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John Pritchard

PUBLISHER’S LETTER

For the last few years I have been talking to Supply Chain Leaders more and 
more about how they are aggregating the services they procure for their hospitals and health 
systems. As many as 12-15 years ago I started to hear rumblings about how this was a huge a 
savings opportunity, but in the next few subsequent years they had bigger fish to fry with physi-
cian preference items, capital equipment  and the never-ending commoditization of  supplies.

The impending financial crisis in the late 2000s kept them busy with anything that could 
help reduce costs just to keep their institutions solvent. Supply Chain Leaders went from an 
important component of  the hospital and IDN leadership team to a strategic component of  
the executive team. 

After the battlefield promotion due to the financial crisis, our nation’s Supply Chain Leaders 
got to stare down mandated savings, thanks to the implementation of  healthcare reform and 
reimbursement being predicated on cost, quality and patient experience.

After this crazy decade and a half  of  chasing savings, you’d hope we would be at whatever 
the new normal is for Supply Chain Leaders and their departments. In many ways, stability has 
crept into the procurement of  products. It appears the tenants of  strategic sourcing permeates 
much of  the transactions that progressive hospitals and IDNs conduct today. 

But how they source services is about to go through a huge revolution. If  you want to see 
some exciting changes, keep an eye on how hospitals and IDNs put the procurement of  ser-
vices through strategic sourcing protocols the next few years. I think you will see long-standing 
service contracts being challenged, utilization of  services monitored like never before and con-
tracts professionally negotiotiated – many for the first time ever.

If  you like watching change happen, monitoring how services are procured in our hospitals the 
next few years should be interesting to watch. Keep an eye on The Journal of  Healthcare Contracting 
as will be in the front row bringing you the story!

Thanks for reading this issue of  The Journal of  Healthcare Contracting.

Purchased Services:  
A Rumble Becoming a Roar





REGIONAL PURCHASING COALITION

Committed Network
Mid-Atlantic Purchasing Coalition Pharmacy Network’s members ask not only 
what the group can do for them, but what they can do for the group.

A broader outlook means great-
er savings – for members and their 
purchasing network. At least, that’s 
what the folks at Mid-Atlantic Pur-
chasing Coalition Pharmacy Network 
(MAPC Rx), a VHA SupplyNetwork 
™, have discovered. Since the group 
was started in 2012 to reduce acquisi-
tion costs through contract aggrega-
tion, its members have begun focus-
ing less on the benefits to be had for 
their individual hospitals, and more 
on the advantages available to the 
network as a whole. 

So, when negotiations were un-
derway recently for a hemostatic 
agent, even though the new prod-
uct would cost some members more 
than the brand they currently were 

using, they made the switch, knowing it would result in greater savings for the 
network. The mindset appears to be working. In its first year alone, MAPC Rx 
achieved over $2.9 million in implantable savings, with about a third of  that 
coming from contracts. In 2013, the network’s savings grew by 48 percent to 
$4.3 million, and it anticipates a $5-million savings in 2015.

The Journal of  Healthcare Contracting recently spoke with Allison Tauman, 
PharmD, MPH, director of  pharmacy networks, performance services, VHA, 
Inc. and Chrissy Schabacker, PharmD, BCPS, pharmacy implementation man-
ager, Mid-Atlantic Purchasing Coalition, about the network’s initiatives, which 
have driven its growth and financial success.

The Journal of Healthcare Contracting: How has MAPC Rx grown since it 
was founded?
Allison Tauman and Chrissy Schabacker: MAPC Rx has evolved into a 
member-driven collaborative that reduces pharmacy costs while also focusing on 
clinical outcomes. It is the fastest growing pharmacy network within VHA’s Sup-
plyNetworks™, based on both number of  member hospitals and total pharmacy 
spend. In 2012, MAPC Rx consisted of  17 hospital-systems. New members have 
been added each year, and the network now has a membership of  27 systems – a 
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REGIONAL PURCHASING COALITION

growth of  60 percent in less than three years. 
We anticipate adding new members in 2015 
and in the future. 

JHC: Have you found the network is pro-
viding members with more advantages than 
originally expected?
Tauman and Schabacker: MAPC Rx works 
diligently to combine contracting strategies with 
clinical initiatives around drug utilization that 
complement contracts. In fact, only 25-50 per-
cent of  our cost reduction projects are contract-
ing strategies alone. Our approach to contracting 
includes the adoption of  leading clinical practices 
and value-based purchasing. As a result, the ma-
jority of  our members’ savings come from clini-
cal and utilization initiatives. However, in pure 
contracting projects, the network’s ability to pull 
through purchase volume to a single supplier has 
benefited members and earned a positive reputa-
tion with suppliers.

JHC: What are the top in-
tiatives MAPC Rx has pur-
sued in the last 12 months?
Tauman and Schabacker: 
Our top priority contract in 
2014 was for intravenous 
immune globulin and albu-
min, due to the high cost 
and large member spend 
on these medications. We 
standardized suppliers and 
now maintain over 80 per-
cent market share for these 
products, which has result-
ed in roughly $1.4 million 
in savings.  

A second key project 
has been to address the 
rapid price increase for IV 
acetaminophen. We have 
worked with the supplier 

to secure member savings through contracting. Additionally, we have re-
viewed national benchmark data and drug utilization patterns at the member 
level. Through collaboration with MAPC Rx prescribers, we have imple-
mented new evidence-based protocols that have resulted in further savings.  

A third area of  focus has been oncology drugs. Most chemotherapy 
medications are single-source and clinical guidelines necessitate their 
use. As a result, there is not much opportunity to extract traditional 
savings in this class. However, whenever possible, we have worked with 
our oncologists to determine therapeutic equivalence within a class and 
to request proposals from suppliers for increased commitment. As an 
example, we have had success with a drug class used to treat prostate 
cancer, which has saved MAPC Rx members over $2 million. 

JHC: How has being part of  a regional pharmacy network enabled 
members to leverage their buying power?
Tauman and Schabacker: MAPC Rx’s track record as a high-performing 
and committed network is its biggest asset. This is a direct reflection of  the 
therapeutic conversion work performed by member hospitals. Members 
have gotten better and smarter about taking off  their what’s-in-it-for-me hat 
and replacing it with a MAPC Rx hat. A good example of  this involved a re-
cently negotiated contract for a hemostatic agent used in the operating room. 

There were members that could have stayed with the 
incumbent at a lower cost; however, the total available 
savings for the network were greater with the competi-
tor. The members agreed to move to the new supplier 
for the overall benefit of  the network. Currently, we are 
greater than 90 percent standardized to this hemostatic 
agent, and the new supplier has been a great partner.  

JHC: Please explain the process whereby your phar-
macy executives meet and make their decisions.
Tauman and Schabacker: MAPC Rx is comprised 
of  pharmacy leaders from member hospitals – typically 
directors of  pharmacy. David Grant, vice president of  
patient services, Summit Health, currently serves as the 
committee chair. The network acts as a single decision-
making entity for the purpose of  contracting and clini-
cal cost reduction. Network members vote on contract-
ing projects using a weighted vote based on pharmacy 
spend. The network is supported by a full-time and a 
part-time pharmacist, and a full-time senior analyst, 
all of  whom are employed by VHA. The pharmacists 
and analyst provide clinical information and financial 

Our approach to 
contracting includes 

the adoption of 
leading clinical 

practices and value-
based purchasing.  

As a result, the 
majority of our 

members’ savings 
come from clinical and 
utilization initiatives. 

However, in pure 
contracting projects, 

the network’s ability to 
pull through purchase 

volume to a single 
supplier has benefited 
members and earned 
a positive reputation 

with suppliers.
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REGIONAL PURCHASING COALITION

analytics to guide the decision-making process. 
Network members meet individually with VHA 
pharmacists each month to discuss the projects 
and how to overcome barriers to implementation 
of  therapeutic conversions. The network mem-
bers also meet monthly as a group, generally via 
conference call, to discuss the contracting proj-
ects, vote on new projects and to share leading 
practices. Additionally, four in-person meetings 
are held throughout the year for peer networking 
and project discussion. 

JHC: Please explain how MAPC Rx co-exists 
with the GPO.
Tauman and Schabacker: MAPC Rx works 
with Novation to offer enhancements on exist-
ing base agreements. We also have a dedicated 
sourcing executive at Novation for the pharmacy 
networks who facilitates custom contracts when 
the GPO contract is not available. Additionally, 
MAPC Rx has increased flexibility to contract, 
and the suppliers appreciate the high level of  
commitment that our network members deliver.

JHC: How do you ensure that the interests 
of  each of  your member facilities are consid-
ered, and that each facility’s needs are met?
Tauman and Schabacker: MAPC Rx mem-
bers collaborate to develop a project plan an-
nually to determine which drug categories will 
be reviewed for the upcoming year. As part of  
the planning process, the VHA pharmacists and 
analyst review the projects to ensure the savings 
are balanced across the membership according 
to size. Within the project plan, there are points 

where the members can vote by majority to abandon it or continue, so there 
are always checks during the process and the ability to change course. Mem-
ber satisfaction with the process and the network’s performance are mea-
sured annually with a survey, and the results have been consistently high.

JHC: Is it difficult to get buy-in to the network’s contracts from each 
of  your facility’s physicians and staff?
Tauman and Schabacker: The pharmacists on the committee have 
great access to the physicians and decision makers in their hospitals. This 
has made it much easier to build consensus. The VHA pharmacists have 
also been available as a resource to work with physicians to help gain 

buy-in for therapeutic conversions and transi-
tions to new evidence-based clinical protocols 
for medication management. The network also 
utilizes physicians from other member hospi-
tals as references and for benchmarking data 
and clinical evidence to gain consensus. This 
has allowed MAPC Rx hospitals to enter into 
some aggressive, highly committed contracts 
with exceptional cost savings.

JHC: In additional to the cost-savings MAPC Rx has achieved through 
greater volume purchasing, what has been the greatest benefit of  the 
network to its members?
Tauman and Schabacker: MAPC Rx members say they see tremen-
dous value in the ability to problem solve and exchange ideas with 
each other, as well as to share policies, guidelines and other resources. 
The MAPC Rx staff  maintains a website, which includes the clinical 
evidence and documents to support each project that has been imple-
mented by the committee. Additionally, we are starting to look at pro-
curement of  alternatives during drug shortages, which is a big benefit.  

JHC: How do you envision MAPC Rx in five years?
Tauman and Schabacker: Over the next five years, we would like to 
improve our benchmarking ability to provide even more insight for mem-
bers about drug utilization trends within our network. We also envision 
MAPC Rx forming more creative ventures with suppliers, including, per-
haps, more risk-sharing or data-share agreements for some of  the single 
source newer branded drugs. We will also be pursuing purchased-services 
agreements and other non-pharmaceutical contracts related to hospital 
pharmacy services. As our network grows, we will continue to expand our 
ability to meet the needs of  the members by providing new opportunities 
for cost reduction and clinical improvement. JHC

MAPC Rx members collaborate to develop a 
project plan annually to determine which drug 
categories will be reviewed for the upcoming 
year. As part of the planning process, the VHA 
pharmacists and analyst review the projects 
to ensure the savings are balanced across the 
membership according to size.
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MODEL OF THE FUTURE

Leader of the Pack
When Catholic Health Initiatives was ready to launch its Contract 
Implementation Workgroup, Jamie Smigel was prepared to lead.

When Jamie Smigel, manager, contracting analytics, joined Catholic Health Ini-
tiatives in 2012, she brought with her a diverse mix of  perspectives. With career experi-
ence ranging from athletic training and exercise physiology to ties to a group purchasing 
organization, she was more than prepared to address the organization’s supply chain needs. 
When, shortly after assuming her new role, she was tasked with assisting her supervisor in 
organizing the CHI Contract Implementation Workgroup (CIW), she was onboard. 

Lead, manage, resolve and assist
“We began the Contract Implemen-
tation Workgroup in January, 2013,” 
says Smigel, whose job has been to 
lead and manage the group. “I have 
worked very closely with my supervi-
sor and director of  contracting ana-
lytics, Ellen Banasiak, who thought 
of  the concept for the group and 
deserves credit for helping to bring 
the right people together and encour-
aging our leadership to prioritize and 
support the project.” 

The CIW was developed as a means 
of  engaging teams representing 
supply chain operations, clini-
cal value analysis, contracting and 
supply chain technology to review 
new group purchasing organization 
(GPO) contract launches, primar-
ily for med/surg products, as well 
as prioritize work at the national 
level. The focus largely has been 
on sole-source status, non-contract 

By Laura Thill

Jamie Smigel
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MODEL OF THE FUTURE

spend, overall savings op-
portunity, ease of  conversion, 
and support of  diversity and 
sustainability vendors. The 
workgroup has strived to ac-
complish several additional 
objectives, including:

•  Embody CHI’s culture 
of  supplier diversity 
and sustainability.

•  Develop and prepare 
standardized implementation reports 
with spend, savings and conversion plan 
by facility. 

•  Provide assistance and support where 
needed by Divisional Contract Manag-
ers and Clinical Value Analysis team.

•  Achieve 90 percent compliance 
within 90 days or fill out a contract 
exception request. 

•  Incorporate a performance metrics 
dashboard into Lawson Analytics by 
supply chain technology, and track and 
monitor spend.

•  Include supply chain compliance in 
semi-annual strategic and operational 
reports and divisional reviews. 

Smigel has played a major role in leading the 
CIW. “The group meets monthly,” she explains. 
“We present data on contract opportunities, 

make recommendations and prioritize CHI-wide 
implementations, which drive savings and stan-
dardization and demonstrate support for diversity 
suppliers and environmental sustainability.” In ad-
dition, she is responsible for managing the produc-
tion, analysis, interpretation and delivery of  con-
tract implementation reports and communications 
for CHI-wide implementations and setting param-
eters for compliance tracking in Lawson. She also 
works with contract suppliers and the organiza-
tion’s GPO, HealthTrust, to: 

•  Resolve contracting and cross-reference data issues. 
•  Assist with the implementation of  acquired hospitals by contribut-

ing to plans and process design, analyzing data and communicating 
information to deliver value through the contract portfolio.

•  Serve as CHI point-of-contact with HealthTrust for spend 
analytics tools and services, including managing the relation-
ship, communicating CHI requirements, ensuring problems are 
resolved and participating in the evaluation of  new functionality.

Her background, indeed, has proven instrumental in facilitating the 
workgroup, Smigel points out. “Through my GPO experiences, I’ve 
learned that data is key,” she says. “Pulling the data together into mean-
ingful analytics; communication; following through with education; 
and tracking and monitoring compliance make it all work.

