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Obesity:

New disease on
the block
More
screening,
counseling
expected
as a result
of AMA
declaration

Healthcare providers are bound to feel the

this complex issue that affects approximately one

effects of the American Medical Association’s de-

in three Americans,” said AMA board member

cision in June to recognize obesity as a disease

Patrice Harris, M.D., at the association’s Annual

requiring a range of medical interventions to ad-

Meeting in Chicago. “The AMA is committed to

vance obesity treatment and prevention. Physi-

improving health outcomes and is working to re-

cians are likely to conduct more frequent – and

duce the incidence of cardiovascular disease and

longer – discussions with their patients about

type 2 diabetes, which are often linked to obesity.”

obesity, good nutrition and physical activity; en-
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gage their staffs in obesity prevention activities;

Good news, bad news

and collaborate with entities they might other-

The good news about obesity is that the rate of

wise pay little attention to, including parks/recre-

increase has been slowing. The bad news is that

ation departments and fitness clubs.

it remains high.

“Recognizing obesity as a disease will help

After three decades of increases, adult obesity

change the way the medical community tackles

rates have leveled off in every state except one –
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Arkansas – in the past year, according

“While stable rates of adult obesity may signal prevention

to F as in Fat: How Obesity Threatens

efforts are starting to yield some results, the rates remain ex-

America’s Future 2013, a report issued

tremely high,” said Jeffrey Levi, PhD, executive director of the

in August by the Trust for America’s

Trust for America’s Health. “Even if the nation holds steady

Health and the Robert Wood Johnson

at the current rates, Baby Boomers – who are aging into

Foundation. But 13 states now have

obesity-related illnesses – and the rapidly rising numbers

adult obesity rates above 30 percent,

of extremely obese Americans are already translating into a

41 states have rates of at least 25

cost crisis for the healthcare system and Medicare. In order

percent, and every state is above 20

to decrease obesity and related costs, we must ensure that

percent, according to the report. In

policies at every level support healthy choices, and we must

1980, no state was above 15 percent;

focus investments on prevention.”

in 1991, no state was above 20 percent; in 2000, no state was above 25

The treatment of choice

percent; and, in 2007, only Mississippi

The AMA’s decision will reinforce the important role provid-

was above 30 percent.

ers they can play in the prevention of obesity and the coun-

Since 2005, there has been some

seling of those with it, says Julie Wood, MD, FAAFP, vice pres-

evidence that the rate of increase has

ident for health of the public and interprofessional activities,

been slowing, according to the report.

American Academy of Family Physicians.

In 2005, every state but one experi-

“Ideally, we’ll see improved screening and communica-

enced an increase in obesity rates; in

tion between physicians and patients, so you will see bet-

2008, rates increased in 37 states; in

ter discussions about prevention and treatment, as well as

2010, rates increased in 28 states; and

chronic disease treatment and management. We’ll see some

in 2011, rates increased in 16 states.

impact on our culture and country on the urgency of the

Leveling off
After three decades of increases, adult obesity rates have leveled off in
every state except one – Arkansas – in the past year.

But….
Thirteen states now have adult obesity rates above 30 percent,
41 states have rates of at least 25 percent, and every state is above
20 percent, according to the report. In 1980, no state was above
15 percent; in 1991, no state was above 20 percent; in 2000, no state was
above 25 percent; and, in 2007, only Mississippi was above 30 percent.
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trends
need for intervention. Another hope

“It identifies nutrient deficiencies, encourages people to

is, we’ll see improvement in the train-

keep a food journal, and gets them involved in what their

ing for medical students and residents,

health goals are. It’s an overall wellness program, not fo-

which is inconsistent today.”

cusing on just one thing. That’s really important. And the

AAFP has already chosen to take a

community outreach piece [reflects the fact] that we can’t

broad view of obesity, as evidenced

just do five to 15 minutes in the office and then send pa-

by its AIM-HI program, says Wood. The

tients out with a ‘Good luck.’”

