basis 
(e.g., quarterly).

4.  Assure healthcare personnel have access to 
and wear appropriate personal protective 
equipment when handling and reprocessing 
contaminated patient equipment.

Respiratory, hygiene/cough etiquette
1.  Implement measures to contain respiratory 

secretions in patients and accompanying 
individuals who have signs and symptoms 
of a respiratory infection, beginning at 
point of entry to the facility and continuing 
throughout the duration of the visit. 

a.  Post signs at entrances with instructions 
to patients with symptoms of respiratory 
infection to: 1) cover their mouths/noses 
when coughing or sneezing, 2) use 
and dispose of tissues, 3) perform hand 
hygiene after hands have been in contact 
with respiratory secretions.

b.  Provide tissues and no-touch receptacles 
for disposal of tissues.

c.  Provide resources for performing hand 
hygiene in or near waiting areas.

d.  Offer masks to coughing patients and 
other symptomatic persons upon entry to 
the facility. 

e.  Provide space and encourage persons 
with symptoms of respiratory infections 
to sit as far away from others as possible. If 
available, facilities may wish to place these 
patients in a separate area while waiting 
for care. 

2.  Educate healthcare personnel on the 
importance of infection prevention measures 
to contain respiratory secretions to prevent 
the spread of respiratory pathogens when 
examining and caring for patients with signs 
and symptoms of a respiratory infection. JHC

Source: Guide to Infection Prevention in Outpatient Settings: Minimum Expectations for Safe Care, Centers for 
Disease Control and Prevention, http://www.cdc.gov/hai/pdfs/guidelines/ambulatory-care-04-2011.pdf
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outside business influences

Journal of Healthcare Contracting readers  
don’t need to be told, theirs is not a  
simple task.

On the one hand, contracting ex-
ecutives are expected to be the silent 
partners on the healthcare delivery 
team, efficiently delivering the tools 
of  care to front-line providers. But 
on the other hand, if  they’re too si-
lent, their value may be underrated 
or misunderstood. 

On the one hand, many in the 
hospital or IDN, frankly, don’t want 
to know what their supply chain team 
does, or how they do it…they just want 

what they want, when they want it. But 
on the other hand, this is the age of  
transparency, and – just as consumers 
track their UPS and FedEx shipments 
– healthcare end users want to know 
the status of  their latest product/
equipment/project request. They want 
to see how the sausage is made. 

And on one hand, end users want 
the best and latest of  everything. On 
the other, they know they have to help 
keep costs down.

Given all this, the contracting executive must do some soul-searching and 
ask herself some pointed questions:

• Who’s my customer?
•  How do I keep him or her satisfied?
•  How do I know I’m keeping them satisfied?
•  How do they know what I’m doing to keep them satisfied?

Cornerstone of success
“Customer service is the cornerstone 
of  success in any organization in order 
to drive value,” says Kathleen Krueger, 
president, ProMedica Supply Chain 
Management, Toledo, Ohio. “You 
must first identify and understand who 
your customer is before you can deliver 
on product and service, and share ef-
ficiencies in processes and purchases, 
which should be measured.”

Krueger knows something about 
both supply chain management and cus-
tomer service. Throughout her career, 
she has held various positions in supply 
chain management, from manufacturing  

and sales of  industrial products, to dis-
tribution services. Her undergraduate 
degree was in business. “From there, I 
went into a manufacturing role, which 
prepared me for working with vendors 
and a variety of  suppliers.”

She worked for a global distributor, 
Hydraulic Supply Company, a global 
distributor of  hydraulic and pneumatic 
components and systems, hose, fittings 
and connectors, electronic systems, 
and accessories. 

Following that, she joined Kena-
kore Solutions, a Perrysburg, Ohio-
based third-party logistics provider, 
where she stayed for 17 years – the 

“ The foundation 
of exceptional 
customer 
service is 
building robust 
relationships.”

– Kathleen Krueger, president,  
ProMedica Supply Chain 

Management
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last 14 of  which she served as the company’s president and 
chief  executive officer. At Kenakore, she oversaw a staff  
of  60 with a throughput of  goods exceeding $80 million. 

She joined ProMedica as president of  the IDN’s supply 
chain operations in 2010. 

No difference
Krueger says that customer service in the industrial setting 
and healthcare look very much the same. “In any setting, 
there is the direct customer of  supply chain management, 
and then there is the organization’s customer … both of  

which are different. As a support department, supply chain 
management’s customers are often internal – i.e., individu-
als within the organization.

“The ultimate goal is to successfully meet the needs 
of  your internal customers – the people whom you touch 
each day – not the patient, who is far removed from sup-
ply chain management and so may seem a ‘lofty’ target to 
serve,” she says. “If  supply chain management defines the 
customer as the patient, it may be easy to become com-
placent with your internal customers. Moreover, you may 
view internal customers as simply ‘coworkers’ within the 
organization instead of  true ‘customers’ with whom you 
must build lasting, trusting relationships.”

