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PUBLISHER’S LETTER
John Pritchard

I have attended several industry meetings recently where IDN Supply Chain 
leaders coached suppliers on how to best work with systems. The ever-elusive pursuit of  partner-
ships is always a hot topic to discuss, but an ideal rarely attained. It seems simple enough to align 
expectations, communicate business objectives and then construct a business plan that is regularly 
reviewed and measured. I think the timing is right to really push for meaningful partnerships.

IDN Supply Chain departments are hiring more and more professional strategic sourcers. 
Whether they are MBAs out of  our nation’s best business schools or seasoned professionals 
from automotive, energy or electronics, we are seeing a true commitment to bringing the best 
and brightest talent into the industry. I sat in one presentation by a well-known health system 
leader that detailed the exhaustive two-year training and mentoring program all new Supply 
Chain directors have to go through when they enter his department.

Suppliers, on the other hand, almost always seem shorthanded when dealing with complex 
health systems. The skills these suppliers need in people is escalating. 

Take a look at Novation/VHA’s acquisition of  MedAssets. You now have two of  the nation’s 
four largest GPOs rolled into one organization. Until the contracts are merged, this will be more 
complex for suppliers to handle than it would have been when they were autonomous organiza-
tions. Roll in the fact that many of  their members are doing local contracting and regional ag-
gregation, and it screams that suppliers need better people to work with complex organizations.

I have worried in the past that for-profit, publicly traded suppliers and non-for-profit, com-
munity minded health systems had too divergent of  objectives to partner in a meaningful way. 
This is still a concern, but these last few years I’ve witnessed the biggest and most progressive 
systems focusing on running lean, efficient and aggressive organizations. This should indicate 
they are capable of  being a good partner to our nation’s suppliers. This pursuit of  efficiency 
comes from the era of  reform and drive for financial sustainability.

As our nation’s systems continue to get bigger, the stakes for suppliers are raised, but the climate 
is right for attempting true partnerships. I am hopeful we will start see some meaningful buyer-seller 
relationships. I’d like to see some risk-sharing activity that truly shares – and not shifts – risk. I also 
think we will start to see larger systems source by specification, where they order product from sup-
pliers specific to what they want or need, and not just what the supplier is offering.

I would love to hear from you on some of  the more meaningful partnerships you may have 
or are working on. E-mail me at jpritchard@mdsi.org

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

The Pursuit of  
Meaningful Partnerships
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EXECUTIVE INTERVIEW

In years past, most supply chain executives were more  
familiar with the things of  “this world” – things they could touch, 
see, move – than those of  the digital world. That’s no longer true, 
as today’s executives understand why marrying “things” with “data” 
can create efficiencies that their predecessors of  20 or 30 years ago 
couldn’t fathom.

Still, understanding phrases 
like “open data standards” can 
be challenging.

The Journal of  Healthcare 
Contracting asked Curt Miller, 
executive director of  the 
Committee for Healthcare e-
Standards (CHeS), an arm of  
the Healthcare Supply Chain 
Association (HSCA), to ex-
plain the “down and dirty” 
of  open data standards, and how they can improve the supply chain.

The Committee for Healthcare eStandards (CHeS) was formed in 
2000 as a collaborative of  organizations dedicated to promoting the 
adoption and use of  open data standards in the healthcare industry. 
In 2008, CHeS joined and became part of  HSCA, continuing its role 
as a leading advocate for the promotion of  data standards within the 
healthcare supply chain.

CHeS has endorsed the adoption of  the GS1 standards now being 
incorporated in the healthcare supply chain, including the Global Loca-
tion Number™ (GLN™), the Global Trade Item Number® (GTIN®), 
and the use of  the Global Data Synchronization Network® (GDSN®). 
CHeS also endorses the use of  the United Nations Standards Products 
and Services Code® (UNSPSC®).

Curt Miller previously served as chief  information officer for Am-
erinet Inc. (now Intalere), where for 10 years he was responsible for 
the company’s information systems strategy, application development, 

Open Data Standards:  
Let’s Get This Straight
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network infrastructure, data management, 
and unified communications.

Upon taking leadership of  CHeS, Miller 
emphasized his commitment to helping the 
healthcare industry improve its accuracy, ef-
ficiency, and safety through the application of  
e-standards in the supply chain. 