program, whose acronym stands for
Americans in Motion-Healthy Inter-

Team approach

ventions, helps physicians encourage

In 2012, the United States Preventive Services Task Force

patients to lead healthy lives through

recommended screening all adults for obesity. The Task

“The big issue is developing a systematic way to perform interventions in a
meaningful way. [Family physicians] are pretty good at performing some kind of
intervention or discussion, but is the patient finding it meaningful or helpful?”
– Julie Wood, MD, FAAFP, vice president for health of the public and
interprofessional activities, American Academy of Family Physicians

8

physical activity, healthy eating and

Force said that weight-loss outcomes improved when in-

emotional well-being, that is, through

terventions involved more sessions (12 to 26 sessions in the

fitness. AIM-HI presents fitness as “the

first year), adding that “although intensive interventions

treatment of choice” for prevention

may be impractical within many primary care settings, pa-

and management of many chronic

tients may be referred from primary care to community-

conditions. The program offers physi-

based programs for these interventions.”

cians a toolkit for their use and that

Indeed, prevention and management of obesity calls for

of their staff, as well as handouts to

teamwork, not just among those in the physician’s office,

be shared with patients to keep them

but among many outside the office as well, says Wood.

on track between visits. (Another

“We did concur with the Task Force recommendations,”

AAFP tool – FamilyDoctor.org – offers

says Wood. “We’re doing a much better job of screening with

healthcare consumers education on a

the implementation of electronic medical records,” she says,

variety of diseases, including obesity. It

adding that more than 70 percent of AAFP members have

includes a body mass index calculator

an EMR system, most with BMI calculators.

and other non-obesity-related tools,

“The big issue is developing a systematic way to perform

such as an immunization schedule and

interventions in a meaningful way. [Family physicians] are

the ability to check symptoms.)

pretty good at performing some kind of intervention or dis-

“AIM-HI is a complete assessment

cussion, but is the patient finding it meaningful or helpful? Is

of where the patient is,” says Wood.

it done in a way that motivates and engages the patient, and
November 2013 | The Journal of Healthcare Contracting

gets community resources involved? That’s where I think we

registered dietitians, certified diabe-

can make a real impact.”

tes educators, and instructors trained

Obesity management and prevention has to begin

and certified by the National Diabetes

with or include the family physician, she says. But the

Prevention Lifestyle Coach Training

entire team has to be on board. “You also need psy-

program of the Centers for Disease

chologists, social workers and other healthcare work-

Control and Prevention to provide –

ers,” she adds. People in lower-resource communities,

and be reimbursed for – intensive be-

many in so-called “food deserts,” are in particular need

havioral therapy for obesity furnished

of nutrition counseling.

outside of the primary care setting,

Successful obesity programs may include a variety of

so long as any such non-physician

community resources, such as the local YMCA, the parks

provider or instructor communicates

and recreation department, the local public health de-

any recommendation or treatment

partment, faith-based organizations, worksite wellness

plan to the individual’s primary care

programs, the food and beverage
industry, even local farmers’ markets.
“We all have to come together,” she
says, adding that AAFP continues to
work to integrate public health and
primary care.

Reimbursement
If physicians and providers are to spend

Screening
for all
In 2012, the United States Preventive
Services Task Force recommended
screening all adults for obesity.
The Task Force said that weight-loss outcomes
improved when interventions involved more sessions.

more time counseling patients as a way
to bring about meaningful and lasting improvement, will

physicians or practitioner. The bill

they be reimbursed accordingly?

would allow cover medication for

“We’re hopeful, but it’s still a little nebulous on how

treatment of obesity or for weight loss

that will work,” says Wood. Many family physicians are al-

management for an overweight indi-

ready billing for obesity treatment, if the patient has co-

vidual with one or more comorbidi-

morbid conditions, which obese patients often do. AAFP

ties under Medicare part D (Voluntary

is encouraging its members to conduct group visits for

Prescription Drug Benefit Program).

patients who are open to the idea. “Given the AMA’s deci-

Wood is hopeful about one more

sion, our hope is that more insurance carriers will provide

thing – the ability of tomorrow’s

coverage” for obesity management.

physicians to help their patients pre-

There is progress to report. In June 2013, U.S. Repre-

vent and manage obesity. “They are

sentative Bill Cassidy, MD (R-La.) introduced the Treat and

emerging from medical school bet-

Reduce Obesity Act of 2013. (A corresponding bill was in-

ter trained in providing interventions
in a systematic way,” she says. JHC

troduced into the Senate.) The bill would allow physicians,
The Journal of Healthcare Contracting | November 2013
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trends