What is customer service?
The building blocks of  customer service are simple, con-
tinues Krueger. “Lessons learned about service excellence 

in other industries absolutely carry across industry lines, 
and what I learned in manufacturing and sales and dis-
tribution is true in health care. Simply put, knowing your 
customer, listening to the voice of  your customer (such 
as through ongoing, direct conversations and/or surveys), 
bringing value to your customer, and then measuring your 
success, are crucial steps in customer service.”

Customer service is about accountability, reliability and 
integrity, she continues. “The foundation of  exceptional 
customer service is building robust relationships. When 
your customers come to trust that you are responsible, reli-

able and honest, they will come back to you 
time and time again. These values are what 
build lasting, long-term relationships.”

Transparency
Mark Faulkner, director of  strategic supply 
chain management and sourcing, Partners 
HealthCare, Boston, Mass., believes the 
emphasis in healthcare has changed since 
he began his career in healthcare supply 
chain management 30 years ago. That said, 
there remain some constants in terms of  
customer service.  

“Healthcare, overall, is a changed market, 
a changed world,” says Faulkner, who joined 

Partners’ corporate team in 2001. “In addition to deliver-
ing great patient care, there is added focus on expense, 
and how we can do better with less.” Providers need more 
products and services, in a timely fashion, in order to pro-
vide exceptional patient care. The contracting and materi-
als team has a huge role to play in that effort, he says.

“Giving clinicians, physicians, administrators and oth-
ers updated, prompt, accurate information is key to any or-
ganization’s success,” he says. His internal customers need 
detailed information about prices, contracts and new prod-
uct opportunities in order to make the best clinical – and 
business – decisions. “They used to do much of  that on 
their own, but today, they lean heavily on the supply chain 
leaders to get them that information.”

At press time, Partners was making plans to roll out a 
contract management tool that will allow end users to check 
on the status of  ongoing projects, including contracts, item 

“ Lessons learned about service 
excellence in other industries 
absolutely carry across industry 
lines, and what I learned in 
manufacturing and sales and 
distribution is true in health care.”

– Kathleen Krueger
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requests and new technologies. When 
the supply chain team makes adjust-
ments to any project, they will notify in-
terested end-users by e-mail, or custom-
ers can go into the system and check on 
their own. “It’s a tool that will help us 
provide great customer service,” he says. 
“It makes us more accountable, and, at 
the end of  the day, it will validate [to cus-
tomers] the work that we’re doing” to 
fulfill their requests. 

End goal
“You must measure how well you’re do-
ing, otherwise, you cannot claim success,” 

says Krueger. “To determine if  you are succeeding in meeting 
your customers’ needs, you should routinely conduct surveys, 
listen to the voice of  your customer, and craft your strategy 
around their needs.”

“[Surveys] give us the ability to focus on areas in which 
we’re not doing as well as we could,” says Faulkner. 

If  the supply chain executive has earned the trust of  his 
or her customers, both sides win, according to those with 
whom the Journal of  Healthcare Contracting spoke.

“ProMedica’s values of  compassion, innovation, team-
work, and excellence tie in well with these necessary supply 
chain behaviors, and so I have found ProMedica’s internal 
customers very welcoming of  our efforts to collaborate on 
gaining efficiencies and standardizing products to achieve 
value and savings,” says Krueger.

“The largest and most fulfilling payoff  
of  providing exceptional customer service 
in healthcare supply chain management is 
employee and physician satisfaction, because 
ultimately that ensures high satisfaction for 
the patient – the organization’s customer,” 
she continues. But again, the supply chain 
team must maintain its focus on the people 
they touch in their role every day – that is, 
the caregivers and other internal customers.

“If  you want a reward or notoriety 
or the ‘limelight’ for what you do, you 
shouldn’t be in supply chain management. 
Just as for the theater stagehand on Broad-
way, or the airline mechanic who makes the 

pilot and airline excel, the healthcare supply chain member’s 
role is to support the physician, respiratory therapist, dietary 
manager, and other internal customers to do their jobs better.”

Avoid common pitfalls, Krueger advises supply chain 
executives. The first is failing to know who your customers 
are. The second is failing to sell the value of  your depart-
ment to them, that is, failing to specifically define how sup-
ply chain can help them. 

Supply chain teams need to keep their eye on the ball, 
day after day, week after week, says Faulkner. “Don’t think 
that because you’ve responded to [a question or need], you 
can ease off  the pedal. To me, it’s more of  a matter of  con-
tinuing and sustaining that level of  service. And you need 
to challenge yourself  and your employees. You’re only as 
good as the people around you.” JHC

“ProMedica’s values of compassion, innovation, teamwork, 
and excellence tie in well with these necessary supply chain 

behaviors, and so I have found ProMedica’s internal customers very 
welcoming of our efforts to collaborate on gaining efficiencies and 

standardizing products to achieve value and savings.” 
– Kathleen Krueger
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too Much Healthcare?
Industry grapples with overdiagnosis, overtreatment

For materials executives, the Holy Grail of cost reduction is utiliza-
tion. If  clinicians would use less stuff  and perform fewer procedures, costs 
would go down. But, lacking clinical training, materials executives have been 
hampered in their efforts to influence utilization. Now, it seems, they’re getting 
a little help from clinicians themselves.