The Journal of Healthcare Contracting: 
The Committee for Healthcare eStan-
dards defines itself as “a collaborative 
of organizations dedicated to promot-
ing the adoption and use of open data 
standards in the healthcare industry.” 
What are some of the organizations that  
are involved?
Curt Miller: All members of  the Healthcare 
Supply Chain Association are eligible to par-
ticipate in CHeS. Current active members 
include HealthTrust, Intalere, Minnesota 
MultiState Contracting Alliance for Pharma-
cy, Premier, and Vizient. We also work with 
other organizations like GS1 to promote the 
adoption of  data standards in the healthcare 
supply chain.

 
JHC: Can you name a couple of activities 
that CHeS has undertaken to “promote the 
adoption and use of open data standards?”
Miller: CHeS has been at the forefront of  
the healthcare supply chain standards effort 
and began researching best practices in 2000. 
That led to its endorsement of  the Global 

Curt Miller
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EXECUTIVE INTERVIEW

Location Number (GLN) Registry in April 2004 and subsequent en-
dorsements of  Global Trade Item Numbers (GTINs), the Global Data 
Synchronization Network (GDSN) and the United Nations Standard 
Products and Services Code (UNSPSC). 

CHeS has sponsored a number of  work groups to track and sup-
port the implementation of  standards such as the national GLN pilot 
program. Most recently CHeS collaborated with GS1 and the Health-
care Industry Supply Chain Institute (HISCI) to launch the Total Vis-
ibility Project, which identifies a standard set of  product attributes that, 
when published to the GDSN, all HSCA members will accept as the 
minimum necessary to support their data needs.

JHC: CHeS has endorsed GS1 standards. What can/should 
each vice president of supply chain or director of materials be 
doing NOW to further the use of these standards?

Miller: First, supply chain leaders should get educated on how the 
GS1 standards can be used to improve effectiveness and efficiency in 
the healthcare supply chain and contribute to patient safety.

Second, if  they have not yet done so, they should take ownership 
of  and maintain their GLN hierarchy in the GS1 Data Hub. The GLN 
Data Hub was originally populated by the GPOs, however, each pro-
vider is now responsible for the ongoing maintenance of  their infor-
mation. GLNs are used to identify organizations and specific delivery 
locations, allowing all links in the supply chain – including manufactur-
ers, distributors, exchanges and GPOs – to use a common identifier 
to refer to a specific location. GPOs and GS1 are prepared to assist in 
this process.

There is a wealth of  information available on the GS1 GLN 
healthcare registry web page (www.glnregistry.org/healthcare). 
Providers should contact their GPO to get an editor password for the 
GLN registry and follow the Healthcare Provider GLN quickstart guide. 
Additional information, including case studies, is available on CHeS’s 
“It Takes Just One” resource page (www.supplychainassociation.
org/?page=CHeS_Documents).

Third, supply chain leaders should be 
sure their materials management information 
system and other systems are GLN/GTIN-
ready and begin populating and maintaining 
GTINs in those systems. Where and when 
possible, they should begin using GLNs and 
GTIN in transactions with trading partners.

Finally, supply chain leaders should be en-
couraging manufacturers to publish complete 
product information transparently to the 
GDSN, make complete catalogs accessible to 
all users and GPOs, and give preference to 
those suppliers who do so.

JHC: Big question: WHY should supply 
chain executives promote 
the use of open data stan-
dards? What’s in it for them?
Miller: Healthcare e-standards 
will allow for more efficient trans-
action processes with fewer er-
rors. Standardized data and data 
protocols support automated 
transaction processes from pro-

curement to payment. Fewer errors reduce the 
costs associated with manual interventions to 
resolve price discrepancies and contract price 
eligibility. Healthcare supply chains will also 
benefit from easier and improved data ana-
lytics and benchmarking. Instead of  cleaning 
data, providers can better spend their time 
turning data into valuable information.

And patient safety will be improved through 
better ability to track recalls, lot numbers and 
product expirations through the systems.