Adult obesity: Some improvement seen
After three decades of increases, adult obesity
rates remained level in every state except for one,
Arkansas, in the past year, according to F as in Fat:
How Obesity Threatens America’s Future 2013, a
report released in August by the Trust for America’s
Health and the Robert Wood Johnson Foundation.
Key findings from the report include:
• Rates vary by region. Of the states with the 20
highest adult obesity rates, only Pennsylvania is
not in the South or Midwest. For the first time in
eight years, Mississippi no longer has the highest rate; Louisiana, at 34.7 percent, is the highest,
followed closely by Mississippi at 34.6 percent.
Colorado had the lowest rate at 20.5 percent.
• Rates vary by age. Obesity rates for Baby Boomers
(45-to 64-year-olds) have reached 40 percent in two
states (Alabama and Louisiana) and are 30 percent or
higher in 41 states. By comparison, obesity rates for
seniors (65+ years old) exceed 30 percent in only one
state (Louisiana). Obesity rates for young adults (18to 25-year-olds) are below 28 percent in every state.
• Rates by gender are now consistent. Ten years
ago, there was nearly a 6-percentage point difference between rates for men and women (men
27.5 percent, women 33.4 percent). Today, rates
are nearly the same (men 35.8 percent, women
35.5 percent). Men’s obesity rates have been
climbing faster than women’s for this last decade.
• Rates of “extreme” obesity have grown dramatically. Rates of adult Americans with a body mass
index (BMI) of 40 or higher have grown in the past
30 years from 1.4 percent to 6.3 percent – a 350

percent increase. Among children and teens (2-to
19-year-olds), more than 5.1 percent of males and
4.7 percent of females are now severely obese.
• Rates vary by education. More than 35 percent
of adults aged 26 and older who did not graduate high school are obese, compared with 21.3
percent of those who graduated from college or
technical college.
• Rates vary by income. More than 31 percent of
adults aged 18 and older who earn less than
$25,000 per year were obese, compared with 25.4
percent of those who earn at least $50,000 per year.
The report includes a set of strategies that have
improved health – but its authors stress that they
are not yet implemented or funded at a level to
reduce obesity trends significantly. Some key recommendations from the report regarding strategies that should be taken to scale include:
• All food in schools must be healthy.
• Kids and adults should have access to more
opportunities to be physically active on a
regular basis.
• Restaurants should post calorie information
on menus.
• Food and beverage companies should market
only their healthiest products to children.
• The country should invest more in preventing
disease to save money on treating it.
• America’s transportation plans should encourage walking and biking.
• Everyone should be able to purchase healthy,
affordable foods close to home.

To review F as in Fat: How Obesity Threatens America’s Future 2013,
go to http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2013/08/
new-report--adult-obesity-rates-hold-steady-but-remain-high.html
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Change is coming to the nation’s primary care
doctors, and specialists too. Some believe it’s the
future of medicine. Others believe it’s what medicine
always should have been, but for a dysfunctional feefor-service reimbursement system.
The change is called the “patient-centered

that can help them generate revenue, continues

medical home,” and supply chain professionals

Bagley. “The new conversation [with suppliers] is,

whose IDNs have acquired physician practices

‘What can [the device’s] contribution be to the

will notice the change. No, you won’t find any

overall efficiency and effectiveness of the organi-

flags outside physician practices’ doors signifying

zation?’” he says. “Think of the accountable care

they are a patient-centered medical home, points

organization. It has many different components –

out Andy Rice, Henry Schein U.S. medical training

primary care, specialty care, IT – and each one of

manager. But the concept is gaining significant

those components has to demonstrate its contri-

traction across the entire spectrum, he adds. So

bution to the effectiveness and efficiency of the

be prepared.

enterprise.” In such a setting, the physician’s office

The patient-centered medical home won’t

might be viewed as a cost center, whose chal-

look like the mom-and-pop medical practice of

lenge is to keep costs under control while get-

past years, says Bruce Bagley, MD, FAAFP, interim

ting superior results in terms of patient care. “It’s a

president and CEO of TransforMED, a subsidiary of

very different mindset,” says Bagley.