In 2010, the Institute of  Medi-
cine reported that approximately 30 
percent of  healthcare costs – more 
than $750 billion annually – is spent 
on wasted care, care that is poten-
tially avoidable and would not neg-
atively affect the quality of  care if  
eliminated.

A number of  professional orga-
nizations, including the American 
College of  Physicians, American 
Medical Association and Alliance 
for Academic Internal Medicine, are 
taking steps to address the problem 
head-on.

According to published studies, 
it’s about time.

Overdiagnosis
Last fall, the Dartmouth Institute for Health Policy & Clin-
ical Practice published three studies that point to potential 
overuse of  certain medical procedures. In a study pub-
lished in the Nov. 21, 2012, New England Journal of  Medicine, 
researchers reported that more than a million women have 
been overdiagnosed with breast cancer, and that despite 
all the screenings with mammograms, there has been no 
change in the incidence of  metastatic breast cancer and 

little decrease in the rate that late-
stage cancer is found. Fewer women 
are dying from breast cancer, but the 
researchers concluded that this is 
due largely to better treatment, not 
screening.

“[A]lthough no one can say with 
certainty which women are overdi-
agnosed, there is certainty about 
what happens to them,” the re-
searchers wrote. “[T]hey undergo 
surgery, radiation therapy, hormonal 
therapy for five years or more, che-
motherapy, or (usually) a combina-
tion of  these treatments for abnor-
malities that otherwise would not 
have caused illness.”

“Women should recognize that 
our study does not answer the ques-

tion ‘Should I be screened for breast cancer?’” the re-
searchers wrote. “However, they can rest assured that the 
question has more than one right answer.”

In a second study, published in the Archives of  In-
ternal Medicine, researchers found that diagnostic tests 
are frequently repeated among Medicare beneficiaries. 
The study results indicate that among Medicare benefi-
ciaries undergoing echocardiography (examination of  
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the heart), 55 percent had a second test within three 
years. Repeat testing for the other examinations also was 
common: 44 percent of  imaging stress tests were re-
peated within three years, as were 49 percent of  pulmo-
nary function tests, 46 percent of  chest computed to-
mography, 41 percent of  cystoscopies (an examination 
of  the bladder), and 35 percent of  upper endoscopies 
(examination of  the digestive tract). 

“Although we expected a certain fraction of  examina-
tions to be repeated, we were struck by the magnitude of  
that fraction,” wrote the researchers.

end-of-life care
A third report from the Dartmouth Atlas Project found 
that the way academic medical centers deliv-
er healthcare – particularly, end-of-life care 
– differs dramatically from one institution 
to the next. These differences affect the 
training that medical students receive, and 
may affect the way they practice medicine 
in the future. The Dartmouth Atlas Project 
uses Medicare data to analyze and compare 
national, regional and local healthcare prac-
tices. Some examples:

•  In 2010, about half  of  chronically ill 
patients (49.4 percent) treated at Johns 
Hopkins Hospital in Baltimore were en-
rolled in hospice in their last six months 
of  life, compared to only 23.1 percent 
of  patients treated at Mount Sinai Medi-
cal Center in New York City.

•  In 2010, 66.6 percent of  chronically ill patients at 
NYU Langone Medical Center in New York City 
saw 10 or more different physicians during their last 
six months of  life, compared to only 42.5 percent 
of  patients at Scott & White Memorial Hospital in 
Temple, Texas. Hence, a patient’s care will likely be 
more influenced by specialists’ opinions at NYU.

•  In 2010, patients were twice as likely to get knee 
replacement surgery in Salt Lake City (11.9 per 1,000 
discharges) than in Manhattan (4.5 per 1,000 dis-
charges). As a result, a resident trained in Salt Lake 
City may be more likely to learn a treatment style  

involving surgery than in New York City, where a resi-
dent might more readily prescribe physical therapy.

“These findings challenge the assumption that clinical 
science alone drives medical practice at these prestigious 
institutions and thus raise a serious issue for academic 
medicine,” said David C. Goodman, M.D., MS, co-prin-
cipal investigator for the Dartmouth Atlas Project, and 
director of  the Center for Health Policy Research at the 
Dartmouth Institute for Health Policy & Clinical Practice.

High-value, cost-conscious care
In July 2012, the American College of  Physicians and 
the Alliance for Academic Internal Medicine developed a  

curriculum to help train internal medicine residents about 
how to avoid overuse and misuse of  tests and treatments 
that do not improve outcomes and may cause harm. The 
curriculum is part of  the ACP’s “High Value, Cost-Con-
scious Care” initiative, launched in 2010, to help physicians 
and patients understand the benefits, harms and costs of  
tests and treatment options for common clinical issues.

The free curriculum (available at www.highvaluecare-
curriculum.org) is designed to engage internal medicine 
residents and faculty in small group activities organized 
around actual patient cases. It consists of  10 one-hour in-
teractive sessions, which can be incorporated into the exist-
ing conference structure of  a program.