JHC: In its December 2015 report to Con-
gress, “Challenges and Barriers to In-
teroperability,” the Health Information 
Technology Policy Committee defines 
interoperability as “the ability of two or 
more systems to exchange information 
and the ability of those systems to use 

I believe the healthcare supply chain 
data e-standards effort has sufficient 
momentum to reach that critical mass – 
perhaps sooner, rather than later.
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the information that has been exchanged without special effort.” 
Much of that report focused on the exchange of patient medical 
data among healthcare providers. What role, if any, do supply 
chain standards play in this larger picture?
Miller: The focus of  the report was electronic health records. Supply 
chain information (primarily product data, lot numbers, unique identi-
fiers, etc.) plays a significant role in interoperability. The Unique Device 
Identifier (UDI) contains the device identifier (DI) and production iden-
tifiers. The DI, which can be a Global Trade Item Number (GTIN), 
will be the connector between supply chain data and clinical data, and 
potentially, administrative data.

The benefits to the healthcare 
industry are numerous; however, pa-
tient safety, including improved ad-
verse event reporting, reduction of  
medical errors, and enhanced man-
agement of  product recalls, is cited 
as a key reason. The development of  
a National Medical Device Surveil-
lance System to support device inno-
vation is also enabled by connecting 
supply and clinical data using data 
standards. All systems should uti-
lize the supply chain data standards 
already being adopted and work to-
ward developing and implementing 
open standards for the balance of  
the information they exchange. 

JHC: How can the National Medical Device Surveillance Sys-
tem support medical device innovation?
Miller: A robust postmarket surveillance system will link supply chain 
and clinical data. This will support timely and robust assessment of  the 
risks and benefits associated with medical devices, and potentially ex-
pedite the approval of  new devices and new uses for existing devices. 
A September 2012 FDA report, “Strengthening Our National System 
for Medical Device Postmarket Surveillance,” suggests that analysis of  
this data will foster innovation in the development of  new technolo-
gies, new devices, and new uses for existing devices.

JHC: That same report listed many barriers and obstacles to in-
teroperability, such as patient privacy laws, competitive threats, 
etc. What would you say are the primary obstacles or barriers to 

widespread adoption of supply-chain- 
related standards and interoperability?
Miller: The industry has come a long way 
from the days when CHeS was formed. We 
are in the process of  actually implementing 
standards instead of  just talking about them. 
Part of  our current effort is trying to deter-
mine how to measure the extent of  that adop-
tion rather than just promote the standards. I 
find that progress encouraging.

I believe two big obstacles are slowing the 
pace of  adoption – inertia and perceived risks. 
Inertia reflects the fact that despite less than ide-
al practices, most healthcare supply chain partic-
ipants have in place a set of  business processes 
and relationships that get their current needs 
taken care of, even if  not as efficiently or effec-
tively as they might wish. Changing a process or 
a data element within those processes requires 
additional effort and resources while the change 
is being made; that’s the learning curve. Orga-
nizations must be prepared to make an invest-
ment in resources to implement the changes. 

Because these changes can impact multiple 
parties, those investments often must be made 
and coordinated by all the parties involved 
before the benefits can be fully realized. This 
takes time and increases potential risks. 

The realization of  benefits associated with 
the adoption of  healthcare data standards is 
dependent upon the network effect. Once a 
critical mass of  supply chain participants adopts 
and uses the standards, they will all begin to en-
joy the benefits, and other players will then fol-
low, increasing the benefits for all and ultimately 
encouraging still more to join in. The biggest 
risk is that the critical mass is never reached. 

At this point, I believe the healthcare sup-
ply chain data e-standards effort has suffi-
cient momentum to reach that critical mass 
– perhaps sooner, rather than later. To that 
end, CHeS is committed to working expedite 
the adoption and use of  data standards. JHC

Inertia reflects the 
fact that despite less 
than ideal practices, 

most healthcare 
supply chain 

participants have in 
place a set of business 

processes and 
relationships that get 

their current needs 
taken care of, even if 
not as efficiently or 
effectively as they 

might wish.