the American Academy of Family Physicians. That
doesn’t mean the patient-centered medical home

More focused approach

has to be a big practice. But it will be more sophisti-

Since it was first introduced, the concept of the pa-

cated than others. “Typically, practices that haven’t

tient-centered medical home has evolved, accord-

undergone any transformation lack a professional

ing to experts. “It remains a solid construct about

approach to the management of their finances,

improving the patient-clinician relationship and

people and clinical quality – though that doesn’t

the practice infrastructure to coordinate across

mean they don’t take good care of their patients,”

the variety of needs a patient may have,” says Tricia

he says. But practices that have been recognized

Barrett, vice president of product development,

as patient-centered homes are more sophisticated

National Committee for Quality Assurance, which,

organizations, in terms of leadership, decision-

as of July 2013, had formally recognized 5,770

making and IT support, he says.

patient-centered medical homes. “I would say that

Physicians in such practices are no longer look-

there has been a shift toward proactive, popula-

ing for medical devices, equipment, supplies, etc.,

tion health management – away from episodic,

The Journal of Healthcare Contracting | November 2013
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illness-based care.” Patient-centered homes tend

for years,’” she says. “When you ask someone if

to adopt a team-based approach, rather than the

they give patient-centered care, everyone thinks

doctor-knows-best approach.

that is what they have already been doing. There

Says Bagley, “If anything, [the concept of the

has been a real need for a ‘road map’ for doc-

patient-centered medical home] may have be-

tors to follow so that they have specific steps to

come more focused on a few critical areas. Initially,

implement all of the [patient-centered-medical-

anyone could talk about anything they wanted; it

home] components.”

was a concept that everybody could rally around.
Since then, some of the more effective strate-

Any and all sizes

gies have come into focus,” including team-based

Any practice – big or small – can be a patient-cen-

care, patient self-management and risk-stratified

tered medical home.

care management/care coordination.

“Whether a practice is large or small, urban or
rural, if they have the right re-

“I think it’s fair to say that in all
cases, regardless of how they are
utilized, mid-level providers have
become an integral part of the
patient-centered medical home.”
–Allyson Gottsman

sources, they can implement
systems to provide population
management, care coordination,
better access, and evidencebased care,” says Gottsman. “Continuous quality improvement
can and should be provided in
any primary care setting.” That
said, she believes it is critical that
practices aspiring to patient-cen-

14

“While the concept has not changed signifi-

tered-medical-home status make use of practice

cantly for those who understand the depth of

coaching to provide the accountability and guid-

what is intended, the use of the term ‘patient-

ance necessary for the redesign.

centered medical home’ itself may have lost some

“Practices that have leadership, [and that are]

of its profoundness by those who don’t really

knowledgeable and committed to medical home

understand the significance of the terminology,”

principles, are ideal,” says Peggy Reineking, direc-

says Allyson Gottsman, executive vice president,

tor of clinical recognition programs, NCQA. “This

HealthTeamWorks, Lakewood, Colo., a 501(c)3

requires a mental transformation on the part of

non-profit collaborative working to redesign the

the whole staff, so leadership is essential. This

healthcare delivery system and promoted inte-

can occur at a practice of any size, including solo

grated communities of care.

practices and practices with 80 sites.”

“A particular example is the primary care

Adds Barrett, “I don’t believe there is a single

physicians who are practicing in the traditional

‘sweet spot’ for [the patient-centered medi-

model but who say ‘I have been a medical home

cal home]. Our experience has shown us that
November 2013 | The Journal of Healthcare Contracting
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New practice model

“The new conversation [with suppliers] is, ‘What can
[a medical device’s] contribution be to the overall
efficiency and effectiveness of the organization?’”
–Bruce Bagley

practices of all types and sizes

caregivers to manage the

are capable of delivering this

health of the patient.”

model and find a variety of ben-

In some practices, mid-level

efits to doing so. It is true that

professionals enhance access

the practice has to embrace the

and make same-day appoint-

model as a team and that some

ments available for acute care,

individuals may not be willing

thus enabling physicians to

to change their thinking and

be available to manage their

their approach to align with the

panel of patients and provide

new model. But that is about the individual – not

better continuity of care, continues Gottsman.

the model or the size/type of practice.”