 In 2010, patients were 
twice as likely to get  
knee replacement  
surgery in salt Lake 
City (11.9 per 1,000 
discharges) than in 
Manhattan (4.5 per  
1,000 discharges). 
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“Physicians receive little specific training about 
identifying and eliminating wasteful diagnostic and 
treatment options,” said Cynthia D. Smith, M.D., 
FACP, ACP’s senior medical associate for content de-
velopment and the lead author of  “Teaching High-Val-
ue Cost-Conscious Care to Residents: The AAIM-ACP 
Curriculum,” published online in Annals of  Internal 
Medicine. “Residency training is an excellent time to in-
troduce the concept of  high-value, cost-conscious care, 
because the habits that residents learn during training 
have been shown to stay with them throughout their  
professional careers.”

For each of  the modules, residents will be directed to use a 
five-step framework to develop the skills of  practicing high 
value, cost-conscious care:

Step 1:  Understand the benefits, harms, and relative 
costs of  the interventions they are considering.

Step 2:  Decrease or eliminate the use of  
 interventions that provide no benefits  
and/or may be harmful.

Step 3:  Choose interventions and care settings that 
maximize benefits, minimize harms, and reduce 
costs. Use comparative effectiveness and cost 
effectiveness data where available. 

Step 4:  Customize a care plan with each patient that 
incorporates the patient’s values and addresses 
patient and family concerns.

Step 5:  Identify system level opportunities to improve 
outcomes, minimize harms, and reduce health-
care waste.

national summit on Overuse
Meanwhile, the American Medical Association-convened 
Physician Consortium for Performance Improvement (PCPI) 
and The Joint Commission co-sponsored the National Sum-
mit on Overuse in September 2012 to discuss strategies to 
improve the quality and safety of  patient care. A variety of  key 
stakeholders, including representatives from physician organi-
zations, medical specialties, government agencies, research in-
stitutions and patient groups, came together to discuss the ap-
propriate use of  the following five treatments and procedures:

• Heart vessel stents.
• Blood transfusions.
•  Ear tubes for brief  periods  

of  fluid behind the ear drum.
• Antibiotics for the common cold.
• Early scheduled births without medical need.

At the summit, participants considered the existing evi-
dence surrounding the appropriate use of  these five treat-
ments and procedures and discussed ways to raise aware-
ness among healthcare professionals and patients, and 
provide ways to reduce overuse.

“Overuse of  medical tests, treatments and procedures 
is a serious quality and patient safety concern that needs 
urgent attention,” said The Joint Commission President 
Mark R. Chassin, M.D., FACP, M.P.P., M.P.H. “Our aim 
is to help improve safety for patients by raising awareness 
about the inappropriate indications for these procedures 
and treatments. Widespread and effective dissemination 
of  this important information will help physicians and pa-
tients make informed decisions and avoid overuse.” JHC

At the summit, participants considered the 
existing evidence surrounding the appropriate 

use of these five treatments and procedures 
and discussed ways to raise awareness among 

healthcare professionals and patients, and 
provide ways to reduce overuse.
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By Curtis Rooney

HSCA

When does criticism become parody? The classic 
television show Happy Days provides some guidance on 
this question.

The phrase “jump the shark” has come to signify the 
moment when a television program declines beyond recov-
ery. The phrase originated from an episode of  Happy Days 
whose plot saw a waterskiing Fonzie, wearing a swimsuit 
and a life-preserver over his signature leather jacket, jump 
over an obviously mechanical shark.

More broadly, the phrase “jump the shark” has come to 
signify the moment when something moves beyond relevance. 
Jumping the shark is now synonymous with going too far.

Criticism of  the GPO industry has now reached its 
“jump the shark” moment.

Fringe elements within the medical device commu-
nity have waged a decade-long legislative campaign against 
GPOs, during which they have tried to generate negative 
headlines and undue scrutiny of  GPOs by attempting to 
link the industry to virtually every emergent healthcare crisis.

Most recently, this campaign has included an attempt to link 
GPOs to critical drug shortages and even a recent meningitis 
outbreak. As proof, these fringe elements offer the work of  a 
paid medical device industry consultant and “expert” who has 
implicated GPOs in everything from the rise of  the AIDS virus 
to the murder of  two U.S. attorneys, and has accused two sitting 
U.S. senators of  conspiring to cover up widespread corruption.

What could GPOs possibly have to do with drug shortages 
and meningitis? Nothing, of  course. The true cause of  drug 
shortages is manufacturing problems, disruptions and barriers to 
entry in getting new suppliers on line when there is a disruption 

in supply. Drug manufacturers themselves have weighed in and 
said that GPOs have nothing to do with drug shortages.

GPOs are taking a variety of  creative and innovative 
steps to reduce drug shortages. All GPO contracts are vol-
untary and a product of  competitive market negotiations 
between sophisticated parties. All hospitals can purchase 
off  contract and often do. Contracts can be and are can-
celled, and pricing regularly adjusted. Manufacturers regu-
larly and quickly adjust pricing of  GPO contracts when 
they experience shocks to production.

Hospitals use GPOs to aggregate their purchasing power. 
GPOs do not manufacture, compound, sell, or take title to 

these drugs or any drugs in shortage. Our indus-
try has every incentive to ensure that patients get 
the medications they need when they need them. 
If  there is no product, there is no role for the 
GPO. GPOs do not have the ability – nor would 
it be in our interest – to force manufacturers into 
contracts that undermine their ability to deliver 

product. In fact, GPOs work vigorously with hospitals, manu-
facturers and distributors to help maintain a safe and reliable 
supply of  products for healthcare providers.