RPC PROFILE

The last 10 years have brought for striking changes in the hospital sup-
ply chain landscape. While hospital systems have continued to take advantage of  
the benefits provided by their GPOs, by the mid-2000s, it became clear there was 
much to be gained when independent hospitals and IDNs joined forces to cre-
ate regional purchasing coalitions. The original intent of  these coalitions was to 
“collaborate on the reduction in supply chain costs through commitment and ag-
gregation, operational consolidation, and shared resources,” according to David 
Gillan, senior vice president, supply chain aggregate services, Vizient, Inc. Today, 
RPCs – or aggregation groups – continue to enable members to work collectively 
to realize greater savings and benefits than would be otherwise be possible. In short, 
the aggregation group model has become increasingly sophisticated, he points out.

“Today’s aggregation group model is data-driven, clinically credible and ef-
fectively connected through technology,” says Gillan. “The model offers inte-
grated tools and resources that are practical for members’ day-to-day use. The 
tools help ensure they are sourcing the most clinically effective supplies and 
that their efforts are helping to improve patient care.”

Indeed, whereas in years past, purchasing coalitions focused on achieving 
incremental sourcing value, “today’s aggregation group model serves as a fo-
rum for members to learn, improve and build together,” says Gillan. “By doing 
that, they will continue to accelerate their performance. For example, when 
working in the physician preference area, these groups will get subject-matter 
physicians together to discuss value analysis, data and the specific use of  vari-
ous practices and products. While the primary focus of  this is to help with the 
contracting process, an intentional by product is the exchange of  data and best 
practices by clinicians and other key stakeholders.”

That said, purchasing coalitions continue to offer their members the same his-
torical value as well, including:

• Buying power leverage
• The ability to share and utilize data to make decisions
• Peer-to-peer connections to rapidly apply best practices and drive innovation
• The opportunity to identify and drive performance improvement initiatives

Bigger and better
The better-performing aggregation groups have developed the governance and 
operational processes necessary to be successful, notes Gillan. “Health system 

leaders and their staff  members who 
support aggregation groups under-
stand the value they bring to their fa-
cilities,” he explains. “Members main-
tain their commitment to the group 
and make decisions that are in the 
collective best interest. At Vizient, we 
have continued to invest in the aggre-
gation groups’ success by building and 
refining support, sourcing, analytics 
and stakeholder engagement required 
for high performance.”

Still, one might wonder if  purchas-
ing coalitions – like all organizations – 
will need to take steps to avoid losing 
steam, and if  so, what strategies they 
will adopt. As they continue to expand, 
“aggregation groups will need to shift 
to issues beyond purchasing volume 
or buying power,” says Gillan. “Their 
collective performance will need to be-
come more focused on best practices 
and performance improvement, utiliz-
ing sophisticated data and analytics to 
help members make decisions. Ulti-
mately, effectiveness will depend upon 
the members’ commitment to each 
other, continuing to expand the ag-
gregation group’s scope (areas in which 
they choose to focus their efforts), and 
the ability to continually improve their 
processes and engage key stakehold-
ers. Members will need to continue to 
invest in their aggregation group, as 
many higher-complexity areas require 
specialized resources or processes. 

June 2016 | The Journal of Healthcare Contracting12

Smart Moves
They started with buying power in mind, but today’s successful RPCs  
are mining opportunities for supply chain and clinical improvement.

By Laura Thill
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RPC PROFILE

The role of the GPO
The GPO-RPC relationship has been – and 
continues to be – important to the success 
of  purchasing coalitions, according to Gillan. 
It has been an opportunity for both sides to 
“learn and improve together,” he points out. 
“RPCs look to the GPO to provide support 
in sourcing and data analytics to help the ag-
gregation group make strategic decisions. 
GPOs continue to support RPC goals and 
play an integral role in the supplier relation-
ship with aggregation members.”

In addition, GPOs and RPCs have been 
successful at developing innovative programs, 
he says. “An example is aptitude, LLC, a Vi-
zient subsidiary. aptitude recently collaborat-
ed with a large aggregation group to develop 
an online reporting platform to further en-
able transparent and strategic relationships 
with suppliers. This new data sharing service 
will allow the aggregation group to share pur-
chasing patterns, predictive spend analytics, 

performance metrics and information about the competitive landscape 
for new insights, which can be translated into cost-saving opportunities.