In another model, the mid-level clinician has a

Not just the doctor

ages. “This tends to be a smaller panel, but often

Empowered support teams are a surefire mark

includes some of the more challenging patients.

of the patient-centered medical home, accord-

In this model, the mid-level, working closely

ing to experts.

with the physician, is able to spend more time

“We have seen considerable variability in how

with each patient.

practices take advantage of the skills, training,

“When there is compensation for improved

and education of mid-level providers,” says Gotts-

quality and lower costs, having less expensive

man. “I think it’s fair to say that in all cases, regard-

mid-levels spend more time with complex pa-

less of how they are utilized, mid-level providers

tients is a good economic strategy.”

have become an integral part of the patient-centered medical home.

16

panel of patients whose health he or she man-

“The [patient-centered medical home] model
encourages everyone in the practice to act at the

“Some practices have chosen to use mid-level

top of their capabilities/license,” says Barrett. “I

clinicians as complex case managers, working to

think the model empowers all individuals in the

support the complex patients and their families

practice, and that includes mid-level providers. It

as they transition through various care settings,”

is so much more motivating to be able to use your

she says. “We also see mid-levels helping to man-

full range of skills; and by doing so it helps even

age the complex comorbidities, empowering

out the work load for everyone.”
November 2013 | The Journal of Healthcare Contracting
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New practice model

Effective strategies
Effective patient-centered medical homes practice:
• Team-based care. In the patient-centered
home, no longer is the physician considered the
source of all knowledge, wisdom and decisionmaking. “In the past, we bundled [patients] from
the front to the back of the office, put them in the
exam room, and when the doctor walked in the
door, the magic started,” says Bruce Bagley, MD,
FAAFP, interim president and CEO of TransforMED,
a subsidiary of the American Academy of Family
Physicians. “That’s no longer OK. There’s so much
more the team can do, such as patient education, patient self-management and between-visit
follow-up. So it’s not just about doctoring, but
about care. And it’s not the old concept of the
multidisciplinary team, that is, a bunch of professionals who work on the same patient but don’t
talk to each other. Now you talk about how to get
the best results.”
• Patient self-management. “We used to talk
about ‘non-compliant patients,’” says Bagley. “Now

age his or her way around the healthcare system,

we need to take responsibility for helping our

perhaps because of frailty, multiple chronic

patients have a role in caring for themselves. We

illnesses, or some other reason. “We need to

talk about patient activation scores [to gauge a

figure out how to help them get the help they

patient’s knowledge, skills and confidence to care

need,” he says. Today’s electronic medical records

for himself or herself], motivational interviewing,

systems can help. “You need a point-of-care reg-

follow-up visits, home monitoring and patient

istry,” that is, a system that allows whomever is

coaching.”

with the patient – regardless of physical location
– to see the patient’s current status, gaps in care,

• Risk-stratified care management/care

care plan, caregivers, etc.

coordination. When Bagley talks about “risk,” he
is referring to the risk that a patient can’t man18
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IDNs in the picture
What happens if a practice that operates as a

operate to the same extent as independent

patient-centered medical home is acquired by

practices. One important consideration is that

a hospital system? “It probably depends on the

when you become a successful [patient-centered

mindset of the hospital system and the reasons for

medical home], you are often very effective at

the acquisition,” says Tricia Barrett, vice president

reducing what amounts to the hospital’s top line

of product development, National
Committee for Quality Assurance.
“They might bring a stronger supportive infrastructure and capital
investment to provide better tools

“The literature suggests that hospital systems
in general have not fully empowered acquired
primary care practices to operate to the same
extent as independent practices.”

to deliver the [patient-centered medical home]

revenue – emergency department visits and inpa-

model, or they might be simply looking for more

tient bed days. While we have seen enlightened

sources of referrals, which could put the practice

hospital CEOs who are focused on moving to a

and the owner hospital at odds.”

delivery system that will thrive in a value-based

Says Allyson Gottsman, executive vice presi-

compensation model, and excellent examples

dent, HealthTeamWorks, “The literature suggests

of robust support of PCMH by hospital systems,

that hospital systems in general have not fully

at the moment there is not a widespread accep-

empowered acquired primary care practices to

tance by hospital CEOs.