All independent, empirical, and non-industry analyses of  
GPOs have found that GPOs deliver billions in cost savings 
every year to the healthcare delivery system. GPOs deliver 
the best products at the best value to their hospital, long-
term care and healthcare provider partners, and GPO cost 
savings, administrative structure and business practices have 
all been thoroughly reviewed by the GAO, DOJ, FTC, the 
U.S. Supreme Court, the 8th Circuit Court of  Appeals, aca-
demia and virtually all of  America’s 5,000+ hospitals.

Even in the face of  this overwhelming evidence, there are 
those on the fringe of  the medical device community who will 
continue to say anything about GPOs simply to give the appear-
ance of  impropriety. However, with their latest accusations, they 
have gone too far and relegated themselves to irrelevance. They 
have simply jumped the shark. JHC

Criticism of GPOs  
has jumped the shark

Curtis Rooney is president of  the Healthcare Supply Chain Association, www.supplychainassociation.org.

The true cause of drug shortages is 
manufacturing problems, disruptions and 

barriers to entry in getting new suppliers on 
line when there is a disruption in supply. 
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View from washington

By Robert Betz, Ph.D.

It was that sage Yogi Berra, who once observed “It 
ain’t over ‘til it’s over.” When the United States Supreme 
Court ruled last June on the constitutionality of  portions 
of  the Affordable Care Act (ACA), most people thought 
that the constitutionality of  the law was finally decided. 
Those tricksters on the Supreme Court look like they may 
be ready to take another whack at President Obama’s sig-
nature domestic initiative.

In the June 2012 ruling, in a closely divided decision, 
the Court ruled to (1) uphold the individual mandate as a 
valid exercise of  Congress’ power under the Taxing Clause. 

Importantly, the Court established a new fundamental 
precedent that the Commerce clause of  Congressional 
power does have limits. And, the Court further ruled to 
(2) uphold the expansion of  the Medicaid population, but 
prohibit the federal government from withholding existing 
(non-expansion) Medicaid funds for non-compliance with 
the expansion requirements. Thus the high court created a 
new second part to Medicaid.

In late November 2012, the Supreme Court ordered a 
lower court to reopen an old challenge to the health reform 
law. If  the suit before the lower court is ultimately success-
ful, it could mean that the law could be before the high 
court sometime in 2013.

The lawsuit challenge comes from Liberty University 
in Lynchburg, Va. Like the numerous states in the first 
round, Liberty University challenged the individual man-
date contained in the ACA. However, Liberty University’s 
challenge went further. It challenged Obamacare’s mandate 
that employers with 50 or more employees must provide 
healthcare coverage beginning in 2014 and, as part of  that 
requirement, such employers must provide coverage for 
contraception and abortion. This part of  the ACA was not 
addressed in the June 2012 ruling at all.

After the June 2012 ruling, most people thought the 
Liberty University case was not going anywhere. The 
Fourth Circuit Court of  Appeals said it could not rule in 
the case because the ACA provisions in question had not 
gone into effect. In the Fourth Circuit Court of  Appeals 
view, Liberty University did not yet have standing.

The June 2012 Supreme Court ruling before the 
mandate took effect, raised doubts about the Fourth 
Circuit Court of  Appeals ruling. So, Liberty University 
asked the Supreme Court to reconsider its case against 
the employer mandate. The Supreme Court agreed and 
ordered the Fourth Circuit Court of  Appeals to hear the 
challenge again.

The case’s importance  
According to Liberty University and a group of  legal schol-
ars opposed to ACA, the case touches on some important 
constitutionally protected freedoms. The first aspect is fa-
miliar, that Congress does not have the power under the 
Commerce Clause to enact the mandate.  Maybe Congress 

Not so Fast
Obamacare may be back at the Supreme Court this year

If the Supreme Court 
does rule for Liberty 

University on this point, 
it would mean that the 

linchpin of the ACA, the 
employer mandate, is 

unconstitutional.
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Robert Betz, Ph.D., is President of  Robert Betz Associates, Inc. (RBA), a well-established federal health policy consulting firm located in the 
Washington, D.C. area. Additionally, Dr. Betz is an adjunct professor teaching at The George Washington University where he specializes 
in political science and health policy.  For more information about RBA, visit www.robertbetz.com.

can enact certain taxes under the Taxing Clause, as the 
Supreme Court ruled in June 2012. However, some argue 
that the particulars of  the first case (Nat. Fed’n of  Indep. 
Bus. v. Sebelius, together with Florida v. Dept. of  HHS 
and Dept. of  HHS v. Florida) did not directly address the 
Commerce Clause issue related to the employer mandate. 
If  the Supreme Court does rule for Liberty University on 
this point, it would mean that the linchpin of  the ACA, 
the employer mandate, is unconstitutional. Without the 
employer mandate, Obamacare’s coverage requirements 
would not be viable.