“My clinical background adds an interesting perspective to my 
work,” she continues. “Our clinical value analysis team provides in-
put into how our product choices affect our staff  – for instance, how 
the products are used clinically and how they may affect patient care. 
I recall when I worked in a training room and the school I worked 
for changed the brand of  athletic tape we used. The new brand was 

•  105 facilities  
across 19 states

•  Services approximately 
54 million people

•  $13.9 billion in annual 
operating revenue
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the value her supplier partners bring to her organization. In particular, she appreciates partners who bring the 
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MODEL OF THE FUTURE

thinner. We had to use more of  it and it gave many of  the trainers 
blisters. The increased time it took us to tape the athletes and the in-
crease in the amount of  product we had to use really negated the cost 
savings, and we ended up having to revert back to the original brand.”

Challenges give way to success
Keeping the Contract Implementation Workgroup on track has not al-
ways been easy, Smigel admits. “Each implementation has unique chal-
lenges,” she says. “We learn something new with each project.” Getting 
each facility to convert to the new program within the 90-day time al-
lotment calls for strong communication. And, prioritizing each of  the 
CHI-wide category implementations has been tricky at times, particu-
larly when the organization’s spend or savings has been lower, she points 
out. Still, with the help of  CHI leadership, this, too, has been doable and 
the program has continued to meet with its share of  success. 

Smigel and her team have implemented programs in a number 
of  categories, including endomechanicals, soft tissue biologics, in-
terventional urology adult incontinence, topical skin adhesives, bone 
cement, exam gloves, surgeon gloves and blood pressure cuffs. CHI 
has realized nearly $17 million in savings and improved tracking, 
monitoring and product compliance. Standardization is at an all-time 
high, and the number of  SKUs has been substantially reduced. “We 
recently implemented an exam glove formulary, which reduced our 
SKUs from 207 to 32,” says Smigel. “Our clinical ream was key in 
making this happen.

“Everyone’s hard work and diligence has been required to achieve 
this success,” she continues, adding that the conversions have depend-
ed on “teamwork, national efforts and clear, concise communication.” 
In fact, her group received an award at a CHI annual meeting in 2014 
for the cost savings it has achieved. 

A look ahead
Smigel believes her team’s success with CIW reflects the tip of  the 
iceberg. There’s more to come, she points out. “Upcoming contract 
categories will include connective tubing, yankauers, esmark ban-
dages, antifog and lap sponges,” she says. “We hope to have another 
successful formulary development in patient plastics. Our clinical 
team has been working with advisory boards, collecting information. 
My team has been reviewing current spend and cross referencing 
to formulary scenarios. It can take time to roll out our projects, but 
having buy-in from all stakeholders is key to our success. We hope to 
continuously improve our process by listening, and asking for – and 
responding to – feedback.” JHC

Healthcare is an ever-changing busi-

ness, and supply chain experts must 

stay educated and prepared for what 

is next. Jamie Smigel, manager, con-

tracting analytics, integrated supply 

chain, Catholic Health Initiatives, an-

ticipates several things that may be 

in store for the industry over the next 

several years:

•  Continued collaboration by 

IDNs to achieve savings and 

standardization.

•  Increased utilization of vendors 

and products that support 

patient care and safety efforts.

•  Utilization of diversity and 

sustainability vendors.

•  Growth of clinically  

integrated networks.

•  Emergence of a model of 

healthcare delivery designed 

to provide better health results 

and lower costs through 

improved efficiency. (CHI 

participates in 13 clinically 

integrated networks across the 

country and that number is 

expected to continue to grow.)

•  Continued product 

standardizations. (CHI is 

expected to continue to 

standardize products across  

its organization.) 

The future of 
healthcare
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MARKET INSIGHTS SUPPLY CHAIN FORUM

IDNs respond to today’s pressures

How do IDNs and hospital systems handle value analysis, purchased 
services, group purchasing, self-contracting, strategic sourcing and post-merger 
consolidation of  supply chain functions? How is healthcare reform affecting 
healthcare providers and their supply chain operations? What are some of  the 
new models and organizations in the healthcare community? Supply chain and 
GPO professionals shared their perspectives on these topics and others at this 
spring’s Market Insights Supply Chain Forum in Dallas, Texas.  

Hosted by MDSI, publisher of  the Journal of  Healthcare Contracting, the Mar-
ket Insights Supply Chain Forum (formerly the Healthcare Supplier/Provider 
Institute Meeting) offers a safe environment where supplier, provider and GPO 
executives can share practical and relevant information. Following are some 
highlights from the Forum.

Community Hospital Corp.
Michael Williams, FACHE, president 
and CEO of  Community Hospital 
Corp., and Tony Ybarra, senior vice 
president, supply chain, Community 
Hospital Corp., shared information 
about their corporation as well as 
some key healthcare trends to which 
it is responding.

Community Hospital Corp. offers 
a variety of  service platforms: hos-
pital ownership; CHC Management 

HealthCare Links has been in business for over 21 years, and has helped more 
than 100 companies design and grow their corporate accounts portfolio with con-
tracts worth in excess of  $250 million. Today, HealthCare Links is a recognized re-

source for companies looking to grow market share, profitably, in all the US healthcare markets. In addition, HealthCare 
Links is seen as a resource by providers to introduce companies that meet their economic, clinical, environmental, safety, 
and diversity corporate goals. We also specialize in introducing Innovative Medical Technologies to providers building 
high level national awareness quickly. Our mission is to reduce healthcare costs and improve patient care/outcomes by 
helping suppliers link with progressive healthcare providers that challenge the status quo. Visit www.healthcarelinks.org.

Olympus develops solutions for healthcare professionals that help improve clinical out-
comes, reduce overall costs and enhance quality of  life for their patients. By enabling less 

invasive procedures, innovative diagnostic and therapeutic endoscopy and early stage lung cancer evaluation and treatments, 
Olympus is transforming the future of  healthcare. For more information, visit Olympus at www.olympusamerica.com

Premier is one of  the nation’s largest performance improvement alliances of  approxi-
mately 2,900 U.S. community hospitals and 100,000 alternate sites using the power of  col-
laboration and technology to help lead the transformation to coordinated, high-quality, 
cost-effective care. Owned by healthcare providers, Premier operates a leading purchasing 

network and also maintains clinical, financial and outcomes databases based on 1 in every 4 U.S. hospital discharges. A 
leader in measurably improving patient care, Premier has one of  the largest performance improvement collaboratives in 
America, including one in partnership with the Centers for Medicare & Medicaid Services. Headquartered in Charlotte, 
N.C., Premier also has an office in Washington. www.premierinc.com.
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& Consulting Services; and CHC ContinueCARE, explained Williams. 
Among the key issues facing healthcare professionals is the influx of  
insured patients due to the Affordable Care Act. And many of  those 
patients will be covered by Medicaid – particularly in those states that 
expanded that program as part of  healthcare reform.

Hospital merger-and-acquisition activity remained steady in 2014, 
driven by many factors, including the need for capital, management 
and managed care expertise, purchasing leverage and operational cost 
efficiencies. However, not all mergers, acquisitions and partnerships 
are successful, he pointed out. Incompatible cultures – that is, signifi-
cant differences in organizations’ “personalities” – can unravel a “mar-
riage” of  hospitals and hospital systems.

Meanwhile, Ybarra shared the following points about CHC’s value 
analysis process: 

•  Monthly supply chain standardization  
and value analysis conference calls

• Separate calls for acute- and post-acute-care facilities
•  Facility supply chain directors acting as  

chairperson and co-chairperson
•  Sponsorship by CHC executive vice president,  

chief  operating officer and the CHC supply chain team

CHC provides monthly supply chain standardization minutes and cost 
analysis. A dashboard reflects the current status of  product conversions, 
and open discussion notes are documented for follow-up purposes.

Guiding principles include:
• Clinical or evidence-based value analysis
• Cost/quality/outcomes (CQO) model
•  Identification of  lower-cost, equivalent products,  

services and technology
• Products that meet clinical requirements

CHRISTUS Health
CHRISTUS Health operates in six U.S. states, 
six states in Mexico, and Chile, and comprises 
more than 50 hospitals and long-term-care 
facilities, 175 clinics and outpatient centers, 
and other health ministries and ventures, ex-
plained Sandy Wise, BSN, RN, MBA. The 
IDN has 9,000 physicians on staff. 

CHRISTUS Health is an active participant 
in MedAssets’ client-driven committee pro-
cess, including the GPO’s spend management 
board and advisory committees. In addition, 
the IDN’s supply chain, clinicians and depart-
ment heads participate in Resource Groups, 
or RUGs, which meet monthly to discuss 
contract awards, updates and strategies, clini-
cal compliance, product user rejections, sup-
plier capabilities and any unmet needs at the 
facility level. The RUG organization, which is 
supported by CHRISTUS supply chain man-
agement and MedAssets, calls for one mem-
ber per region, one member/one vote.

A product trial tracker and a conversion 
tracker allow all facilities to view the status of  
trials and conversions within the IDN.

Meanwhile, David Shamlin CMRP, pro-
vided an overview of  CHRISTUS Health’s 
approach to purchased services. For the IDN, 
purchased services include – but are not lim-
ited to – blood management services, eleva-
tor services, energy management, linen and 
laundry, managed print services, reprocessing 
of  SUDs, transcription and voice recognition, 

A product trial tracker and a conversion 
tracker allow all facilities to view the status 

of trials and conversions within the IDN.
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integrated waste management and dialysis 
services. Outsourced departments are clinical 
engineering, housekeeping, food services and 
facilities maintenance.

CHRISTUS Health’s purchased services 
contracts rest on the following principles,  
explained Shamlin:

• System contract first objective
•  Transparent costs  

(best when tied to a unit of  service)
• Incentivized growth
•  Measurable outcomes  

(baselines documented)
• Quarterly business reviews
• Required language
• Renewal terms.

Bon Secours Health System
Bon Secours Health System comprises 19 
acute care hospitals, a psychiatric hospital, 
five nursing care facilities, four assisted 
living facilities, seven retirement com-
munities and four home care and hospice 
providers, explained Jim DeFazio, direc-
tor, clinical value analysis and pharmacy 
services. Bon Secours participates in CCG, 
a Premier-based GPO representing more 
than 360 hospitals plus affiliates and phy-
sician practices, and 19 percent of  Pre-
mier’s spend, he added. 

DeFazio shared with suppliers key value 
analysis points they should know before ap-
proaching the IDN, including its three levels:

•  Leadership committee (15 members – 
seven clinical, seven business, and the 
director CVA)

•  Clinical value analysis teams (one vote 
per facility; majority rules)

•  Local implementation teams (lead 
service clinicians and key supply  
chain individuals)

He also explained the IDN’s eight-step approach to value analysis:
• Agree on the question or issue
• Identify (and involve) key stakeholders
• Identify facts
• Identify values and concerns
• Consider alternatives
• Pause and reflect
• Discuss, decide and explain
• Follow up (validate achieved stated goal)

St. Joseph Health System
St. Joseph Health System comprises 4,149 licensed beds in three re-
gions – northern California, southern California, and west Texas/
eastern New Mexico, said Sam Patel, environmental services and 
communications manager.

The IDN faced the following challenges in regard to purchased  
services contracting:

• Various vendors
• Non-GPO pricing
• Inconsistent purchasing practices
• Lack of  standard communication
• Delay in goods being received

With a transition to a shared-services model in August 2014, St. Jo-
seph has streamlined the process, so that all ministry purchases funnel 
through the corporate office shared services. All ministries are on the 
same page insofar as contracting goes, and all use the same product, 
said Patel. 

Baylor Scott & White Health
Baylor Scott & White is the largest non-profit health system in Texas, 
with $6.8 billion in revenue, explained Pamela Bryant, senior vice pres-
ident, supply chain services. The IDN comprises 49 facilities, 5,200 
beds, more than 5,800 affiliated physicians, and a supply chain budget 
of  $1 billion. 

The IDN employs a strategic sourcing process, encompassing clini-
cal evaluation, standardization, innovation, technology, contract terms 
and conditions, and data analysis, she said.

Baylor Scott & White uses system value analysis teams (14 corpo-
rate service line teams) and recruits physicians to serve as champions 
to drive change and compliance. It strives for data integrity through 
dashboards and actionable data points.
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Insofar as distribution and logistics are concerned, the IDN looks 
for consolidation (inventory management, SKU rationalization), 
LEAN processes (to achieve operational efficiencies) and low-unit-of-
measure (to reduce redundancy), explained Bryant. To improve op-
erations, the IDN pursues standardization and process improvements, 
PAR optimization (low-unit-of-measure) and innovation in technology 
(i.e., a single ERP).

In an era of  reform, and as cost pressures continue to impact the 
bottom line, supply chain is essential to the success of  the organiza-
tion, Bryant said. Supply chain will play a major role in maintaining 
margins for the organization through key initiatives. In the future, sup-
ply chain will be asked to support the changing priorities of  the orga-
nization due to reform.

Mount Sinai Health System
Based in New York, Mount Sinai Health Sys-
tem comprises 3,571 total certified beds, 138 
operating rooms, more than 6,200 credentialed 
physicians, 10 freestanding ambulatory surgical 
centers, and 47 ambulatory practices through 
the five boroughs of  New York City as well 
as Westchester and Long Island, explained Phil 
Mears, senior vice president, supply chain.

The merger of  Mount Sinai and Continu-
um in 2013 brought a set of  challenges, said 
Mears. The key challenges included people, 
current operations, leadership, vision, tools, 
timelines and third parties. But it enhanced 
leverage as well, in terms of  group purchasing, tiers, price parity, etc. 

HealthEast Care System
With four hospitals, two ambulatory surgery centers, an imaging center, 14 
primary care and 25 specialty clinics, and more, HealthEast is the largest 
provider of  healthcare services in the East Metro Minneapolis-St. Paul 
market, explained Jim Van Drasek, system director materials management. 
Its overall strategy is to “drive to increase value by continuously reducing 
the burden (cost and waste) and increasing the benefits (quality, outcomes 
and service) of  healthcare for patients and communities.” 

The IDN faces challenges similar to others, including reduced hos-
pital volumes (the result of  care transitions, wellness and prevention 
programs), the two-midnight rule, the challenges of  incorporating new 
technology and drugs, high-deductible health plans, virtual and tele-
medicine, and mobile health apps. 