The American Association of Family Practi-

technology, health information exchanges, and

tioners says the patient-centered medical home “is

other means to ensure patients receive care when

a transition away from a model of symptom- and

and where they need it.

SpeakEasy

illness-based episodic care to a system of com-

“With a commitment to continuous quality

prehensive coordinated primary care for children,

improvement, care teams utilize evidence-based

youth and adults. Patient centeredness refers to an

medicine and clinical decision support tools that

ongoing, active partnership with a personal prima-

guide decision-making as well as ensure that pa-

ry care physician who leads a team of professionals

tients and their families have the education and

dedicated to providing proactive, preventive and

support to actively participate in their own care.

chronic care management through all stages of

Payment appropriately recognizes and incorpo-

life. These personal physicians are responsible for

rates the value of the care teams, non-direct pa-

the patient’s coordination of care across all health

tient care, and quality improvement provided in a
patient-centered medical home.” JHC

care systems facilitated by registries, information
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healthcare leadership

Focusing on Proactive
Improvement

By Dan Nielsen
dan@dannielsen.com

As a healthcare leader, you understand the critical impor-

to leadership improvement is

tance of improvement. In all aspects of the healthcare industry,

identifying and leveraging your

you’re always seeking improvement, whether it be more efficient

own strengths. Don’t fixate on

methods, greater financial margins, better quality of care, or simply

your weaknesses. Instead, focus

the daily forward progress of an individual patient’s health concern.

on developing your strengths – I

Improvement makes the healthcare world go round.

guarantee, you’ll achieve much

Hand in hand with improve-

greater results!

ment is preparation. Just as

No doubt each President

preventative care has a multi-

of the United States had many

tude of advantages over reac-

weaknesses. But despite those

tive care, being proactive in ad-

flaws, they attained and led from

dressing areas of improvement

the highest leadership position

is so much better than trying to

in America. They did so not by fo-

play “catch up.”

cusing on and trying to ‘fix’ their

As a lifelong learner and ardent believer in the power and impor-

weaknesses, but instead by ac-

tance of leadership excellence, I know that taking proactive steps to

knowledging their strengths and

continuously learn and improve in the area of leadership is critical! I

building upon them. As a health-

also know that proactively identifying and developing your leader-

care leader, so should you!

ship strengths is far more effective than reactively focusing on and
trying to fix your weaknesses.

Focus on improvement. Be
proactive, not reactive. Learn from

It was with that concept in mind that I undertook the writing of

the leadership of highly success-

my newly released book, Presidential Leadership: Learning from Unit-

ful leaders, like the U.S. Presidents,

ed States Presidential Libraries & Museums. In this book I highlight 47

and begin identifying your own

key leadership strengths demonstrated by some of the world’s most

leadership strengths. By leverag-

powerful and influential leaders – Presidents of the United States.

ing those strengths, I guarantee
you’ll achieve greater success! JHC

As I explain in the Call to Action in the back of the book, the key

To view the book on Amazon, please click here. For a chance to win a free copy of the book, please click here!
Copyright © 2013 by Dan Nielsen – www.dannielsen.com
National Institute for Healthcare Leadership – www.nihcl.com
America’s Healthcare Leaders – www.americashealthcareleaders.com
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“As a new small business owner, I’m continually looking to build relationships
with others in the industry. I joined HISCI because it provides me equal
access to GPO trading partners through their network of supply chain
professionals, while offering me the tools and education I need to grow.”
To join, contact Mike Copps, HISCI’s executive director | 202.367.1185 | info@hiscionline.org | www.hiscionline.org

patient safety
By James N. Phillips

Patient Safety and
the Supply Chain, the
Invisible Risk in Healthcare
In the healthcare industry, we are surrounded by risk. We
have offices that are dedicated to the subject. Yet, rarely are risk
assessments performed on the supply chain.
They should be. The supply chain holds major,
but often invisible, risks to the healthcare industry.
There are two major risk categories that affect

Another example might be the award of a new
contract for IV Pumps to replace the aging fleet
of older pumps.

the healthcare supply chain; Business Risk and
Operational Risk.