If  the premise of  increasing the pool of  insured to 
drive down the cost of  insurance is correct, what happens 
if  large employers get jerked from the pool? Without these 
employers acting as a counterforce in the balance of  the 
marketplace, wouldn’t it be reasonable to assume that in-
surance premiums would rise? And, if  this happens, how 
many employers will walk away from covering employees 
and just leave their employees to fend for themselves in the 
subsidized health insurance exchanges? At this point, the 
federal government would not be able to afford the subsi-
dization of  health insurance for such a large swath of  the 
American public. On this potential alone, the smart guys at 
the White House are keeping an eagle-eye on the Liberty 
University case.

There is another aspect to the Liberty University case 
that is worth noting. They make the argument that because 
the employer mandate could require them to pay for in-
surance for abortions; it is unconstitutional as it applies 
to them – because of  their anti-abortion beliefs – as well 

as to other religious affiliate organization which also op-
pose abortion. The University further argues that the fines 
they would pay under the ACA would go to fund the state 
health insurance exchanges which don’t prohibit abortion. 
At the heart of  their argument, Liberty University argues 
that Obamacare would violate their religious beliefs as well 
as those of  other like-minded organizations. This would 
be a violation of  the First Amendment protections of  free 
exercise of  religion and freedom of  association. There ap-
pear to be other than just religious organizations interested 
in the outcomes of  this case. Implications from a negative 
ruling would not be lost on a number of  secular organiza-
tions concerned about free association rights. 

Not many in health policy are paying attention to this 
case right now. They should be. Liberty University is se-
rious about its religious convictions, which they believe 
the employer mandate in the ACA violates. Fulfilling 
their role as an employer under the requirements of  the 
mandate violates their religious convictions. Their First 
Amendment arguments if  the case goes to the Supreme 
Court will be powerful.

Some believe the employer mandate is on shaky ground 
if  the Commerce Clause is the reason for its existence. It 
will be interesting to see how the Supreme Court would 
rule if  forced to just focus on the Commerce Clause as 
constitutional authority for enacting the employer man-
date.  And, by highlighting the First Amendment religious 
protections, Liberty University may just overturn Obam-
acare, forcing it back in the legislative lap of  our Congress. 
“It ain’t over ‘til it’s over.” JHC

Not many in health policy are paying attention to this 
case right now. They should be. Liberty University is 
serious about its religious convictions, which they 
believe the employer mandate in the ACA violates.
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Value analysis analytics 
The “so what” factor

Robert T. Yokl is president and chief  value strategist of  Strategic Value Analysis® In Healthcare, which is the acknowledged healthcare 
authority in value analysis and utilization management. Yokl has nearly 38 years of  experience as a healthcare materials manager and supply 
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savings. For more information, visit www.strategicva.com. For questions or comments, e-mail Yokl at bobpres@strategicva.com.

A recent survey of C-level executives by AHRMM 
emphasized their expectations “that having data and met-
rics is not enough; supply chain leaders need to identify 
the ‘so what’ (factor) of  the data. They need to present the 
implications of  the measures and why they are meaningful 
to the (healthcare) organization and its long-term success.” 

In practice, these C-level executives are asking their supply 
chain leaders to refine, interpret and then present data in an in-
sightful way. We have found the most successful and discern-
ing way to do so is to measure, through benchmarking, where 
a hospital, system or IDN resides 
on the cost/utilization continu-
um for any particular commodity 
group. In the case study shown 
in Figure 1, we compared a 
hospital’s exam gloves utiliza-
tion per CMI adjusted patient 
day to their peers and even to a 
teaching hospital to reveal how 
misaligned (by as much as 49 
percent) they were on the cost/
utilization continuum. 

These data sets always create an “aha” reaction from our 
client’s customers when they review this information. But 
data isn’t enough. We now need to interpret this data for our 
clients starting with asking the question “why are they differ-
ent” from their peers? We found that the easiest way to do 
so is to have a mini-seminar with our clients to describe the 
differences we see in their practices vs. their peers.  

For instance, the lowest cost hospitals in the case study 
have moved away from hypo allergic exam gloves to vinyl 
gloves, and they strictly enforce their policy on who is to 

wear hypo allergic exam gloves and purchase the lowest 
glove quantity per box to prevent waste. We point out to 
our clients that these are the characteristics that contribute 
to these best practice hospitals having low cost/utilization 
on their exam gloves. We then recommend that our clients 
emulate these healthcare organizations to dramatically re-
duce their own exam glove cost/utilization.  

Do you see how this scenario (e.g., refine, interpret and 
present) changes the “so what” reaction most supply chain 
professionals receive when showing data or metrics to their 

customers? It’s much better to 
create an educational environ-
ment where you are interpreting 
the data for your customers on 
why they are at the high end of  
the cost/utilization continuum.  

Working in the supply chain 
for a few decades, this value anal-
ysis analytics methodology that I 
have just discussed has been the 
easiest to sell to even the most 
vehemently opposed department 

head or manager that we have encountered over the years. By 
the way, supply chain management is all about selling your 
ideas, proposals and concepts, not forcing your will on others. 