At HealthEast, materials management 
is charged with managing the entire supply 
chain, a mission encompassing non-acute-care 
customers; vendor management; GPO man-
agement; supply and drug shortages; product 
and equipment recalls and backorders; and 
reduction of  total cost. Non-salary expense 
management extends to contracted services, 
utilization management, vendor consolida-
tion, the 340B drug program, evidence-based 
decisions, a value analysis program and make-
or-buy decisions.

To vendors, Van Drasek offered the  
following guidelines:

• Bring solutions, not just products.
•  Present evidence-based medicine  

(quality and outcomes).
•  Understand the market and cost pres-

sures facing healthcare providers.
•  Ask whether the market can support 

the cost of  the new technology  
you’re developing.

•  Know HealthEast’s requirements 
and processes, including centralized 
decision-making, centralized product 
selection, centralized value analysis, 
and its policies and procedures. JHC

In an era of reform, and as cost 
pressures continue to impact 
the bottom line, supply chain is 
essential to the success of the 
organization, Bryant said. Supply 
chain will play a major role in 
maintaining margins for the 
organization through key initiatives.
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Infections cause human suffering. 
They cost the healthcare system 
millions of  dollars. And, in many 

cases, they are avoidable. This month, the 
Journal of  Healthcare Contracting reports on an 
infection-prevention-related issue that also has 
caught the public’s eye – the reprocessing of  
medical devices. In a future issue, we will 
look at antibiotic resistance, a nagging 
issue that also has caught the at-
tention of  the public  
and government. 

Infection
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The document underscores the 
importance of  manufacturers de-
signing reusable medical devices 
with reprocessing in mind, and 
providing crystal-clear instructions 
to providers on how to clean, disin-
fect and sterilize them. It also draws 
attention to the need for providers 
to place well-trained, well-qualified 
people in reprocessing areas.

“This is the most comprehen-
sive set of  guidelines on reprocessing available to this 
point,” says Donna Swenson, president and CEO, 
Sterile Processing Quality Services Inc., Stickney, Ill. 
“If  you read them, and if  you’ve been involved with 
AAMI [the Association for the Advancement of  Med-
ical Instrumentation] and other organizations, you can 
see that they really have been listening to what the 
various stakeholders had to say.”

The guidance document reflects the dramatic changes in 
medical instrumentation and research on reprocessing that has 
taken place since 1996, says Susan Klacik, central sterile services 
manager, St. Elizabeth Health Center, Youngstown, Ohio, and 
the International Association of  Healthcare Central Service 
Materiel Management (IAHCSMM) representative to AAMI 

committees. It also points to the need 
for medical device manufacturers and 
hospital central sterile departments to 
partner with each other in the name 
of  patient safety. “Our objectives 
are strategically aligned,” she says. 
“We both want medical devices to 
perform exactly as designed – each 
and every time.”

Complexity of today’s devices 
The complexity of  medical instru-
mentation – and hence, the diffi-
culty of  ensuring its cleanliness and 
safety – was one of  the primary rea-
sons the FDA began work several 
years ago updating its 1996 guid-

ance document titled “Labeling Reusable Medical Devices 
for Reprocessing in Healthcare Facilities,” noted Geetha 
Jayan, PhD, senior science health advisor, Office of  the 
Center Director of  the FDA, during a webinar.

The new document, “Reprocessing Medical Devices in 
Healthcare Settings: Validation Methods and Labeling,” 
does a few things, she said:

•  Provides recommendations to medical device manu-
facturers for developing reprocessing instruction 
that can be easily understood and followed by users.

•  Outlines the FDA’s current recommendations to manu-
facturers on how to conduct scientifically sound testing 
to validate reprocessing methods and instructions.

Reprocessing guidelines  
are sign of the times
FDA document addresses concerns about complex, difficult-to-process instruments

It was four years in the making. But in March, the U.S. 
Food and Drug Administration issued its long-awaited 
final guidance document on reprocessing reusable medi-

cal devices – the first such update since 1996. 
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•  Describes measures the FDA is taking to enhance its 
oversight of  the reprocessing of  reusable devices.

The document also emphasizes the importance of  
designing devices that are less challenging to reprocess 
than some of  those on the market today. It also pro-
vides recommendations on the “human factors” that 
can affect device reprocessing, including the ability of  
healthcare workers to clean and sterilize devices in the 
everyday work environment.

“In recent years, there has been an evolution toward 
the development of  more complex devices with designs 
that are more difficult to reprocess,” 
said Elaine Mayhall, PhD, scientific 
review, Infection Control Devices 
Branch, Division of  Anesthesiol-
ogy General Hospital Respiratory & 
Infectious Diseases, Office of  De-
vice Evaluation in the FDA, during 
the webinar. “However, there have 
also been significant advances in the 
knowledge and technology involved in 
reprocessing reusable medical devices. 
The recommendations in this guid-
ance reflect the scientific advances  
in these areas.”

Reprocessing instructions
The guidance document – a draft of  which was issued for 
public comment in May 2011 – includes six criteria manu-
facturers must meet to ensure that providers understand and 
correctly follow reprocessing instructions.

•  Criterion 1: The reprocessing instructions should 
reflect the intended use of  the device. Appropriate 
instructions depend on the physical design of  the 
device, the intended use of  the device, and wheth-
er it has direct or indirect contact with the patient. 
They also should reflect the type and extent of  
soiling and contamination to which the device is 
likely to be exposed during clinical use. Reprocess-
ing methods are also dependent on the use of  

disinfectants or other chemicals that might leave 
harmful residues or adversely affect device materi-
als or performance if  inadequately rinsed, and any 
risk to the patient or the user. 

•  Criterion 2: Reprocessing instructions for reusable 
devices should advise users to thoroughly clean the 
device. Adequate sterilization or disinfection depends 
on the thoroughness of  cleaning. If  a device cannot 
be cleaned, it cannot be disinfected or sterilized.

•  Criterion 3: Reprocessing instructions should 
indicate the appropriate microbicidal process for 
the device. The microbicidal process recommended 

is dependent upon the intended use of  the device 
and is described by the Spaulding Classification for 
critical, semi-critical, and noncritical medical devices. 
(Critical devices are those introduced directly into 
the bloodstream or that contact a normally sterile 
tissue or body space during use. Semi-critical devices 
contact intact mucous membranes or non-intact 
skin, but do not ordinarily penetrate tissues or 
otherwise enter normally sterile areas of  the body. 
Noncritical devices contact only intact skin but do 
not penetrate it.)

•  Criterion 4: Reprocessing instructions should be 
technically feasible and include only devices and 
accessories that are legally marketed. The equip-
ment and accessories needed to implement the 

“ If the FDA decides these 
devices are no longer 
acceptable because the 
cleaning instructions aren’t 
adequate, hospitals would 
have to start replacing them.”  

– Donna Swenson



(1) Drs. Kingden-Milles, Müller, Buhl, et. al. Nasal-Continuous Positive Airway Pressure Reduces Pulmonary Morbidity 
and Length of Hospital Stay Following Thoracoabdominal Aortic Surgery. Chest/128/2/August, 2005. 821-828.

(2) Drs. Squadrone, Coha, et. al. Continuous Positive Airway Pressure For Treatment of Postoperative Hypoxemia. 
A randomized controlled trial. JAMA, Feb. 2, 2005-Vol 293, No. 589-595. 

Your Need . . . Our Innovation®
Since 1963



(1) Drs. Kingden-Milles, Müller, Buhl, et. al. Nasal-Continuous Positive Airway Pressure Reduces Pulmonary Morbidity 
and Length of Hospital Stay Following Thoracoabdominal Aortic Surgery. Chest/128/2/August, 2005. 821-828.

(2) Drs. Squadrone, Coha, et. al. Continuous Positive Airway Pressure For Treatment of Postoperative Hypoxemia. 
A randomized controlled trial. JAMA, Feb. 2, 2005-Vol 293, No. 589-595. 

Your Need . . . Our Innovation®
Since 1963



June 2015 | The Journal of Healthcare Contracting28

Infection Prevention

instructions should be available for users to obtain. 
Also, the type of  sterilizer, with manufacturer-vali-
dated sterilization cycle parameters and accessories, 
should be available to users. 

•  Criterion 5: Reprocessing instructions should be 
comprehensive and include information about: 
special accessories and special protection needed 
during reprocessing; point of  use processing or pre-
cleaning instructions; disassembly and reassembly 
instructions, including step-by-step instructions with 
visual aids; the method of  cleaning, including a list 
of  parameters; the cleaning agent or the class of  
cleaning agent used in the manufacturer’s validation  

testing; instructions for rinsing the device follow-
ing cleaning; the type and quality of  water that 
should be used and the duration, volume, and 
temperature of  the water; lubricating agent, if  
required; instructions for drying the device after 
processing and before storage; method of  disinfec-
tion or sterilization, including the validated cycle 
parameters and accessories that should be used; in-
structions for reducing sterilant residuals following 
sterilization by ethylene oxide, hydrogen peroxide, 
or other processes that may leave sterilant residuals 
on the device; and more.

•  Criterion 6: Reprocessing instructions should be 
understandable. The instructions should be clear 
and legible. They should be presented in a logical, 
sequential order, from the initial processing step 

through the terminal processing step, and should 
be described using simple language. Charts, dia-
grams, and pictures that can be posted in a work-
station are helpful. 

Are instructions ‘technically feasible?’
Klacik applauded the FDA and the guidance document 
for a number of  reasons. First, the document says that re-
processing instructions should be technically feasible and 
include devices and accessories that are legally marketed, 
she points out. That will eliminate one problematic area – 
that is, medical device instructions that call for extended 
sterilization cycles, even if  the sterilizer (or indicators and 

CS wrap) has not been validated for 
the longer cycle. 

Second, the document makes 
clear that manufacturers must plainly 
list everything needed to properly 
clean and sterilize their devices, down 
to what brush size should be used in 
lumens. “This helps me when a new 
product comes to the healthcare  
facility,” she points out. “CS should be 
able to look at the instructions to ask, 
‘Can I service it? Can I thoroughly 

clean it? Do I have the right size brushes? The right ultra-
sonic cleaner? Do I have everything I need to process it?’”

Third, the guidance document discusses the handling 
of  instruments at the point of  use, most often, the OR. 
“That’s important, because a lot of  things begin at the 
point of  use,” says Klacik. For example, it has been docu-
mented that biofilm starts to form in as little as five min-
utes after use, she points out. Ideally, lumens should be 
flushed and gross debris wiped off  before then. 

Fourth, the guidance document stresses the impor-
tance of  proper cleaning, and the importance of  providing 
educational resources to those reprocessing their devices. 

Fifth, the document talks about validation of  repro-
cessing instructions. “Validation has to be done under the 
worst-case scenario,” that means inoculating with soils that 
mimic actual use and in the most difficult circumstances, 

“ In recent years, there has 
been an evolution toward the 
development of more complex 
devices with designs that are 
more difficult to reprocess.”  

– Elaine Mayhall
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she says. Instructions must also take into consideration 
“real life” conditions. “In the decontamination room, we 
wear thick utility gloves, personal protective equipment and 
gowns,” she points out. Tactile sensation is diminished, 
and glasses can fog up, as the work is often performed in 
crowded workspaces. Manufacturers must take all this into 
account when developing reprocessing instructions.

“Using simulated studies will identify difficulties in 
cleaning in the “real world,’” she says. “The difficulties 
cleaning the duodenoscope is an example of  an instru-
ment that is extremely complex to clean, requiring special-
ized training with proven competency with direct observa-
tion to ensure the tech performs the required flushing and 
raising and lowering of  the elevator during cleaning. This 
scope also requires specific types of  cleaning brushes.”

‘Revolutionary’
Swenson points to what she considers to be a revolution-
ary aspect of  the FDA document.

Typically, when the agency issues a guidance docu-
ment, it addresses activities that should take place “from 
this point forward,” but leaves intact instructions for what 
has already transpired. “But there is something in this doc-
ument that makes it a little bit different,” she says. 

In the new guidance document, the FDA says that re-
processing instructions for some older, legally marketed 
reusable devices may not be consistent with state-of-
the-art science. Therefore, the provider following those  

instructions can’t ensure that their reusable devices are 
clean and safe to use after reprocessing. 

“Never before have previous devices been considered 
adulterated,” Swenson points out. “They are approved, 
they are on the market and they are legally sold. New tech-
nology may come along and make the device obsolete, but 
if  people are still using it, there was nothing to make them 
stop using it. But if  the FDA is saying these devices could 
be considered adulterated or misbranded – that is, the la-
beling doesn’t bear adequate directions for reuse – it could 
potentially tell companies that their products have to be 
removed from the market.

“This makes a big difference to the hospital too,” she adds. 
“If  the FDA decides these devices are no longer acceptable 
because the cleaning instructions aren’t adequate, hospitals 
would have to start replacing them. Having talked to FDA 
people in the past, they have been of  the opinion that eventu-
ally, hospitals would stop using outdated devices, which would 
be phased out. But that hasn’t happened in a lot of  cases. You 
still see first-generation laparoscopic devices out there.

“But this particular section of  the document appears to 
say that if  science moves beyond some of  these older de-
vices, then when the FDA inspects the manufacturer, they 
may ask, ‘What are you doing about that?’ Also, FDA shares 
information with other agencies, she says. And although the 
FDA does not directly regulate hospitals, other regulatory 
agencies may ask hospitals, “Why are you continuing to use 
devices that aren’t acceptable any longer?’” JHC

Editor’s Note: “Reprocessing Medical Devices in Health Care Settings: Validation Methods and Labeling Final 
Guidance - March 24, 2015,” is available at www.fda.gov/downloads/MedicalDevices/DeviceRegulationandGuidance/
GuidanceDocuments/UCM253010.pdf

“In the decontamination room, we wear thick utility gloves, 
personal protective equipment and gowns. Manufacturers 

must take all this into account when developing 
reprocessing instructions.”  

– Susan Klacik
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Every so often, even the most arcane aspects of 
healthcare operations – such as the reprocessing of  medi-
cal devices – capture the public’s attention. 

So it was that in February, following reports of  injuries 
and deaths attributed to inadequate processing of  duode-
noscopes, the U.S. Food and Drug Administration issued 
a “Safety Communication,” warning healthcare providers 
and the public that even the most meticulous attention 
paid to cleaning and disinfecting the 
scopes may not be enough to pro-
tect patients from infection passed 
on by other users. One month later, 
on March 12, the Centers for Disease 
Control and Prevention issued an in-
terim protocol for facilities that want 
to test their duodenoscopes for con-
tamination with bacteria after clean-
ing and disinfection. 