Operational Risks are not so visible, yet can
be immediately thrust to the forefront if a
problem occurs. Operational Risks,
when made visible, are often
found in the public in newspapers,
television, and on the internet. Examples of Operational Risks are:
• An equipment manufacturer is
unable to meet a demand because
one of its suppliers (off shore) is

Business Risk has the greatest amount of
visibility as it has the greatest immediate im-

unable to meet its own demand AND there are
no U.S. manufacturers of this supply.1

pact on the organization. For instance, a new
Magnetic Resonance Imaging (MRI) suite is
being installed and must be available for use

as having been tainted and it is unknown if

by a certain date. This piece of capital equip-

the hospitals supply chain is affected.2

ment has the attention of many people!
22

• Injectable medication has been identified

• Nuclear Medicine Camera,
November 2013 | The Journal of Healthcare Contracting

[Simplify]
Managing your non-acute supply chain can be easier.
In fact, Henry Schein is an expert in supply chain operations,
providing more health care practitioners with products
and services than any other company worldwide.
And, we are more than a distributor.
Our team brings proven solutions that directly impact your profitability.
• Proven model to implement custom non-acute strategy
• Standardization and contract compliance
• Technologies to increase efﬁciency

Rely on us to simplify your world.

To rely on us call 1-866-530-3547 or visit www.henryschein.com/whyrelyonus to learn more.

patient safety
with no apparent reason, falls
on a patient.

3

• Surgical equipment requiring
a specialized cleaning regimen is
labor-intensive when following the
manufacturer’s instructions.4

Recognizing and assessing the
potential for these risks early
in the acquisition allows the
manager to develop strategies
to mitigate the outcome.

Healthcare Supply Chain Managers must be mindful of the potential
impact that Operational Risks pose
to the supply chain and the healthcare system. Recognizing and assessing the potential for these risks
early in the acquisition allows the
manager to develop strategies to
mitigate the outcome.
A common tool used to assess
risk is the Failure Modes and Affects
Analysis (FMEA). The FMEA allows
for a more in-depth identification

and rank) its effect on the system, and provide mitigation

and understanding of the potential

strategies. While this may seem like overkill in the begin-

risks which may befall the product or

ning, should a problem occur, you will be glad you did

service being acquired, assess (rate

this. JHC

1 http://www.fda.gov/downloads/aboutfda/reportsmanualsforms/reports/ucm277755.pdf
2 http://www.fda.gov/Drugs/DrugSafety/FungalMeningitis/default.htm
3 http://www.medscape.com/viewarticle/805801
4 http://www.auntminnie.com/index.aspx?sec=ser&sub=def&pag=dis&ItemID=103917
For more information on the FMEA model, visit http://en.wikipedia.org/wiki/Failure_mode_and_
effects_analysis. The Department of Veterans Affairs, National Center for Patient Safety developed a
healthcare version of FMEA called HFMEA which can be found at http://www.patientsafety.va.gov/
CogAids/HFMEA/index.html#page=page-1
JAMES N. PHILLIPS JR., MPA, CFCM, NCMA Fellow, is an Acquisition Professional working at the Department of
Veterans Affairs National Center for Patient Safety. Disclaimer: his comments are that of his own and do not reflect
that of the Department of Veterans Affairs or the National Center for Patient Safety.
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MIDMARK
CAN HELP.
Trying to manage increased patient volumes while standardizing
care across multiple outpatient facilities can be tough.

Let us walk you through exam room design concepts to help
find your solution for seeing more patients while controlling cost.
It’s what we know.
Learn more at midmark.com/JHC.

value analysis
By Robert T. Yokl

Your Data is Irrelevant
If Your Customers
Don’t Understand It
Tell a story to educate your customers on how the data affects them directly
We’re all talking about “doing it with data,” especially

You might not realize it, but

evidenced-based and utilization information that can move the ball

all supply chain professionals

forward to change practices that no longer make sense or are los-

are teachers, coaches and men-

ing time, money or creating quality issues at your healthcare orga-

tors. That’s how we educate our

nization. While using data to build your case for change is the only

customers and stakeholders

sensible way to make change happen, however your data can be

that a change is necessary. Yet,

considered irrelevant if your customers don’t understand it. Don’t

we often forget this fact and

let this happen to you!