“Strategically, the GPO-RPC relationship is important to ensure future 
success,” Gillan continues. “GPOs have the knowledge, experience and 
data analytics to help RPCs develop protocols and processes to improve 
operational efficiency. In addition, GPOs work closely with RPCs and sup-
pliers to ensure they have access to new technology and innovations that 
can lead to achieving better patient outcomes. At Vizient, our view is that 
we should be an indispensable partner that works increasingly closer with 
our members through these forums, [which, in turn,] transition the busi-
ness from being price-focused to utilization-focused.” 

Moving forward, Gillan is confident that purchasing coalitions will 
continue to play a significant role in healthcare delivery. “Historically, 
aggregation groups have primarily been price-driven and focused on 
lowering supply costs by leveraging economies of  scale and various 
forms of  commitment in exchange for greater value. Moving forward, 
these groups must be more strategically aligned as they work to identify 
ways to reduce product and clinical-practice variation, while also us-
ing clinical insights around the performance of  products. The future 
model will rely more heavily on data-driven decisions, clinical integra-
tion and clinical care pathway optimization for maximum operational 
efficiency and optimal patient care outcomes.” JHC

In 2008, when Vizient (then VHA) formed its first 
committed RPC, Vizient SupplyNetworks ™, it in-
troduced its members to the concept of “formally 
structured supply networks [designed] to provide 
the additional commitment, governance, opera-
tional processes and stakeholder engagement that 
are critical to success, especially as these groups be-
gan to move into more difficult product categories,” 
explains David Gillan, senior vice president, sup-
ply chain aggregate services, Vizient, Inc. The con-
cept took off, resulting in substantial saving for its 
members. In 2015 alone, aggregation efforts saved 
members over $283 million. 

Gillan credits the success of Vizient’s aggregation 
groups to their strong foundational support. “Start-
up initiatives require a significant amount of effort 
to build the right support foundation,” he points out. 

“Understanding and addressing obstacles early, such 
as decision-making processes, operational protocols, 
aggregation group commitments and agreement 
on focus areas, all must be determined and agreed 
upon. Then, hospital executives, supply chain lead-
ers, physicians and other clinicians have to work to-
gether to implement the new structure. 

“Successful RPCs understand that they must work 
together and make decisions that benefit the group, 
not the individual health systems,” he continues. “Vi-
zient’s aggregation groups have been successful be-
cause of the foundational support we provide to the 
members, along with the analytics and decision-sup-
port tools tailored specifically to aggregation groups. 
Vizient continues to invest in resources and the pro-
cess improvement necessary to continue to deliver 
greater value through the aggregation groups.”

A strong foundation

June 2016 | The Journal of Healthcare Contracting14
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Trinity Health has a certain way of doing things. It’s something 
Lou Fierens, senior vice president, supply chain and fixed asset management, 
talks about a lot. It’s a way of  delivering care, and it permeates the IDN, includ-
ing supply chain.

Having a way of  doing things connotes forethought, collaboration and dis-
cipline – all good things for an IDN the size of  Trinity (with hospitals in 21 
states), which is trying to create economies of  scale and a uniform, high-qual-
ity care-delivery process. And all things for which Fierens has been laying the 
groundwork since coming to Trinity in 2001. 

In March, Trinity’s supply chain 
team announced the next step on 
its way, when it announced plans to 
build – with XPO Logistics – the 
first of  four Trinity Health supply 
distribution centers. 

XPO Logistics will manage and 
operate the $26 million facility in Fort 
Wayne, Ind., as Trinity Health’s con-
tract logistics manager. As the first of  
four supply distribution centers, the 
Fort Wayne logistics hub is intended to 
provide easy and affordable access to 
the Great Lakes/Midwest region and 
beyond. The facility – which should open by the end of  2016 – will represent the 
single entry point for all manufacturers and suppliers serving Trinity Health. As addi-
tional satellite warehouses are brought online over the next five years, Fort Wayne will 
serve as the central restock and inventory fulfillment site for those locations as well.

The new model is designed to give Trinity Health more direct control over the 
part of  the supply chain that is typically managed by an intermediary, that is, a dis-
tributor. The shift to managing its entire supply chain is considered key to helping 
the system advance its initiatives for streamlining logistics processes in support of  its 
larger goal, which is improving the delivery of  cost-effective, people-centered care.

Things were different at GM
Before joining Trinity Health, Fierens spent 15 years at General Motors Corp. His 
last job there was serving as director of  GMSupplyPower.com, the automaker’s 

global supply chain management portal. 
He found healthcare to be different 
from the automotive industry.