Perhaps the most alarming thing 
about the duodenoscope affair was that outbreaks of  infec-
tion appeared to have occurred even in cases where health-
care providers followed manufacturers’ instructions for re-
processing them. 

500,000 procedures each year
Duodenoscopes are flexible, lighted tubes that are thread-
ed through the mouth, throat, and stomach into the top of  
the small intestine (duodenum), explained William Maisel, 
MD, MPH, deputy director for science and chief  scientist, 
FDA Center for Devices and Radiological Health, on an 
FDA blog in February.

The scopes are used in more than 500,000 procedures, 
called endoscopic retrograde cholangiopancreatography – or 
ERCP – in the United States each year, he said. ECRP is the 

least invasive way of  draining fluids from pancreatic and bili-
ary ducts blocked by tumors, gallstones or other conditions. 
The duodenoscope is a more complex instrument than other 
endoscopes and can be more difficult to clean and disinfect.

In its Safety Communication, the FDA said it is closely 
monitoring the association between reprocessed duodeno-
scopes and the transmission of  infectious agents, including 
multidrug-resistant bacterial infections caused by carbape-

nem-resistant Enterobacteriaceae 
(CRE) and Escherichia coli. From Jan-
uary 2013 through December 2014, 
the agency received 75 medical device 
reports encompassing approximately 
135 patients in the United States relat-
ing to possible microbial transmission 
from reprocessed duodenoscopes.

The agency issued its alert after 
UCLA’s Ronald Reagan Medical Cen-
ter in Los Angeles reported in Feb-

ruary that seven patients who had undergone procedures 
with duodenoscopes had been infected with CRE. Two of  
those patients died, and an additional 179 were notified 
that they may have been exposed.

Culturing could be costly
Writing on the CDC blog in mid-March, Michael Bell, MD, 
deputy director of  CDC’s Division of  Healthcare Quality 
Promotion, wrote that the agency’s interim protocol can 
help providers detect contamination, whether due to lack 
of  adherence to manufacturer-recommended reprocessing 
practices or any other reason, and to prompt follow-up ac-
tion to protect patients if  needed.

The protocol suggests techniques for inspection and 
manual cleaning and drying of  duodenoscopes (as well as 

Duodenoscope issue  
captures public’s attention

“I don’t agree with 
culturing scopes or 
instruments unless 
you have a specific 

reason for doing so.”  
– Donna Swenson
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other flexible endoscopes that have an elevator mecha-
nism), as well as remedial actions to be taken if  any duode-
noscope is found to be contaminated. 

In the protocol, the CDC notes that some facilities 
routinely culture their scopes to assess the adequacy of  
reprocessing. “Holding duodenoscopes out of  use while 
surveillance culture results are pending could be consid-
ered, especially if  performing surveillance cultures after 
each use,” wrote Bell. “Any duodenoscope found to be 
contaminated should not be returned to use” until ap-
propriate steps are taken.

That portion of  the document has led to conster-
nation among some providers, a point Bell acknowl-
edged in the CDC blog when he wrote: “We recognize 
that there are both pros and cons associated with using 
screening cultures. There can be concerns about cost, 
as using this method will mean that the duodenoscopes 
will not be available for use while waiting for the results 
of  the cultures. This could mean that a facility would 
need to buy additional scopes in order to be sure they 
have the equipment available when needed. Addition-
ally, the failure to grow bacteria from the areas sampled 
may not guarantee that there are no bacteria present 
anywhere on the scope.”

Is culturing necessary?
“I don’t agree with culturing scopes or instruments unless 
you have a specific reason for doing so – e.g., a cluster 
infection, and you’re trying to figure out the source,” says 
Donna Swenson, president and CEO, Sterile Processing 
Quality Services Inc., Stickney, Ill. According to Swenson:

•  Culturing is expensive. It’s expensive to run the test 
and to obtain the additional instrumentation needed 
while waiting for results.

•  Culturing comes with its own set of  issues. “You 
have to be sure that whoever is doing the culture 
isn’t contaminating the device.”

•  Other methods are available to test for cleanliness, 
including the well-established technique of  flushing 
lumens with hydrogen peroxide and looking for foam.

“People need to develop a comprehensive program, and 
look at water quality, temperature, the chemicals being used 
and whether they are being dosed correctly,” she says. “If  you 
would do all of  these things and then verify the cleaning of  the 
actual devices, I don’t see why you would need to do culturing.”

Staff training and competency
The duodenoscope issue and CDC protocol demonstrate 
the importance of  training and certification of  personnel re-
sponsible for reprocessing medical devices, says Susan Klacik, 
central sterile services manager, St. Elizabeth Health Cen-
ter, Youngstown, Ohio, and the International Association of  
Healthcare Central Service Materiel Management (IAHC-
SMM) representative to Association for the Advancement of  
Medical Instrumentation (AAMI) committees. “The design of  
these scopes makes thorough cleaning difficult and requires a 
true expertise with demonstrated competency to perform this 
complex task with the specified cleaning brushes,” she says.

In fact, the CDC recommends that competencies be as-
sessed at initiation of  employee duties and at least annually 
and anytime a breach is identified or when a new technique or 
equipment is introduced. “Competency verification should 
include direct observation in addition to other assessments 
per facility policy (e.g., written tests),” says the CDC proto-
col. “Personnel responsible for reprocessing endoscopes are 
encouraged to seek certification [in sterile services].”

The good news, says Klacik, is that central sterile pro-
cessing personnel have access to better information and 
training than ever before. “We’re evolving,” she says, and 
suppliers of  medical devices can help by providing educa-
tional programs, graphics, posters and other sources of  in-
formation about reprocessing. “We’re like a sponge,” says 
Klacik. “We’ll take all the information we can get.” JHC

Editor’s Note: The Interim Duodenoscope Surveillance Protocol: Interim Protocol for Healthcare Facilities Regarding 
Surveillance for Bacterial Contamination of  Duodenoscopes after Reprocessing” is at www.cdc.gov/hai/organisms/ 
cre/cre-duodenoscope-surveillance-protocol.html
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Infection Prevention

Healthcare providers are steadily recognizing that 
better awareness and prevention of  healthcare associated 
infections not only saves lives, but ultimately saves money 
and drives greater efficiencies in the healthcare system. It 
takes unique expertise, commitment, skills and enhanced 
products to do this correctly, and growing numbers of  
providers are devoting additional resources to this impor-
tant area. Crosstex/SPSmedical is a leading global compa-
ny dedicated to delivering innovative infection prevention 
and control products and services that address these criti-
cal issues as we believe infection prevention and control 
markets will continue to grow for years to come.

Secure Fit® Technology Face 
Masks from Crosstex are an ex-
ample of  such an innovative product. 
SecureFit® Technology Face Masks are 
proven to provide up to 3 times pro-
tection over other face masks*. Secure 
Fit® Technology Face Masks feature 
aluminum nose and chin pieces that 
can be adjusted to fit the shape and size of  any face, while 
significantly reducing the gapping on the sides and bottom 
of  the mask, decreasing exposure to airborne particulates and 
aerosols by more than 3 times that of  a standard earloop face 
mask. SecureFit® Technology Face Masks are made in the 
USA and come in all 3 ASTM levels. *Study on file.

Greater efficiency, better outcomes
The benefits of  a proper fitting mask seem obvious. Sup-
ply chain executives need to demand more from suppli-
ers of  face masks than they do now. Recent viral threats, 
including H5N1, H7N9, H1N1, and now EVD, are creat-
ing heightened attention and concern over the ability of  
seemingly simple devices, such as face masks, to make the 
difference between health and infection. Secure Fit® Tech-
nology Face Masks provide up to 3 times protection over 
other face masks, with better breathability and the fit and 

feel of  a surgical tie-on mask. And because they are made 
in the USA, they are readily available.

Potential objections by end users
“Ear loop face masks do not offer the same level of  protection as 
surgical tie-on masks.”
Not true. SecureFit® Technology Face Masks come in 
ASTM levels 1-3.  ASTM level 3 masks provide the high-
est level of  protection from aerosols and fluid sprays. The 
Secure Fit® technology conforms to any size or shape face, 
giving a custom fit. This reduces gapping around the chin 
and cheeks for a better fit and increased protection.  

“Our current decontamination mask is on 
contract and is less expensive.”
Yes, but does it provide the protec-
tion needed for staff ? Concern over 
unnecessary exposure is very top-of-
mind today and this highlights the 
need for PPE, such as face masks, to 
provide optimal protection. Health-

care workers want to know that their facility is doing all 
that it can to ensure the safety of  its staff  and patient base.

Crosstex/SPSmedical recognizes that protection, 
comfort, and quality are the most important roles for 
face masks in the healthcare market. This is why our 
Secure Fit® Technology Face Masks are made from only 
the highest quality materials and tested to ensure pre-
mium performance, which protects healthcare workers 
and patients alike.

Crosstex/SPSmedical offers free trial supplies of  Se-
cure Fit® masks to any concerned healthcare provider or 
institution. Visit www.crosstex.com/facemasks for further 
mask education and research, and to order free samples 
of  Secure Fit® masks. Crosstex is a member of  the Secure 
Mask Supply Association www.securemasksupply.org.

Editor’s note: Sponsored by Crosstex/SPS Medical.

Crosstex/SPSmedical



HOW 
SECURE 
IS YOUR 
MASK?

SEE HOW SAFE REALLY FEELS: 
Visit Crosstex.com/facemasks to view the Face-to-Face Challenge or request a free sample.

PROVEN TO PROVIDE
3X GREATER PROTECTION
OVER OTHER MASKS.*  
It’s a fact: No standard mask protects you better than fitted Secure Fit® 
Technology face masks. Featuring dual aluminum strips — above the nose 
and under the chin — our patent-pending design eliminates gaps, increases 
protection and greatly reduces fogging while maximizing breathability and 
comfort. No wonder users gave Secure Fit® the top rating in every category 
in a national mask survey.

*Data from Aerosol Mechanics Laboratory. G.C. Smaldone, Stony Brook University Medical Center, New York.          © 2015 Crosstex/SPSmedical

JHC-Repertoire_Masks Ad-FULL_06-15.indd   1 5/22/15   11:51 AM



June 2015 | The Journal of Healthcare Contracting36

Infection Prevention

The B. Braun Introcan Safety® family of peripheral 
IV catheters offers truly passive safety features that are ac-
tivated automatically and cannot be bypassed. Both the In-
trocan Safety and the Introcan Safety 3 Closed IV Catheter 
minimize needlestick injuries and promote first stick suc-
cess. The Introcan Safety 3 Closed IV Catheter provides 
an added safety feature with an automatic, multi-access 
blood control septum preventing blood exposure after 
withdrawing the needle and every time the hub is accessed.

Greater efficiency, better outcomes
The passive safety shield deploys automatically and stays in 
place during disposal. Additionally, it encourages best prac-
tice by preventing needle reinsertion. The Introcan Safety 
Family of  PIVCs helps facilities cut costs and go green by 
generating less waste with smaller, lighter components. 
Your end users will avoid throwing away unused compo-
nents (compared to integrated catheters) and help cut costs 
by reducing needlesticks and cleanup time and materials.  

B. Braun Introcan Safety 3’s multiple-access 
blood control septum reduces exposure to 
blood when the needle is removed and ev-
ery time the hub is accessed. Additionally, 
Introcan Safety 3’s integrated stabilization 
platform improves catheter stability and 
minimizes movement within the vessel to 
help reduce catheter-related complications.

B. Braun provides value-added products 
with customers and their patients always in 
mind. In addition to preventing needlestick 
injuries and facilitating first-stick success, 
the Introcan Safety IV Catheters are small 
by design. The smaller, lighter components 
will save room in sharps containers, gener-
ating less waste for the facility and provid-
ing additional savings. 

Editor’s note: Sponsored by B. Braun.

B. Braun

The Introcan Safety Family of PIVCs helps 
facilities cut costs and go green by generating 
less waste with smaller, lighter components.
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Infection Prevention

According to the Centers for Disease Control and  
Prevention, antibiotic-resistant bacteria, or superbugs, cause a 
minimum of  23,000 deaths and 2 million illnesses each year. 
These superbugs thrive in hospital settings, and the CDC es-
timates a total occurrence of  around 1.7 million infections 
annually. These often-deadly infections compromise care, 
risk lives and create a massive financial burden that costs the 
healthcare system up to $35 billion annually.

This cost can now be significantly diminished by hos-
pitals that enlist the help of  a new antimicrobial surface 

coating technology that continuously fights surface patho-
gens, rendering them harmless on contact.

SurfaceWiseTM by Allied BioScience is a long-lasting 
antimicrobial surface coating that provides continuous 
disinfecting action when applied to almost any hard or 
soft surface. The first technology of  its kind to be clini-
cally proven effective in this capacity, SurfaceWise is an 
invisible thin-film coating that binds to surfaces at a mo-
lecular level, creating a long-lasting microscopic barrier on 
which it is difficult for pathogens to live and multiply. As 

surfaces are touched, and therefore re-contaminated, the 
treated surface itself  reacts to fight the threat.

The return on investment for hospitals implementing 
this technology is significant. After treating a mid- to large-
size hospital (255 beds) with SurfaceWise, that facility can 
expect to see a net first-year benefit of  approximately 20 
percent of  annual investment, reaching more than 20 per-
cent ROI each year for three years. The same hospital will 
see hospital-acquired infection rates drop by 40 to 50 percent 
or more, considering how drastically SurfaceWise will re-

duce the spread of  surface pathogens 
throughout the treated area. Hospitals 
that implement this technology will be 
equipped with ABS’ proprietary germ-
mapping clinical surveillance software 
system, GermMapTM, to precisely track 
the decrease in surface pathogens and 
corresponding infection rates.

Decreased surface pathogens will 
help increase savings from infection 
avoidance, including a reduction in the 
length of  patient stays, and it also will  
reduce clinical staff  sick time. Other 
nominal benefits create additional finan-
cial impacts. The ROI-cost analysis en-
compasses further advantages, including 
improved patient reputation and re-

duced potential litigation due to fewer instances of  HAIs.
SurfaceWise is designed to augment normal cleaning 

procedures used in hospitals in the most minimally disrup-
tive way possible. Trained technicians from ABS handle 
application of  the technology to surfaces. This process 
complements routine EVS procedures so that a hospi-
tal room can be treated and returned to service within  
approximately 45 minutes.

Editor’s note: Sponsored by Allied BioScience.