That’s why this technique is a perfect tool to add to your 
supply chain toolbox: It’s intuitive, rational, insightful and 
educational. No longer will you receive the “so what” com-
ment when presenting your data or metrics in the future if  
you remember to refine your data, interpret it and present it 
in an educational environment. Isn’t this the way you would 
like to receive quantitative information yourself ?  JHC

Figure 1: Case study

Exam Glove Cost Per CMI Adjusted Patient Day
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HHS awards $1.5 billion to 11 
states for health insurance 
exchange development 
U.S. Department of  Health and Hu-
man Services (HHS) (Washington, 
D.C.) awarded $1.5 billion in funding 
to 11 states to set up or conduct fur-
ther development of  health insurance 
exchanges. The grants were awarded 
in two levels. Delaware, Iowa, Michi-
gan, Minnesota, North Carolina, and 
Vermont each received one-year Level 
One Exchange Establishment Grants, 
which will enable the states to build 
marketplaces. Multi-year Level Two 
Exchange Establishment Grants were 
awarded to California, Kentucky, Mas-
sachusetts, New York and Oregon to 
further develop their marketplaces. 
The grants will support the states’ ef-
forts to create new affordable insur-
ance marketplaces. For states that do 
not set up exchange or partner with 
HHS, HHS will operate exchanges in 
those states

Amerinet announces  
new senior director
Amerinet Inc. (St. Louis, Mo.) an-
nounced that Mike Gerhardt will be 
promoted to senior director of  capi-
tal, facility, and construction services, 
replacing Ken McCully. Gerhardt has 
more than 25 years of  healthcare ex-
perience as a hospital biomedical en-
gineer, a supply chain and technology 
manager, and as an external consult-
ing and group purchasing national  

account manager. Gerhardt will direct 
a team of  specialists in the energy, 
construction, capital, and facility areas
 
Henry Schein donates  
more than $1 million to 
Hurricane Sandy victims
Henry Schein Inc. (Melville, N.Y.) an-
nounced that the company, its sup-
plier partners, and the Henry Schein 
Cares Foundation fulfilled its com-
mitment to contribute more than $1 
million in financial donations and es-
sential healthcare supplies to 11 relief  
organizations serving communities af-
fected by Hurricane Sandy. The Henry 
Schein Cares Foundation is a 501(c)
(3) organization that makes financial 
and healthcare product donations to 
support healthcare professionals and 
community-based programs focused 
on prevention, wellness, and treat-
ment; disaster preparedness and relief; 
and capacity building of  health insti-
tutions that provide training and care.

Texas Health Resources and 
Healthways announce ACO
Texas Health Resources (Arlington, 
Texas) and Healthways Inc. (Franklin, 
Tenn.) will deploy their integrated phy-
sician-directed population health solu-
tion to drive health outcomes and cost 
savings through the newly created Texas 
Health (Arlington, Texas) accountable 
care organization (ACO), developed in 
collaboration with Blue Cross and Blue 
Shield of  Texas (Richardson, Texas).

CDC deems flu season  
“worse than average”
Midway through flu season, influenza 
activity remained elevated throughout 
the country, particularly in some West-
ern states, but there were signs that ac-
tivity was dropping off. “It’s shaping 
up to be a worse-than-average season, 
particularly for the elderly,” said Tom 
Frieden, M.D., M.P.H., director of  
CDC (Atlanta, Ga.), during a media 
briefing in mid-January. Though inci-
dences of  new cases may be tapering 
off, providers should expect a spike 
in hospitalizations and deaths, part of  
what Frieden called a typical “phased 
response” to flu. In the briefing, Frie-
den and FDA Commissioner Margaret 
A. Hamburg, M.D., urged physicians 
and the public alike to seek prompt 
treatment – with either Tamiflu or 
Relenza – as soon as flu-like symp-
toms (typically, respiratory illness and 
fever) appear. This was particularly 
important for high-risk patients, that 
is, the elderly, infants and people with 
underlying health conditions, such 
as asthma, diabetes or heart disease. 
Frieden advised providers to prescribe 
antiviral medication for high-risk indi-
viduals with symptoms, even if  rapid-
flu-test results are negative. The FDA 
(Silver Spring, M.D.) approved flu 
vaccine from seven manufacturers, 
which, collectively, will produce about 
145 million doses of  vaccine this sea-
son, 10 million more than initially an-
ticipated, said Hamburg
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NewYork-Presbyterian 
Healthcare System to 
acquire struggling New York 
Downtown Hospital
NewYork-Presbyterian Healthcare 
System (New York, N.Y.) filed a CON 
with New York State Department of  
Health (Albany, N.Y.) to acquire New 
York Downtown Hospital (New York, 
N.Y.), a financially vulnerable commu-
nity hospital serving lower Manhattan. 
A NewYork-Presbyterian Healthcare 
System official said the system would 
invest about $125 million, including 
the assumption of  $40 million of  
debt, in improvements over several 
years if  regulatory agencies approve 
the purchase. Despite New York 
Downtown Hospital’s high Medic-
aid patient population and its strong 
demand for relatively unprofitable 
services like primary and maternity 
care, NewYork-Presbyterian stated in 
its CON that the hospital could be 
transformed into a financially sound 
institution that still functioned as an 
inpatient community hospital. No ex-
pected acquisition timeline was given.