For example, the first challenge he 
encountered at Trinity Health was the 
lack of  a common materials manage-
ment information system among the 
IDN’s facilities. Each had different sys-
tems, with unique item and vendor mas-
ters. As a result, the corporate office had 
no way of  measuring the IDN’s utiliza-
tion and compliance. Fierens embarked 
on a multiyear project to convert Trinity 
Health to one information system.

“It went spectacularly well,” he 
says. “It has been filled with benefits 
for the organization, and it literally 
has become a cornerstone of  our sup-
ply chain management work.” Trinity 
Health has expanded the scope of  
the system to accommodate newly 
acquired facilities, and is currently in 
the process of  integrating the facilities 
of  the former Catholic Health East, 
which Trinity acquired in 2013.

The common materials system “has 
offered us the ability to consolidate 
what is sometimes called ‘back office’ 
functions, such as procurement and ac-
counts payable,” says Fierens. “That has 
helped us not only gain economies of  
scale, but also reinforce a common busi-
ness process. How we receive product, 
get it the floors, manage inventory – we 
have built all of  that from this common 
information systems platform.”

SELF DISTRIBUTION

Life Support
Self-distribution initiative binds supply chain with Trinity Health’s larger  
goal – improving the delivery of cost-effective, people-centered care.

Lou Fierens
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SELF DISTRIBUTION

Prerequisite to self-distribution

The past few years has seen Trinity Health sup-
ply chain make tremendous progress in build-
ing what Fierens calls a clinically driven value 
analysis and supply chain strategy. “Really, this 
was a prerequisite to us pursuing self-distribu-
tion,” he says. Standardizing item numbers and 
descriptions has helped Trinity eliminate re-
dundant items, which itself  leads to variation. 
“And variation is always the enemy of  quality 
and efficiency.

“We have been focusing on [building] a 
clinically driven, patient-centered way,” he 
continues. Nurses at each of  the facilities work 
with supply chain to lead standardization from 

a clinical perspective. “In almost every instance 
where we have been able to standardize, we’ve 
been able to take out product cost. Even when 
we standardized on a more expensive prod-
uct, we’ve taken out system cost, because it’s 
another product we don’t have to build in the 
item file and maintain in inventory. And it gives 
us control of  our bill of  materials, which is 
what we’re aspiring to.”

Ultimately, Trinity Health hopes to draw 
a thread between products and outcomes. 
“That’s where everybody is going – com-
parative effectiveness,” says Fierens. And that 
thread will stretch beyond the IDN’s acute 
care facilities. “Our people-centered 2020 

strategic plan doesn’t include just acute care episodes, but it extends 
across the continuum.

“Healthcare is only getting more integrated, more challenging, as it 
extends across a broader spectrum,” he continues. In that way, it is similar 
to industry, such as Fierens’ old employer. “We tried to draw the thread 
not only at the supplier plant, but the assembly plant, the car dealership, 
all the way to the customer. It’s a more comprehensive look at things.”

Why self-distribution?
It was General Motors, too, that made Fierens think about self-dis-
tribution. “Coming from GM, the idea of  someone taking title to a 
product you were purchasing and acting as an intermediary was not a 
concept I was familiar with. So from the beginning, I was interested in 
the [third-party-logistics] model.

“And coming from an industry that uses 3PL providers extensively, I 
learned you build a natural comfort level 
with their expertise. It’s what they do every 
day. They have the fixed assets – informa-
tion technology, transportation systems – to 
do the work, and they do it globally. That 
isn’t an expertise we have resident in our or-
ganization. And in my view, the time and ex-
pense of  building that expertise would have 
been problematic. It’s a classic make-or-buy.

“With XPO, I have a global logis-
tics provider that manages freight from 
all over the world every day – and a lot 
of  my supplies come from all over the 

world. So they’re not just thinking about what happens between the 
warehouse and the patient bed, but what happens between the manu-
facturer – even the raw-materials provider – and the bed.

“It’s taken us a long time to get to this point, and it wasn’t our Num-
ber 1 priority. There were other opportunities for us to deliver better 
value to our patients. But now we’re in a position to execute in a way 
we weren’t 10 years ago.”