Allied BioScience
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Infection Prevention

The average patient in an intensive care unit has 
his or her line accessed by a clinician 20-25 times per day. 
The disinfection of  these needleless access sites prior to 
injection, laboratory draws and medication administration 
is critically important to reducing the risk for contracting a 
healthcare associated infection. 

The Prevantics® product line is a comprehensive, evidence-
based solution that addresses the vascular access continuum 
of  care. The newest addition, Prevantics® Device Swab:

•  Is specifically indicated for the disinfection of  
needleless sites prior to use.

•  Contains the first and only 3.15 percent Chlorhexidine 
Gluconate and 70 percent isopropyl alcohol formulation.

•  Has a quick five-second scrub time and five-second 
dry time to help with staff  compliance.

Greater efficiency, better outcomes 
Bloodstream infections continue to be a leading cause of  
mortality and morbidity for patients with invasive catheters. 
These infections are widely preventable and cost the U.S. 
healthcare system millions of  dollars annually, with an aver-
age mortality rate roughly as high at 25 percent in some pa-
tient populations. Bloodstream infections also reduce patient 
satisfaction and clinical outcomes, and increase the costs for 
care delivery and length of  stay. Preventing these deadly in-
fections requires a comprehensive approach 
to infection prevention for the vascular ac-
cess process, including both skin antisepsis 
with the Prevantics® skin antiseptics and 
disinfection of  the needleless access sites 
with the Prevantics® Device Swab. By dis-
infecting the needleless access site prior to 
use with the Prevantics® 
Device Swab, practicing 
hand hygiene and adhering 
to aseptic technique when 
accessing these devices, the 

risk for these serious healthcare associated infections can be 
mitigated through the implementation of  these evidence-
based practices. Clinicians must address the entire vascular ac-
cess process as a whole and evaluate for potential sources of  
contamination that could lead to transmission. 

Potential objections by end users 
I use alcohol prep pads to disinfect needleless access sites.  

•  The CDC guidelines state, “Some studies have 
shown that disinfection of  the devices with 
Chlorhexidine/Alcohol solutions appears to be the 
most effective in reducing colonization.”

•  The Prevantics Device Swab has a five-second 
scrub time and five-second dry time that helps 
with staff  compliance.  

•  It is the first and only 3.15 percent CHG and 70 per-
cent IPA solution authorized by the FDA to disinfect 
needleless access sites.  

Unique to the market, the Prevantics® product port-
folio contains PDI’s proprietary formula, 3.15 percent 
Chlorhexidine Gluconate (CHG) and 70 percent isopropyl 
alcohol, and is a comprehensive approach to infection pre-
vention for the entire vascular access continuum of  care. 

A wide selection of  infection prevention and Pre-
vantics® educational materials, including in-service vid-

eos, instructions-for-use posters, webinars 
and whitepapers, are available at www.

pdihc.com to assist in  
system-wide implementa-
tion throughout your cus-
tomer’s entire healthcare 
delivery network and to 
improve standardization 
and clinical compliance. 

Editor’s note:  
Sponsored by PDI.

PDI



Comes advanced science for

SKIN.

Prevantics® for skin, the first FDA approved 3.15% Chlorhexidine Gluconate (w/v) and  
70% Isopropyl Alcohol (v/v) skin antiseptic with up to 7 days antimicrobial persistence.1

To request a sample and more information, please visit pdihc.com/prevantics.

From the leaders in

SURFACE...

1 Prevantics® Swabstick and Maxi Swabstick only.
©2015 Professional Disposables International, Inc. All rights reserved. Prevantics® is a registered trademark of  Professional Disposables International, Inc.



PURCHASED SERVICES

Purchased services contracting: 
Change is in the air
Supply chain executives are paying increasing attention to purchased 
services. The Journal of  Healthcare Contracting submitted a series of  questions 
to HealthTrust executives about the challenge and opportunity of  controlling 
purchased-services costs while improving quality. Here are their responses.

Participating were:
Adam Campbell, manager of  clinical services contract-
ing in ServiceTrust, the purchased services consulting 
division of  HealthTrust. Previously, he was cath lab 
and surgery purchasing manager at Williamson Medi-
cal Center in Franklin, Tenn. Campbell has worked in 
a variety of  roles in the healthcare industry over the 
past two decades. He received his bachelor’s degree in 

nursing from East Tennessee State University and his master’s in healthcare 
administration from the University of  Alabama in Birmingham.

Christina Katamay, assistant vice president of  Service-
Trust. With 32 years of  healthcare experience, she has 
served in roles that have included facility supply chain 
director, market supply chain director, division director 
of  contracting and corporate director of  national con-
tracting for 170 hospitals. She has used this experience 
to develop ServiceTrust. Katamay received her bach-

elor’s degree in business administration from Nova Southeastern University.

Trevor Rotondo, manager of  environmental contract-
ing services. He has 20 years of  experience in multiple 
environmental services categories and industries that 
include healthcare, hospitality, retail and education. 
Rotondo currently is working on projects for multiple 
IDNs in the fields of  janitorial, waste, linen and pest 
control. Previously, he served as director of  opera-

tions/area manager for Service Management Systems, with $10 million in bud-
getary and operational accountability. Rotondo earned his bachelor’s degree in 
psychology from New York University.

Journal of Healthcare Contracting: 
Describe briefly the service category 
with which you are most involved. 
Campbell: Scope and instrument re-
pairs. It’s a service provided by origi-
nal equipment manufacturers (OEMs) 
and third-party repair companies. The 
service includes on-site and off-site 
repairs and instrument sharpening.

Katamay: Blood products and blood 
delivery services. The category includes 
the purchase of  all blood products for 
patients and services provided by blood 
suppliers, such as reference testing.

Rotondo: Linen and laundry ser-
vices, which encompass everything 
from sheets on a patient’s bed to 
scrubs on a surgeon in the ER. It’s an 
intricate category, with several varia-
tions. Hospitals may be on a COG 
(customer-owned goods) program, 
where they buy their own linens and 
operate their own laundry center in-
ternally or outsource the cleaning of  
soiled COG to a third party; or they 
may be on a linen rentals program 
and lease clean linens from a supplier.  
Occasionally, some hospitals combine 
COG and rental programs. 

Journal of Healthcare Contracting: 
Who are the people primarily involved 
in using the service?
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Campbell: Repair of  scopes and instruments touches materials man-
agement, surgical supply chain, the sterile supply manager or coordi-
nator, surgical director and nurses, endoscopy lab techs and nurses, 
physicians and patients. 

Katamay: Blood products and services are primarily managed by the 
lab, but impact patient care, staff  and physicians.

Rotondo: The environmental services (EVS) department is generally 
accountable for a hospital’s linen program, from sourcing the supplier 
through receipt and facility-wide distribution. 
The nursing staff  has the greatest voice when 
it comes to the quality of  linen, since it touch-
es virtually every patient.

Journal of Healthcare Contracting:  How 
have hospitals and IDNs traditionally ap-
proached contracting for the service? 
Campbell: In the past, hospitals and IDNs 
would send the scope or instrument to the 
OEM for needed repairs. During the ini-
tial purchase, they would sign a monthly or 
yearly repair service contract with the OEM. 
Also, if  an instrument broke or needed 
sharpening, it would be replaced. 
 
Katamay: For many years, hospital lab di-
rectors and facility leadership independently 
negotiated local agreements. In more recent 
years, hospitals and IDNs have recognized 
the value of  aggregating volume and have begun working with regional 
purchasing groups or their GPOs to assist with negotiation.

Rotondo: More often than not, hospitals renew year after year. The 
typical stated reason is that the current supplier “was here when I got 
here and we just never changed.” Suppliers generally dissuade hospitals 
from putting out an RFP by offering a reduction in price in exchange for 
an extension of  the contract. GPOs and IDNs are driving change away 
from this behavior by pushing for RFPs that aggregate linen volume to 
a limited number of  suppliers, which results in far greater cost savings.

Journal of Healthcare Contracting:  In your opinion, what are the 
most significant shortcomings – if  any – of  that approach?

Campbell: The fees OEMs charge for re-
pair service contracts are typically very high 
compared to what facilities would spend with 
third-party repair companies. Replacing in-
struments that break or need sharpening also 
drives up costs.

Katamay: As hospital groups move toward a 
more collaborative contracting process, many 
smaller regional blood providers are forming 

affiliations with providers to compete with the 
larger national suppliers. Hospital blood man-
agement programs have driven down the price 
of  blood products, and additional savings can 
be reaped by the use of  benchmark pricing 
in negotiations with suppliers. ServiceTrust, 
the purchased services consulting division of  
HealthTrust, has successfully negotiated con-
tracts for blood products and services utilizing 
bench market intelligence for over 250 hospitals.

Rotondo: Launching an RFP for linen ser-
vices is a time-consuming exercise, so it’s  

“ Suppliers generally 
dissuade hospitals  
from putting out an RFP 
by offering a reduction 
in price in exchange  
for an extension of   
the contract.”  

– Trevor Rotondo
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understandable why so many hospitals simply 
renew with existing suppliers. However, the 
5 percent savings guarantee they might get 
for renewing effectively distracts them from 
seeking the fair market value for this service, 
which could easily be 10 percentage points or 
more lower.

Journal of Healthcare Contracting:  What 
has been the traditional role of  the materials 
manager or supply chain team in negotiating 
for the service?
Campbell: In my former role as a surgery 
supply chain manager, it was supply chain’s  

responsibility to negotiate the scope and in-
strument repair contracts with direct assistance 
from surgery leadership. That’s customary.

Katamay: Little to no involvement, as the 
blood products and services category has tra-
ditionally been managed by the lab. Typically, 
it would renew with the same supplier year 
after year, provided service was not an issue.

Rotondo: The materials manager and sup-
ply chain team generally have limited contact 
with linen as a whole. The EVS director is 

a supplier’s main point of  contact, since that department owns linen 
distribution and collection. Typically, EVS will conduct the majority of  
the sourcing project.

Journal of Healthcare Contracting:  In your opinion, what should the 
role of  the supply chain team be?
Campbell: Supply chain should be the main point of  contact for ne-
gotiations for scope and instrument repairs, if  only because they’re 
more familiar with GPO contracts than department heads. They 
should also stay aware of  any service or quality issues that emerge and 
dig for root causes.

Katamay: Supply chain should always be involved with contract nego-
tiations for all purchased service categories, including blood products 

and services. It brings a third party into the 
mix who can offer input based on experience 
in dealing with hidden costs, such as stat de-
livery charges and return fees, and contractual 
terms and conditions (Ts & Cs).

Rotondo: Supply chain should be orches-
trating linen RFPs and delegating responsi-
bilities to the team, with EVS collecting the 
linen data and finance the spend data, prior 
to the sourcing event. It can help vet the 
pros and cons of  different program types 
(e.g., COG vs. a rental program). Supply 
chain also needs to help identify all poten-
tial suppliers locally, regionally and nation-
ally; inform EVS of  suppliers currently on 

contract through their GPO; and assess prospective suppliers’ true 
costs to ensure a level playing field. Most of  all, supply chain has the 
credibility to help departments enthusiastically embrace any supplier 
and product changes that are ultimately made.

Journal of Healthcare Contracting:  What are the opportunities (in-
cluding cost-savings) to be realized by improving the contracting process?
Campbell: ServiceTrust is routinely able to shave 15 to 20 percent 
off  clients’ spending on scope and instrument repair by having a third 
party provide repairs in lieu of  the OEM. It also helps facilities man-
age inventory more effectively, reducing delays in procedure starts and 
turnover times; and maintain the instruments to extend their life and 
lower capital outlays. Some suppliers incentivize their employees to 

“ [Supply chain] brings a 
third party into the mix who 
can offer input based on 
experience in dealing with 
hidden costs, such as stat 
delivery charges and return 
fees, and contractual terms 
and conditions.”  

– Christina Katamay
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minimize the need for repairs, adding further 
to savings and timely procedure starts.

Katamay: Using benchmark pricing, Servi-
ceTrust has been able to generate 6 to 15 
percent savings for clients on blood prod-
ucts and services. Since this is such a large 
category of  expense for hospitals, the sav-
ings has a significant, visible impact on the 
bottom line. By reducing multiple contracts 
to one or two, IDNs have enjoyed the added 
benefits of  improved contract management, 

firm pricing for term and value-adds, such as 
a blood management program.

Rotondo: A five-year linen contract that is 
allowed to automatically renew for another 
five years may have picked up as much as a 5 
percent price bump that compounded annu-
ally. More likely than not, that price increase 
exceeds the consumer price index that would 
have accrued over the same time period, put-
ting the cost for the service well above fair 
market value. A full-fledged RFP could thus 
yield high savings, often in the range of  15 
to 20 percent for linens. Additionally, IDNs 
have an opportunity to consolidate suppliers. 

This allows them to align best practices regarding washing tempera-
tures, chemical ratios and linen touches across the organization, help-
ing reduce the risk of  hospital-acquired infections.

Journal of Healthcare Contracting:  Can you name two or three ways 
in which successful hospitals and IDNs are, in fact, improving the way 
they contract for purchased services?
Campbell: Taking a closer look at current contacts is proving to be a 
useful exercise for hospitals and IDNs. Due to time constraints, many are 
successfully using purchased services consultants who specialize in specific 
areas such as scope and instruments repairs. Specifically, they’re reaping the 
benefits associated with using third-party suppliers for repairs and scope 

and instrument inventory management.

Katamay: Market benchmark pricing is key, 
because it tells them what they should be pay-
ing in their market. Hospitals can also see sig-
nificant savings through volume aggregation, 
robust contracts and by strengthening their 
commitment to suppliers.
 
Rotondo: The more successful hospitals 
and IDNs are increasing net profits by us-
ing purchased services consultants to re-
duce cost centers, such as linen and laundry 
service contracts. Supply chain generally 
doesn’t have the resources internally to 
pull and analyze the data necessary to con-

duct a full RFP, nor does it have access to benchmark pricing for  
comparing proposals.

Journal of Healthcare Contracting:  Considering the contracts them-
selves, can you name two or three ways in which the terms for this ser-
vice differ from the terms of  a contract for med/surg supplies? What 
are some terms and provisions supply chain executives would be wise 
to include in the contract?
Campbell: Scope and instrument repair needs can differ widely year to 
year, so contracts will typically include a savings guaranteed program (e.g., 
the hospital pays upfront, based on a percentage off  expected total re-
pair costs for the year, but if  the actual spend is less, it gets credited back 
the difference). Third-party suppliers will sometimes provide inventory 
management software at no charge and OEM repairs at no charge or at 
a capped rate. They will often cover freight charges for return delivery of  

“ Although providers 
typically negotiate local 
agreements, they can 
drive best pricing by 
aggregating volume 
with their GPO.”  