then assume our customers
and stakeholders understand
the data we are presenting to
them. We learned this lesson
over the last few years as we
presented data to our clients
and found that unless we tell
a good story with data, our client’s department heads and
managers don’t get it, thereupon, losing an opportunity to
change minds and hearts.
To keep this from happening, we now conduct an educational session, usually over
the Internet with PowerPoint
slides that tell a story with a
beginning, middle and end
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value analysis

When you consider the downside of not convincing your customers and
stakeholders with data that they need to change their behavior to save
money and improve quality or safety, it’s a small price to pay to have
your customers and stakeholders make a commitment to change.
that educates our client’s depart-

historical trends, usage patterns and benchmarks that

ment heads or managers on the topic

had led us to believe that their I.V. sets are either being

we’re discussing. For instance, if we’re

misused, misapplied or a value mismatch and how this

discussing a possible overspend in

is adversely affecting their supply budget. Typically, we

I.V. sets, we will show benchmarks

know why this is happening, based on our experience, so

of four or five of our client’s peers to

we then teach them why we believe this anomaly is oc-

demonstrate how their I.V. set prac-

curring by using their own data, employing graphs and

tices differ from the norm. Since no

charts, to prove that our assumption is correct.

one wants to differ from the norm,

This might look like a lot of work, but it’s been so successful

this gets our client’s department

helping our clients in making positive change happen with-

head or manager’s attention. We then

out twisting arms, we now make this a standard service we

proceed to show them their own

provide for all of our utilization management clients. When
you consider the downside of not
convincing your customers and
stakeholders with data that they
need to change their behavior to
save money and improve quality
or safety, it’s a small price to pay to
have your customers and stakeholders make a commitment to change.
Data alone won’t make change
happen at your healthcare organization. Only by educating your
department heads and managers,
(who generally don’t understand
metrics, statistics and analytics),
with a great story that anyone can
understand you will see the results
of your “doing it with data” efforts
come to fruition. JHC
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Providing solutions for your business
Depo-Medrol®

Depo-Medrol® Available Strengths

(methylprednisolone acetate
injectable suspension)

Depo®-Testosterone CIII

NDC

Description

00009-3073-01

Depo-Medrol 40 mg/mL 1 mL SDV

00009-3073-03

Depo-Medrol 40 mg/mL 1 mL SDV

00009-3475-01

Depo-Medrol 80 mg/mL 1 mL SDV

00009-3475-03

Depo-Medrol 80 mg/mL 1 mL SDV

00009-0274-01

Depo-Medrol 20 mg/mL 5 mL MDV

00009-0280-02

Depo-Medrol 40 mg/mL 5 mL MDV

00009-0280-51

Depo-Medrol 40 mg/mL 5 mL MDV

00009-0280-03

Depo-Medrol 40 mg/mL 10 mL MDV

00009-0280-52

Depo-Medrol 40 mg/mL 10 mL MDV

00009-0306-02

Depo-Medrol 80 mg/mL 5 mL MDV

00009-0306-12

Depo-Medrol 80 mg/mL 5 mL MDV

(testosterone cypionate injection)
Depo®-Testosterone CIII Available Strengths
NDC

Description

00009-0347-02

Depo-Testosterone 100 mg/mL 10 mL MDV

00009-0417-01

Depo-Testosterone 200 mg/mL 1 mL MDV

00009-0417-02

Depo-Testosterone 200 mg/mL 10 mL MDV

MDV—Multidose Vial. SDV—Single-dose Vial.

These branded products have long been a part of our expanding portfolio of injectable
solutions. Behind every product we deliver is our commitment to quality manufacturing,
reliability, and customer-focused flexibility. Pfizer Injectables is dedicated to helping your
business thrive by providing the resources of a branded company at generic prices.
For Pfizer Medical Information,
call 800.438.1985 or visit
www.pfizermedicalinformation.com

For Ordering Information,
call 800.533.4535

For more information and full
Prescribing Information, please
visit www.pfizerinjectables.com

To report negative side effects of prescription drugs to the FDA, visit www.fda.gov/medwatch or call 1.800.FDA.1088
Solutions For Your Business™ is a trademark of Pfizer Inc.

USI573209-01
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June 2013