Welch Allyn receives FDA 
approval for iExaminer 
Welch Allyn (Skaneateles Falls, N.Y.) 
received 510k clearance from the FDA 
(Silver Spring, Md.) for the Welch Allyn 
iExaminer. The iExaminer consists of  
a hardware adapter and associated soft-
ware that allows healthcare providers  
to capture, store, send, and retrieve  

images from the Welch Allyn PanOp-
tic Ophthalmoscope using the iPhone 
4 or 4S. The PanOptic creates a view-
ing area of  the fundus and retinal nerve 
in an undilated pupil that is five times 
larger than a traditional ophthalmo-
scope and increases magnification by 
26 percent.

West Tennessee Healthcare, 
Vanderbilt Health sign 
affiliation agreement
West Tennessee Healthcare Inc. (Jack-
son, Tenn.), the parent company of  
Jackson Madison County General 
Hospital (Jackson, Tenn.), signed an 
agreement to affiliate with Vanderbilt 
Health (Nashville, Tenn.) in order to 
expand the scope of  healthcare ser-
vices in its service area. The affiliation 
will allow West Tennessee Healthcare 
and Vanderbilt to create joint centers 
of  excellence, educational programs 
and clinical research collaborations, 

develop new clinical information tech-
nology tools, and formally collaborate 
on specific patient care programs. The 
agreement does not change ownership 
or management of  Jackson Madison 
County General Hospital or any of  
West Tennessee Healthcare’s affiliates.

Bovie Medical Corp  
releases new Smoke Shark II 
Smoke Evacuator
Bovie Medical Corporation (Clearwa-
ter, Fla.) released the latest generation 
of  its Smoke Shark II Smoke Evacua-
tor (SE02). The updated Smoke Shark 
incorporates a 35-hour filter designed 
to accommodate three tubing sizes. 
The Smoke Shark gauges the flow set-
ting and automatically adjusts the filter 
life. The newest generation has a light-
weight, and compact design with sim-
plified and flexible features for smoke 
plume evacuation and filtration during 
electrosurgical and laser procedures.

Why is The MAX the benchmark  
for healthcare intelligence?
Call today for more information 

Contact: Tom Middleton 770/263-5252 tmiddleton@uslifeline.com
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By Mark Thill

observation deck

It’s a worthy goal: Reducing healthcare spending 
while improving quality. But it’s tough going. An article and 
editorial in the January 2013 issue of  the Annals of  Internal 
Medicine served as a reminder of  that fact…as if  anybody 
who works in healthcare needed reminding.

Researchers reviewed published studies to attempt to 
answer this question: Does improved quality of  patient 
care necessitate increased spend-
ing, or can higher quality actually 
lead to lower spending because of  
reduced complications or hospital 
readmissions? Unfortunately, they 
found only that the association be-
tween healthcare quality and cost is 
little understood.

After reviewing the literature, 
the researchers found that 21 stud-
ies reported a positive association 
between higher costs and higher 
quality (meaning that higher quality 
and higher costs go together); 18 re-
ported a negative or mixed-negative 
association (higher quality was as-
sociated with lower costs); and 22 
studies reported either no difference, an indeterminate 
association, or mixed association between the two. 

Today’s healthcare providers are faced with the 
challenge of  reducing waste (that is, overtreatment or 
ineffective treatment) without scrimping on needed 
care. This research points to one big reason why they 
are having such a tough time doing that: We still don’t 
know enough about the correlation between quality 
and cost. 

But there are other issues, including some to which 
contracting executives might be closer. According to the 
editors of  the Annals, “Even where physicians are able to 

estimate the degree to which a recommended treatment 
or diagnostic intervention may clinically benefit their pa-
tients, they know notoriously little about the cost or cost-
effectiveness of  their recommendations to their patients 
or the health system in which they work.

“Furthermore, what may benefit an individual or so-
ciety may be at odds with what may be advantageous for 

the providing organization, so physi-
cians must negotiate the complexities 
of  the existing payment system. In 
summary, even if  physicians wanted 
to respond to incentives to reduce 
waste, they probably lack the essen-
tial information, tools, and infra-
structure to do so.

“Ultimately, the success of  pay-
ment reforms that shift financial ac-
countability for health care spending 
to providers requires that all parties 
have better information on the value 
of  medical care inputs and systems 
so that they can effectively deploy 
scarce resources,” conclude the edi-
tors. “Physicians need it to set pri-

orities, provider organizations need it to build supporting 
infrastructure, and payers need it to monitor the outcomes 
of  contracting and adjust incentive arrangements.”

Contracting executives have plenty of  opportunities 
to be more than interested bystanders during discussions 
of  cost and quality. Many of  you already play an impor-
tant role in your facility’s value analysis efforts. And many 
of  you are taking great pains to educate clinicians on the 
cost of  the tools, equipment and supplies they use to  
provide care. 

Journal of  Healthcare Contracting readers can, and should 
be, part of  the dialogue, and part of  the solution. JHC

Today’s  
healthcare  

providers are faced 
with the challenge  

of reducing 
waste (that is, 

overtreatment 
or ineffective 

treatment) without 
scrimping on  
needed care.

Does higher quality 
care mean higher costs?
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