– Adam Campbell
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repaired instruments or have a local rep help expedite their return. Ideally, 
terms should also include a complete list of  inventory covered under the 
agreement and instruments that are carved out, a maintenance schedule 
and firm pricing for term.

Katamay: We often see evergreen clauses and pricing paid that var-
ies greatly from contract pricing. Blood suppliers are willing to pro-
vide firm pricing for longer terms, and out clauses without cause with 
reasonable notice and, most important, include savings on all service 
fees as well as the blood products themselves. Supply chain executives 
would be well advised to incorporate language allowing renegotiation 
when market pricing changes, so that a contract can be terminated 
without penalty if  the supplier is unwilling to adjust its pricing to re-
flect market rates.

Rotondo: The biggest difference between purchased services and med/
surg is that pricing on the latter can live on a national contract with rela-
tively no cost differential region to region. With purchased services, pric-
ing can vary by region and even by hospital – and IDNs are best served 
to negotiate contracts this way, with pricing based on a hospital’s prox-
imity to the supplier. Delivery and fuel surcharges, linen loss and early 
contract termination fees also have to be factored into the base price 
when evaluating contract proposals. ServiceTrust has had success nego-
tiating firm pricing for up to three years by adding in contract language 
addressing “just in case” costs (e.g., the price of  cotton or fuel rises) with 
suppliers vs. baking in those costs up front with annual increases.

Journal of Healthcare Contracting:  If  services are provided primar-
ily on a local basis, to what extent can the hospital or IDN make use 
of  a nationally negotiated GPO contract? How about a regional one?
Campbell: HealthTrust has national agreements with multiple third-
party scope and instrument repair companies. Although providers 
typically negotiate local agreements, they can drive best pricing by ag-
gregating volume with their GPO.

Katamay: For blood products and services, there are very few nation-
al GPO contracts available other than master agreements, which leave 
price negotiation to hospitals and IDNs. They would need to look to 
their GPO for market pricing and contracting expertise to broker the 
best possible local and regional deals.

Rotondo: Linen and laundry services may be provided by lo-
cal plants, but often they roll up under a corporate entity or even 

a consortium of  local owners. By virtue of  
their larger size, it thus becomes possible for 
them to offer better pricing to GPOs with 
members across a region. 

Journal of Healthcare Contracting:  Please 
talk about monitoring the performance of  
the service provider in the months/years af-
ter the contract has been signed. Any “best 
practices” to share?
Campbell:  It’s important to conduct quar-
terly business reviews, checking for increases 
in instrument repairs and resolving any is-
sues. Routinely offer educational seminars on 
the proper care and handling of  scopes and 
instruments to sterile supply coordinators, 
managers and directors, and nursing staff. 
Suppliers should provide these continuing 
education opportunities at no cost, together 
with an instrument tracking system and a 
guaranteed savings program.

Katamay: Suppliers should be providing 
blood management programs at no cost and 
monthly utilization reports, in addition to 
conducting quarterly business reviews. At 
least once per year, hospitals should check to 
be sure they’re paying market rates.

Rotondo: Measure supplier performance 
using cost per adjusted day or, better yet, 
request that your supplier provide a volume 
and spend report at least once a year. Com-
paring previous costs against current vol-
ume is the best measure of  savings; quite 
often, spend is higher because volume is 
up. Remember to also regularly reassess 
suppliers’ level of  support to your facilities. 
Did they help adjust automatic replenish-
ment levels to minimize shelf  stock? Did 
they assist in identifying excessive loss 
items and work with you on how to limit 
that loss? JHC
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MEDASSETS HEALTHCARE BUSINESS SUMMIT

MedAssets Looks Ahead
Data, consumer preference to play big role in healthcare’s future

Innovative medical devices, 
equipment and procedures always 
have and always will play a significant 
role in propelling healthcare into the 
future. But increasingly, the future 
rests with something you can’t feel or 
touch – data. Alpharetta, Ga.-based 
MedAssets believes it is in an excel-
lent position to help its members 
take advantage of  that fact.

Delivering his “State of  the 
Union: A Look Ahead” presentation 
at this spring’s MedAssets Health-
care Business Summit in Las Vegas, 
Nev., Chairman and CEO Halsey 
Wise told attendees that MedAssets 
“has an opportunity to capture the 
vast amounts of  data now available 
to improve the quality of  healthcare 
in a more targeted, customized and 
personalized manner. We remain 
committed to find ways to reduce the 
costs in our healthcare system and in-
novate to help organizations harness 
data to improve quality across your 
entire system of  care.”

Nearly 4,000 people were on hand 
at the Summit, including 1,400 pro-
viders, 1,600 suppliers and 580 ex-
hibitors. Forty-nine of  the 50 states 
were represented.

The ‘Internet of Things’
Wise explained that the “Internet 
of  Things” – new-technology ar-
chitecture and delivery systems 
that connect devices, systems and 

Humanitarian award winner, YPM

Mike Nolte

Wise Family AFSP
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services – makes it possible for people to share information or 
talk to each other. 

The fact that MedAssets works with 4,500 acute-care and 123,000 non-
acute-care centers enables it to capture and manage primary customer data 
in the value chain, Wise said. He called the company’s Sg2 business – which 
MedAssets acquired in September 2014 – an intelligence engine that can 
fuse and challenge primary data with market data to produce unique insights, 
analytics, trends and forward-looking forecasts.

Rise of the consumer
In his Welcome Session, Mike Nolte, presi-
dent and COO of  MedAssets, used a “Back 
to the Future” theme to reinforce his vision 
of  the “future of  healthcare.”

That future will be driven by the growing influ-
ence of  consumers on their own healthcare, 
Nolte said. That’s happening for several reasons:

•  Expanded access to care following the 
passage of  the Affordable Care Act

•  Digital connectivity, enabling  
virtual clinic visits

• Greater access to patient information
•  High deductibles and accompanying 

financial burdens

“These trends are shifting the balance of  pow-
er and challenging providers to meet consumers 
on their own terms,” Nolte said. “Providers used 
to position themselves to insurers, but now they 
are positioning themselves to consumers – be-
cause individuals are making decisions on quality, cost and convenience.

“We don’t have a book that predicts the future, like in the movie,” 
he said. “But to find growth and opportunity in the future, health sys-
tems need to effectively develop access points, manage channels, and 
deliver high-quality, cost-effective care across diverse care sites.”

Education
More than 80 speakers presented a variety of  educational topics at the 
Summit. Some examples:

•  “ICD-10 Readiness – Strategies to Accelerate Cash Collections.” 
Panelists discussed best practices, processes and techniques to 
prevent increases in accounts receivable.

•  “Strategy in a Changing World.” Bill 
Woodson, senior vice president, Sg2, a 
MedAssets company, discussed a myriad 
of  healthcare issues facing executives 
and defined a clear path to unite leader-
ship and execute consistent and clear 
strategies across the continuum of  care.

•  “Revenue Cycle of  the Future – 
Challenges and Opportunities.” 
Panelists discussed revenue cycle 
solutions for critical margin chal-
lenges hospitals deal with in today’s 
reimbursement environment.

•  “Engaging Physicians in the Supply 
Chain: Medical Economic Outcomes 
Committee.” Vanderbilt University 
Medical Center and MedAssets dis-
cussed the importance of  a physician-
driven structure.

Tom Norris and Panetta, GHW Bush Pacesetter winner

Soldier Care Packages
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Other speakers included:
•  Baylor Scott & White Health CEO Joel 

T. Allison, and President/COO/CMO, 
Dr. Robert W. Pryor, who shared insights 
and lessons learned about the merger of  
the two Texas-based health systems to 
create an integrated delivery network fo-
cused on population health management.

•  Leon Panetta, former U.S. secretary 
of  U.S. Department of  Defense and 
former director of  the U.S. Central 
Intelligence Agency, who spoke of  the 
importance of  the American dream and 
how citizens must continue to fight for 
it if  America is to remain the greatest 
country in the world. Secretary Panetta 
also discussed his recent book, “Worthy 

Fights: A Memoir of  Leadership in War and Peace”, and shared 
his views on leadership.

•  LT (SEAL) Pete Scobell, U.S. Navy, who spoke during a fireside 
chat with John Bardis, MedAssets founder and chairman emeri-
tus, about the rescue of  the cargo ship Maersk Alabama after it 
was hijacked by a crew of  Somali pirates. Scobell also shared his 
struggle with traumatic brain injury. 

Care packages for soldiers
Eight hundred volunteers – employees, clients, suppliers – gathered dur-
ing the Summit to assemble care packages for U.S. soldiers stationed in 
Iraq and Afghanistan. They assembled 1,800 packages. Since November 
2004, MedAssets has assembled 22,825 packages for soldiers serving our 
country. This year, in addition to tuna, protein bars, Chapstick, gum, de-
odorant and other supplies, soldiers will be receiving wound care band-
aids, comfort wash, electrolyte replenishment and popcorn donated by 
vendors Sage, DripDrop, Johnson & Johnson and Ferris. JHC

Award-winners
MedAssets award recipients for this year include: 

•  2014 President’s Award for a Client: Baylor 
Scott & White Health received the 2014 MedAssets 
President’s Award, for maintaining momentum for 
sustained operational and performance improve-
ment across the enterprise. 

•  2014 President’s Award for a Supplier: Tom 
Finucane, vice president, Health Systems, Cardinal 
Health, was recognized for his work in demonstrat-
ing superior contract value and exemplary sales and 
market share growth to MedAssets clients. 

•  2014 Diverse Supplier Award: Language Service 
Associates was recognized for its support in build-
ing strong and diverse communities to help improve 
the quality of  healthcare. 

•  2014 Norman Borlaug Humanitarian Award: 
Simone Joye was honored for her outstanding 
humanitarian efforts in developing Atlanta-based 
Young People Matter, a program that provides 
a place of  hope and healing for the city’s at-risk, 
homeless and runaway children.

•  2014 George Herbert Walker Bush Paceset-
ter Award: LT (SEAL) Thomas Norris, U.S. Navy 
(Ret.), and Medal of  Honor recipient, was recog-
nized for leading a difficult search and rescue mis-
sion behind enemy lines during the Vietnam War.

•  2014 Hire Heroes Pacesetter Award: Dave So-
bocinski, partner, Carter Baldwin Executive Search, 
was recognized for his volunteer efforts that have 
helped veterans find jobs. Sobocinski has also been 
instrumental in increasing awareness and funding 
for the Hire Heroes USA organization.

•  The American Fallen Soldiers Project: Benjamin 
B. Wise, a Green Beret with the U.S. Army’s 3rd Bat-
talion, 1st Special Forces Group, and Jeremy Wise, a 
former Navy SEAL, were honored for their sacrifice. 
Artist Phil Taylor of  AFSP presented their portrait 
to the audience and to their parents. Ben died of  
wounds sustained during combat in Afghanistan two 
years after his older brother, Jeremy, was killed in a 
suicide bombing at Forward Operating Base Chap-
man near the eastern Afghan city of  Khost. 
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You think it’s clean.

But is it 
Prevantics®  
Device Swab  
clean?

• 5 second scrub time and 5 second dry time

• Randomized study1 has shown that disinfection of  the devices with 
a Chlorhexidine/Alcohol solution appears to be most effective in 
reducing colonization as cited in the CDC Guidelines.2

For more information on the breakthrough clinical study, visit  
pdihc.com/PrevanticsDeviceSwabClinical

1Hayden, M. K., et. al. . A Randomized Cross-Over Clinical Trial to Compare 3.15% Chlorhexidine/70% Isopropyl Alcohol (CHG) vs 70% Isopropyl 
Alcohol Alone (Alcohol) and 5s vs 15s Scrub for Routine Disinfection of  Needleless Connectors (NCs) on Central Venous Catheters (CVCs) in an 
Adult Medical Intensive Care Unit (ICU), Oral Abstract Presented at 2014 ID Week Conference, October 11, 2014, Philadelphia, PA. 
22011 Guidelines for the Prevention of  Intravascular Catheter-Related Infections, Healthcare Infection Control Practices Advisory Committee, US 
Centers for Disease Control and Prevention, 2011.

The first and ONLY 3.15% Chlorhexidine 
Gluconate/70% Isopropyl Alcohol solution 
authorized by the FDA to disinfect needleless 
access sites prior to use.
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MARK MCKENNA LECTURE

How to survive in a financially 
challenged market?
Cut variation, cut waste, implement lean processes, advises Intermountain executive

There is plenty of room for improvement in U.S. healthcare. Patient 
outcomes can be improved and costs lowered substantially by applying basic 
quality-oriented practices, according to Brent James, M.D., chief  quality offi-
cer and executive director, Intermountain Institute for Healthcare Leadership. 
James made his comments at the annual Mark McKenna Lecture. 

Named after Mark McKenna – the late president of  Novation and founding 
member of  the Health Sector Supply Chain Research Consortium – the lecture 
is intended to bring innovators and thought leaders in healthcare to Arizona State 
University to speak on current healthcare issues and to highlight the importance 
of  the supply chain in improving organizational performance and clinical practice.

Variances in medical practice
Dr. James presented a brief  history of  the work at Intermountain Health Care 
(IHC). Starting in 1986 and 1987, IHC began looking at Quality Utilization 
Efficiency (QUE) in six clinical areas. Over the two years of  the studies, they 
found “massive” variances in areas such as surgical time, the amount of  tissue 
removed and other indicators. The researchers found that the amount of  tis-
sue removed did not correlate at all to the amount of  surgeon time spent on a 
case. The clinical time range of  variance was 2.5 times the average. They also 
discovered two-fold variances in actual costs among cases.

From this initial work, IHC identified the following:
• Massive variation in clinical practice
• High rates of  inappropriate care
• Unacceptable rates of  preventable care-associated patient injury or death
• A striking inability to “do what we know works”
•  Huge amounts of  waste leading to spiraling prices, which in turn limits 

access to care
U.S. healthcare falls short of  its theoretical potential, said James. Although the 

numbers vary, there are probably 200,000 preventable deaths per year in health-
care. In addition, somewhere between 35 and 50 percent of  healthcare is waste.

Variation in healthcare occurs for several reasons, he said. The first is what he 
called “the craft of  medicine,” that is, the fact that clinicians are generally stand-
alone experts. The second is the complexity of  healthcare, or “the faults” of  

more than one hundred years of  clini-
cal discovery. There are two methods 
for managing this uncertainty:

• Sub-specialization
• Mass customization

If  not coordinated, sub-special-
ization results in far less than optimal 
care. Mass customization comes from 
lean theory. Within this, standardiza-
tion allows a narrow focus on various 
diseases. In 1991, IHC embarked on a 
number of  additional studies, includ-
ing one focused on ventilator settings. 
It observed a wide range of  variance 
in selected settings, and protocols were 
created for settings. From this, changes 
were implemented using lean principles.  

‘Best care’ protocols
Although “best care” protocols may rep-
resent an improvement in care delivery, 
they have a number of  inherent prob-
lems associated with them, including:

•  Evidence for best practice may 
be lacking

•  Use of  “expert consensus” is 
unreliable and depends on who 
is invited to achieve consensus

•  Guidelines don’t necessarily 
guide practice

•  No two patients are the same, 
therefore, no guideline perfectly 
fits any particular patient

By John Strong
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By implementing lean processes, providers can improve best care pro-
tocols in several ways. They can:

• Blend the protocols into the clinical workflow
•  Embed data systems to track protocol variations and short- and 

long-term patient results
•  Demand that clinicians vary patient care protocol based on the 

patient’s needs
•  Create a lean learning loop, continually feeding data back around 

the loop

The results can be striking. In one case:
• Patient survival rose from 9.5 percent to 44 percent
• Costs of  the procedure dropped by 25 percent on average
• Physician time fell by 50 percent

Dr. James focused on two key lessons from this experience. First, IHC 
measures its success in lives. Second, better care is (usually) cheaper care.

Most financial issues in healthcare are created by the federal govern-
ment, he said. Unfunded federal obligations total more than $63 trillion. 
He noted that if  every patient in the country were treated the same way 
they are at Mayo and IHC, Medicare costs would drop 3 percent annually.

Essentially, there are two ways of  surviving in a financially challenged 
market, James said. As an industry, we can continue to focus on top-
line revenue, or we can focus on bottom line waste. Revenue leverage 
may total 5 percent to 9 percent, while removal of  waste provides 100 
percent leverage for all waste removed. Fifty percent of  all hospital 
resource expenditures are quality-associated waste, he pointed out. 
Hence, the leverage here is enormous, and includes:

• Recovering from preventable foul-ups
• Building unusable products
• Providing unnecessary treatment(s)
• Simple inefficiency
Examples James cited in administration include areas such as sup-

ply chain inefficiency, regulatory waste and billing rework.

IHC has been examining the use of  a coordinated medical home, with team-
based care. This has led to dramatic cost-savings of  approximately 22 per-
cent. Some other positive outcomes associated with team-based care:

• Patient ER visits down 11 percent
• Hospital admissions down 22 percent
•  Avoidable visits and admissions down 

21 percent
• Physician office visits up 4 percent
• Urgent care visits up 13 percent.
• Radiology tests down 11 percent.

Careful examination of  less expensive alter-
natives to products and services as well as the 
limiting of  certain products altogether has led 
to substantial savings, James pointed out. Often, 
less-advanced products offer the same outcomes 
as more expensive ones, he said. James pointed to 
savings on non-ruptured appendicitis by show-
ing previous materials costs of  $760 compared 
to $180 in the new profile. Examining services 
and other factors of  care showed a total drop in 
expense of  approximately $2,454 per case, and 
had the additional benefit of  freeing up beds.

Process management is key to driving these 
sorts of  results. Better clinical results produce 
lower costs, and more than half  of  all cost-sav-
ings take the form of  unused capacity, which 
can be balanced by increasing demand for cer-
tain services due to an aging population.

To tap increasing needs for patient data and 
information, James noted that providers will need 
new electronic medical records in the next 10 to 15 
years. Continuing down the quality path is impos-
sible without more information from their EMR.

In conclusion, James noted that the United 
States needs a “new healthcare delivery world,” 
one in which there is no underuse of  care, but 
no overuse either. Care is delivered free from in-
jury, and is coordinated along the full continuum. 
Moreover, it is delivered under each patient’s full 
knowledge and control, and with grace, elegance 
and concern for the patient. JHC

John Strong has more than 35 years of  healthcare supply chain experience in provider materials management and supply 
chain operations, medical products distribution, supply chain and national accounts consulting and group purchasing. He 
is the founder of  his own consulting practice, John Strong LLC. He can be reached at johnstrongllc@gmail.com
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Enter the Biosimilars
Pharmaceutical ‘clones’ have the potential to increase patient access to  
life-saving medications and reduce costs for the entire healthcare system

By Curtis Rooney

March 6, 2015, will go down as the day in healthcare supply chain history that govern-
ment forces unleashed pharmaceutical clones – biosimilars – on the market. This might sound more 
dramatic than it probably is (especially when you imagine James Earl Jones doing the voiceover) if  
you consider that Europe has allowed biosimilars on the market for some time. But the U.S. Food 
& Drug Administration’s recent approval of  Sandoz’s Zarxio (which treats low white-blood-cell 
counts) – the first biosimilar in the United States – signals the start of  something new, important 
and potentially competitive with reference biologic products. In addition, three other companies 
have publicly announced they have biosimilar applications under FDA review.

Shortly after FDA’s action, the Centers for 
Medicare and Medicaid Services (CMS) re-
leased its own guidance on biosimilars:

For Medicare
•  Similar to other new products, Part 

D plan sponsors are allowed to add 
coverage of  biosimilars at any time as a 
formulary enhancement.

•  Generally, CMS will consider formulary 
changes in which the reference product 
is removed and replaced with the bio-
similar product as a non-maintenance 
change. Therefore, CMS will evaluate 
these changes on a case-by-case basis.

•  However, CMS does not consider 
reference and biosimilar products to 
be different drugs; therefore, they will 
not be considered two drugs for the 
purposes of  satisfying USP formulary 
requirements.

•  Because biosimilars are not considered 
a generic drug, they will be subject to 
the higher maximum copayments for 
Low-Income-Subsidy-eligible benefi-
ciaries and non-LIS beneficiaries in the 
catastrophic coverage period.

•  Biosimilars are not considered “applicable drugs” for the pur-
poses of  the Coverage Gap Discount Program; therefore they 
will not be discounted or otherwise subject to the Discount 
Program requirements.

•  CMS noted that additional guidance may be issued for “inter-
changeable” biosimilars at a later date.

For Medicaid
•  Biosimilar products fall within the definition of  single-source 

drugs for purposes of  the Medicaid Drug Rebate (MDR) pro-
gram.

•  States may consider total rebates for biosimilar products, as well 
as the total rebates for the reference product, in determination 
of  Preferred Drug Lists (PDLs).

•  States are encouraged to educate physicians and pharmacists on 
how to prescribe and dispense biosimilars, depending on each 
state’s requirements.

•  States are encouraged to use their existing Drug Utilization 
Review (DUR) programs and P&T committees to education 
physicians and pharmacists on the appropriate prescribing and 
dispensing of  biosimilars.

FDA approval process
Even more recently, the FDA released three guidance documents regard-
ing biosimilars. On April 29, the agency essentially gave the green light to 
drug makers who are developing copycat versions of  branded biological 
drugs under an abbreviated pathway established by the Affordable Care 
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Act. The FDA guidance follows after the public 
comments period completed on February 2012. 

It is now known, for example, that the 
FDA will not always require a comparative 
clinical trial for biosimilar approval, because 
the guidance provides an example of  when a 
trial would not be needed even though some 
of  the comments received by the FDA had 
urged that at least one clinical study evaluat-
ing safety and effectiveness be required for any 
biosimilar approval.

The guidance comes in three parts. The 
first two describe the scientific and quality con-
siderations for demonstrating “biosimilarity” 
to a reference drug. The third document con-
tains questions and answers on the biosimilar 
pathway and suggestions for biosimilar devel-
opment. The FDA, for example, will allow an 
approach for extrapolating data from one indi-
cation of  a biosimilar to additional indications 
of  the brand biologic, which makes it easier for 
a biosimilar to obtain all of  the branded drug’s 
approved uses. The agency also provides new 
information for companies looking to develop 
biosimilars for approval in the United States 
and abroad without duplicating all prior work, 
including offering enhanced alignment with 
the European Medicines Agency.

Following this guidance, the Senate Health, 
Education, Labor and Pensions (HELP) Re-
publican members, led by Chairman Lamar 
Alexander (R-Tenn.), sent a letter to the FDA 
urging the agency to immediately finalize all 
guidance regarding the approval of  biosimilar 
drugs. The Senators raised concerns that the 
agency has “not provided sufficient guidance 
on important issues relating to the review and 
approval of  license applications for biosimilar 
products,” such as:

• Naming
• Interchangeability
• Production of  patent information

The letter also criticized FDA for not having a policy in place for 
nonproprietary names for biosimilar products, but rather relying on a 
“placeholder” nonproprietary name that provides little clarity.

Where does HSCA stand?
The Healthcare Supply Chain Association (HSCA) and its members 
strongly believe that biosimilars have the potential to increase patient 
access to life-saving medications and to reduce costs for the entire 
healthcare system. One recent study projected savings of  $250 billion 
over ten years. HSCA and its members are working with FDA to help 
ensure a pathway to market for biosimilars that prioritizes patient safety 
and encourages development and uptake of  these less-costly therapies. 

HSCA believes that these medicines should share the same Interna-
tional Nonproprietary Name (INN) as their reference biologic. This is 
sound public policy and based on the fact that biosimilars are, by defi-
nition, highly similar and have no clinically meaningful differences that 

would require a unique name. If  biosimilars are not allowed to share 
the INN of  their reference biologic, it could jeopardize patient safety, 
inhibit market competition, and slow the uptake of  biosimilars, which 
could result in billions of  dollars in lost potential cost savings. 

Multiple nonproprietary names may increase confusion among pa-
tients and providers and hamper the clinical decision-making of  physi-
cians. Requiring unique names would run counter to existing interna-
tional naming standards for generic pharmaceuticals. Shared INNs are 
already being used safely and effectively in highly regulated countries 
in the European Union, Canada, Australia and Japan. Since 2006, in 
Europe there have been no issues with traceability of  biosimilars that 
use the same INN in their products. The manufacturer name, National 
Drug Code (NDC), and lot number guarantee full traceability. 
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Curtis Rooney is president of  the Healthcare Supply Chain Association, www.supplychainassociation.org.

HSCA agrees that the FDA should issue clear, robust guidance on inter-
changeability. The ability to safely substitute FDA-approved biosimilars for inno-
vator biologics will be critical to realizing the full cost-savings and access potential 
of  biosimilars. FDA should issue clear guidance on the requirements to obtain 
an “interchangeable” designation. Manufacturers should be allowed to use data 
collected from Europe to gain FDA approval for interchangeability in the U.S.

HSCA also maintains that states should stand out of  the way and support 
a pathway for the expedient and safe implementation of  biosimilars as soon 
these drugs are approved. 

Biosimilars have the potential to create a whole new world. That world 
has just begun in the United States. Let’s hope that unleashing these clones 
will not only allow for the successful attack of  those patients struck by dis-
ease, but also the budget deficits of  the healthcare providers administering 
their care. JHC

Source: U.S. Food and Drug Administration, www.fda.gov/Drugs/DevelopmentApprovalProcess/HowDrugsareDe-
velopedandApproved/ApprovalApplications/TherapeuticBiologicApplications/Biosimilars/ucm241718.htm

Many of today’s important medications are biolog-
ical products. Biological products are made from living 
organisms. The material they are made from can come 
from many sources, including humans, animals and micro-
organisms such as bacteria or yeast. Biological products 
are manufactured through biotechnology, derived from 
natural sources or, in some cases, produced synthetically.

Biological products are among the medications used to 
treat conditions such as rheumatoid arthritis, anemia, low 
white blood cell counts, inflammatory bowel disease, skin 
conditions such as psoriasis and various forms of  cancer.

Most biological products are more complex in structure 
and have larger molecules or mixtures of  molecules than 
conventional drugs (also called small-molecule drugs). 
Conventional drugs are made of  pure chemical substances 
and their structures can be identified. Most biologics, how-
ever, are complex mixtures that are more difficult to iden-
tify or characterize.

There are two new types of  biological products – bi-
osimilar and interchangeable. Biosimilars are a type of   

biological product that are licensed (approved) by FDA be-
cause they are highly similar to an already FDA-approved 
biological product, known as the biological reference 
product (reference product), and have been shown to have 
no clinically meaningful differences from the reference 
product. An interchangeable biological product, in addi-
tion to meeting the biosimilarity standard, is expected to 
produce the same clinical result as the reference product 
in any given patient.

Biosimilars are not the same as generic drugs. Generic 
drugs are copies of  brand-name drugs, have the same ac-
tive ingredient, and are the same as those brand name drugs 
in dosage form, safety, strength, route of  administration, 
quality, performance characteristics and intended use. That 
means the brand-name and the generic are bioequivalent. 
Biosimilars are highly similar to the reference product they 
were compared to, but have allowable differences because 
they are made from living organisms. Biosimilars also have 
no clinically meaningful differences in terms of  safety, pu-
rity, and potency from the reference product. JHC

What are biosimilars?
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The Meaningful Use program, instituted as part of healthcare reform, 
has been the primary tool of  policymakers to incentivize electronic-health-re-
cord adoption and proficiency. 2015 marks the last year that eligible providers 
– including physicians and hospitals – must attest to Meaningful Use Stage 2 
(MU 2), else they risk a 1 percent reduction to their Medicare reimbursement 
beginning in 2017. 

Meanwhile, EHR vendors and providers are already turning their attention 
to Stage 3, for which the federal government issued proposed rules in March.

While MU 1 brought its own set of  challenges, requiring many physicians to 
install new technology and adapt to an unfamiliar workflow, providers trying to 
attest to MU 2 have encountered two primary obstacles that can sometimes lie 
outside of  their control: patient engagement and interoperability. 

Patient involvement
One of  the most notable features of  
MU 2 compared to MU 1 is its focus 
on patient engagement. MU 2 con-
tains several new criteria requiring 
providers to issue reminders for care, 
distribute educational resources to 
select patients, and increase patients’ 
access to their personal health infor-
mation. However, getting enough pa-
tients to use online portals and other 
tools poses unique problems. “In-
volving patients more in their own 
care is absolutely a cornerstone of  a 
better U.S. healthcare system, but so 
far providers are finding it immensely 
difficult to coerce patients into par-
ticipation,” says Matt Douglass, Co-
Founder and VP of  Platform for 
EHR vendor Practice Fusion. 

Data from CMS highlights the 
varying degree of  success for specif-
ic patient engagement measures even 
among eligible providers who met 
MU 2. For the requirement that pa-
tients view their health information, 
roughly 62 percent of  successful at-
testers had patient participation rates 
of  40 or below, with about a tenth 
hitting the minimum rate of  5 per-
cent. For the patient reminder mea-
surement, which had a 10 percent 
minimum, 72 percent issued remind-
ers to half  of  their patients or less. 

By William Foltz
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Moving Toward Meaningful
Patient engagement, interoperability two challenges physicians face in meeting 
requirements in the Meaningful Use program. And Stage 3 is looming.



Part of  the reason MU 2 patient engagement targets have been so 
difficult for some to meet may be inexperience with population health 
management in general. “Historically, providers have rarely involved 
patients directly in their own care outside of  the healthcare setting 
other than giving them hand-written prescriptions or perhaps copying 
specific pages of  the medical chart to hand to them in certain situa-
tions,” says Douglass. Much like other healthcare reform programs, 
MU is forcing physicians to redefine their daily operations. 

“If  you step back and think about what is being asked of  provid-
ers with the patient portal-related aspects of  MU,” Douglass says, “it’s 
quite a paradigm and workflow shift from what they are accustomed 
to.” The requirements have also led to some frustration among medi-
cal practices. “In general, physicians do not appreciate being measured 
based on activities that are outside their control,” according to Karen 
Ferguson, Senior Director of  Public Policy for the American Medical 

Group Association (AMGA). “The decision to use a patient portal is 
completely within the discretion of  the patient, yet medical groups are 
held accountable for their choice to use, or not to use, the portal.”  

In response, many physicians are taking proactive steps to encour-
age greater patient participation. “Some medical groups have kiosks in 
their waiting rooms that are equipped with computers and a staff  per-
son ready to help patients enroll in the portal or login to their record,” 
Ferguson says. “This requires the creation of  designated workflows for 
front office staff  and clinical team members.” Physicians often point 
to the greater convenience of  the portal for functions such as appoint-
ment-making to sell patients on the system. Features such as appoint-
ment reminders and online access to condition-specific educational 
materials, both incentivized through MU 2, can also lead to healthier 
patients, a definite benefit for physicians participating in value-based 
reimbursement programs.

EHR vendors are well aware of  the struggle to get patients more 
involved in their own care, and some offer additional services to as-
sist physicians in the effort. “Beyond providing what we obviously 
think is an excellent product, we realized that in this particular case  

physicians need services as well,” said Jim 
Brule, Solutions Director of  Regulatory Af-
fairs for Meaningful Use at Allscripts. “One 
of  our services is producing the marketing 
materials that people need because Meaning-
ful Use requires much more than simply pro-
viding a portal, but finding a way to reach out 
to patients.” Allscripts also sends out teams 
to help enroll patients directly into the portal 
and hosts webinars on best practices to in-
crease patient participation.

Providers struggling with patient engage-
ment may also get some help from CMS. In 
April, the agency issued a proposed rule mod-
ifying several MU 2 requirements, including 

the mandate that 5 percent of  each provider’s 
patients communicate through a secure on-
line message, a measurement criticized by the 
American Medical Association and the Amer-
ican Medical Group Association due to the 
limit of  physician control. Under the new re-
quirement, attesting providers would merely 
need to demonstrate that the capability exists. 
In addition, CMS would no longer require 5 
percent of  patients to view their health infor-
mation online, instead allowing a single pa-
tient download to suffice. 

Though providers have generally wel-
comed the change, some fear the proposal 
could set physicians up for a shock when 
they attest to MU 3. Brule notes that while 
some changes make sense, such as the elimi-
nation of  the patient-initiated messaging re-
quirement, easing the patient portal access  

”Providers are finding it immensely difficult 
to coerce patients into participation.” 

– Matt Douglass
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standards could lead to trouble down the 
road. “We believe that it’s important to keep 
some performance threshold, perhaps pro-
viding an exclusion for 2015 and ramping it 
back up. Removing it for the entire period 
won’t help people in the long run achieve the 
higher threshold later on,” Brule says. 

Interoperability barriers
While effective patient engagement has prov-
en to be a challenging goal of  MU 2, a lack of  
interoperability remains an obstacle for some 

physicians. One core measure of  MU 2 re-
quires physicians to provide a summary care 
record for each transition of  care or referral. 
To meet the standard, at least 10 percent of  
the records must be sent electronically. 

On paper, the functionality is straight-
forward, given that all 2014 Office of  the 
National Coordinator- (ONC) certified 
EHR systems must have the ability to cre-
ate and transfer summary of  care records 
through a secure direct messaging system. 
However, the new capability often brings 
new costs. As providers upgrade their EHR 
systems, they often face a substantial fee 
that can range from $50,000 to $80,000, 
according to a Government Accountability 
Office report from March 2014, creating 
a financial barrier for many practices left 
with systems that can’t properly send docu-
ments to other providers.

In addition, the direct messaging stan-
dards themselves have not been encompass-
ing enough, leading to variations that inhibit 
data transfer. In an October 2014 letter to 
CMS and the ONC, the American Medical 
Association stated in regards to a pilot proj-
ect focusing on physician referrals, “ ... it was 
learned that the current vendor systems do 
not have any functionality to facilitate shar-
ing of  patient information, only the ability to 
request a referral. This is leading to extensive 

customization (and cost) within each vendor system for a function that 
should be considered a standard operating practice since it often oc-
curs many times a day.” 

The GAO, as well, pointed out data transfer problems in its March 
2014 report, saying, “Several providers stated that they often have dif-
ficulty exchanging certain types of  health information with other pro-
viders that have a different EHR system due to a lack of  sufficient 
standards to support exchange.” While transferring the summary of  
care document remains possible, according to Ferguson, it has caused 
frustration for many of  its member medical groups, and the AMGA 
has recommended that CMS “place more responsibility on the EHR 
vendors to create interoperability around a single standard.”

“ Physicians do not 
appreciate being 
measured based on 
activities that are 
outside their control.” 

– Karen Ferguson
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This Stage 3 proposed rule would specify the 
meaningful use criteria that eligible professionals 
(EPs), eligible hospitals, and critical access hospi-
tals (CAHs) must meet in order to qualify for Medi-
care and Medicaid electronic health record (EHR) 
incentive payments and avoid downward pay-
ment adjustments under Medicare for Stage 3 of 
the EHR Incentive Programs. 

It would continue to encourage electronic sub-
mission of clinical quality measure (CQM) data for all 
providers where feasible in 2017, propose to require 
the electronic submission of CQMs where feasible in 

2018, and establish requirements to transition the 
program to a single stage for meaningful use. 

Finally, this Stage 3 proposed rule would also 
change the EHR reporting period so that all providers 
would report under a full calendar year timeline with 
a limited exception under the Medicaid EHR Incen-
tive Program for providers demonstrating meaning-
ful use for the first time. 

These changes together support our broader ef-
forts to increase simplicity and flexibility in the pro-
gram while driving interoperability and a focus on 
patient outcomes in the meaningful use program.

Stage 3 proposals
Given the challenges of  providers attesting to MU 2, the recent pro-
posed rules for MU 3 bear some consideration. The rules aim to 
simplify the program by eliminating measures already widely adopted 
and reducing the total number of  objectives, but they also dramati-
cally increase the requirements for both patient engagement and in-
teroperability. During the MU 3 reporting period, the percentage of  
patients who must view their health information through a portal 
jumps from 5 to 25 percent, 35 percent must receive a clinically rel-
evant secure message, and the electronic transfer rate of  a patient’s 
summary of  care document increases from 10 to 50 percent. 

The new standards may seem high, but providers have reasons 
to be optimistic. For one, physicians that have successfully attested 
to MU 2 will have already adapted to the new workflow demands 
and demonstrated the critical functions needed for a high level of  

What about Stage 3?
Here’s how the Centers for Medicare & Medicaid Services summarized its intentions  

for Stage 3 of Meaningful Use in the March 30, 2015, Federal Register:

Source: Office of the Federal Register, www.federalregister.gov/articles/2015/03/30/2015-06685/ 
medicare-and-medicaid-programs-electronic-health-record-incentive-program-stage-3

patient engagement. In addition, interop-
erability between EHR systems is expect-
ed to improve by 2018, the mandatory year 
for MU 3 attestation without payment ad-
justments. Client pressure upon vendors, 
as well as government initiatives like the 
ONC 10-year interoperability plan, should 
make it easier for providers to share basic 
patient information. 

Though the MU program has set a high 
bar for providers, requiring adjustments to 
workflows and sizeable investments in tech-
nology, physicians have so far proven that 
they are up to the task, and MU 3 should be 
no exception. JHC

William Foltz is an analyst for the Major Accounts Exchange (The MAX), a provider of  real-world intelligence for the contracting community 
in health care. The MAX – which is a product of  MDSI, publisher of  Repertoire and the Journal of  Healthcare Contracting – has been 
designed to serve as a supply chain “community,” where senior-level executives can find, digest, and act on vital business and market intelligence.
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AHRMM (Association for Healthcare  
Resource & Materials Management)
Annual Conference & Exhibition
Aug. 9-12, 2015
Indianapolis, Ind.

Association of National Account Executives (ANAE)
ANAE Annual Conference 2015 
July 20-21, 2015 
Manchester Grand Hyatt San Diego 
San Diego, Calif

Federation of American Hospitals
2016 Public Policy Conference
Feb. 28-March 1
Marriott Wardman Park Hotel
Washington, D.C.

Health Connect Partners
Hospital Materials Management Conference Fall 15
Oct. 7-9
Los Angeles, Calif.

Hospital Pharmacy Conference Fall
Oct. 12-14, 2015
Los Angeles, Calif.

Health Industry Distributors Association
Streamlining Healthcare Conference
Sept. 8-10, 2015
Gaylord Texan
Dallas, Texas

Healthcare Supply Chain Association
2015 Healthcare Supply Chain Expo
Oct. 5-7, 2015
JW Marriott
Washington, D.C.

IDN Summit
2015 Fall IDN Summit & Reverse Expo
Sept. 21-23, 2015
Arizona Biltmore
Phoenix, Ariz.

MDSI
IDN Insights East
Sept. 29-30, 2015
Philadelphia, PA

Fall Market Insights Supply Chain Forum
Oct. 26-27, 2015
Chicago, Ill.

Purchasing Coalition Forum
Oct. 28, 2015
Chicago, Ill.

Purchased Services
Nov. 4-5, 2015
Atlanta, Ga.

IDN Insights West
Nov. 17-18, 2015
Los Angeles, Calif.

MedAssets
2016 Healthcare Business Summit
April 26-28, 2016
Mandalay Bay Resort and Convention Center
Las Vegas, Nev.

Premier
Annual Breakthroughs Conference & Exhibition
June 23-25, 2015
Washington, D.C.
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Mark Thill

OBSERVATION DECK

Population health management is the future of healthcare. At least that’s what 
experts tell us. And I believe it’s true. A speaker I saw at the recent IMDA conference for spe-
cialty distributors made the point that the 19th Century saw the fight against infection; the 20th 
Century the fight against acute conditions (heart attack, stroke). And the battleground for the 
21st Century? Chronic conditions. 

When I hear the phrase “chronic conditions,” I think about things like diabetes, chronic ob-
structive pulmonary disease, obesity, and even some behavioral things, such as cigarette smoking. 
But a recent publication – “Hospital Approaches to Interrupt the Cycle of  Violence.” – issued by 
the American Hospital Association, Health Research & Educational Trust, and the Association for 
Community Health Improvement, forced me to broaden my thinking on the subject. 

Population health management: 
Taking a broader look

Reading the paper and watching the news every day, I 
can’t escape reading stories about kids getting shot while 
sitting in their living room or even in their mother’s arms. 
Drive-by shootings. Domestic violence. Sexual violence. 
Armed robbery. We read so much about violence, we come 
to believe it is an intractable fact of  life. 

Some hospitals and IDNs are thinking differently. They ac-
knowledge that violence is deep-seated, but they are choosing 
to view it as a community health problem, one which they can 
– and should – address. And why not? As the authors of  the 
report point out, violence prevention is aligned with:

•  Hospital mission statements to improve the health of  
individuals and communities. 

•  Community benefit commitments for not-for-profit 
hospitals to improve the health of  communities and 
increase access to care. 

•  Community health needs assessments that have identi-
fied violence prevention as a priority need. 

•  Opportunities to reduce hospital recidivism for repeated 
violent injuries, thereby improving health and reducing costs. 

For better or worse, hospitals are a prime location for vio-
lence to be addressed. As the location where many victims of  
violence seek medical treatment, “[h]ospitals are uniquely posi-
tioned to excel at secondary prevention by providing trauma-in-
formed care to capitalize on the ‘second golden window,’ when 
victims of  violence may be most likely to make changes in order 
to prevent a repeated violent injury,” according to the authors. 

It calls for long-term thinking, hard work, and partnering with 
community stakeholders. But some providers are moving for-
ward…with success. Evidence shows that hospital-based vio-
lence intervention programs reduce violence, save lives and 
decrease healthcare costs, according to the report. Four pro-
grams are offered as case studies:

•  University of  Maryland Medical Center’s Shock-
Trauma Center, which pioneered a hospital-based 
violence intervention program to provide social and 
medical assistance to victims of  violence. 

•  Children’s Hospital of  Philadelphia, which applied 
evidence-based violence prevention programs to 
design a comprehensive, multilevel approach to pre-
venting violence and rehabilitating victims. 

•  Children’s Hospital of  Wisconsin, which partners 
closely with community stakeholders to provide 
home-based services and co-locates medical services 
with social and legal services. 

•  Cincinnati Children’s Hospital, which is addressing 
poverty – a root cause of  violence – by investing in 
and buying produce from an urban farming compa-
ny that employs individuals who have been involved 
with the criminal justice system. 

I can’t really say how supply chain fits into all this. (Maybe 
some of  you can weigh in on this point.) Preventing violence 
in the community seems far away from contracting, logistics, 
and the like. Still, it does seem appropriate that violence pre-
vention take its place as a core hospital mission. 
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Readers can view the document “Hospital Approaches to Interrupt the Cycle of  Violence” at www.hpoe.org/resources/
hpoehretaha-guides/1824. JHC
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