 “Healthcare is an intensely personal business,” says Fierens. “The 
people I worked with in the automotive industry were passionate about 
cars, but people in healthcare have a whole different level of  passion 
for their work. 

When people can see they’re making a positive difference in an in-
dustry that is so personal and vital, it is inspiring. It means something 
at the end of  the day.”

And that goes for the clinical staff  and supply chain as well. JHC

“ It’s taken us a long time to get to this 
point, and it wasn’t our Number 1 priority. 
There were other opportunities for us 
to deliver better value to our patients. 
But now we’re in a position to execute 
in a way we weren’t 10 years ago.”
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The clinical benefi t of the decrease in opioid consumption has not been demonstrated.

EXPAREL is indicated for administration into the surgical site to produce postsurgical analgesia.

Important Safety Information
EXPAREL is contraindicated in obstetrical paracervical block anesthesia. EXPAREL has not been studied for use 
in patients younger than 18 years of age. Non-bupivacaine-based local anesthetics, including lidocaine, may 
cause an immediate release of bupivacaine from EXPAREL if administered together locally. The administration 
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Brief Summary  
(For full prescribing information refer to package insert)
INDICATIONS AND USAGE
EXPAREL is indicated for administration into the surgical site to 
produce postsurgical analgesia. 
EXPAREL has not been studied for use in patients younger than 18 years 
of age.
CONTRAINDICATIONS
EXPAREL is contraindicated in obstetrical paracervical block anesthesia. 
While EXPAREL has not been tested with this technique, the use of 
bupivacaine HCl with this technique has resulted in fetal bradycardia 
and death.
WARNINGS AND PRECAUTIONS
Warnings and Precautions Specific for EXPAREL
As there is a potential risk of severe life-threatening adverse effects 
associated with the administration of bupivacaine, EXPAREL should be 
administered in a setting where trained personnel and equipment are 
available to promptly treat patients who show evidence of neurological 
or cardiac toxicity.
Caution should be taken to avoid accidental intravascular injection of 
EXPAREL. Convulsions and cardiac arrest have occurred following 
accidental intravascular injection of bupivacaine and other amide-
containing products.
Using EXPAREL followed by other bupivacaine formulations has 
not been studied in clinical trials. Formulations of bupivacaine other 
than EXPAREL should not be administered within 96 hours following 
administration of EXPAREL.
EXPAREL has not been evaluated for the following uses and, therefore, 
is not recommended for these types of analgesia or routes of 
administration.

•   epidural
•   intrathecal
•   regional nerve blocks
•   intravascular or intra-articular use

EXPAREL has not been evaluated for use in the following patient 
population and, therefore, it is not recommended for administration to 
these groups.

•   patients younger than 18 years old
•   pregnant patients

The ability of EXPAREL to achieve effective anesthesia has not been 
studied. Therefore, EXPAREL is not indicated for pre-incisional or pre-
procedural loco-regional anesthetic techniques that require deep and 
complete sensory block in the area of administration.
ADVERSE REACTIONS
Clinical Trial Experience
The safety of EXPAREL was evaluated in 10 randomized, double-blind, 
local administration into the surgical site clinical studies involving 
823 patients undergoing various surgical procedures. Patients were 
administered a dose ranging from 66 to 532 mg of EXPAREL. In these 
studies, the most common adverse reactions (incidence greater than 
or equal to 10%) following EXPAREL administration were nausea, 
constipation, and vomiting.  
The common adverse reactions (incidence greater than or equal 
to 2% to less than 10%) following EXPAREL administration were 
pyrexia, dizziness, edema peripheral, anemia, hypotension, pruritus, 
tachycardia, headache, insomnia, anemia postoperative, muscle spasms, 
hemorrhagic anemia, back pain, somnolence, and procedural pain.
DRUG INTERACTIONS
EXPAREL can be administered in the ready to use suspension or diluted 
to a concentration of up to 0.89 mg/mL (i.e., 1:14 dilution by volume) 
with normal (0.9%) saline or lactated Ringer’s solution. EXPAREL must 
not be diluted with water or other hypotonic agents as it will result in 
disruption of the liposomal particles.
EXPAREL should not be admixed with local anesthetics other than 
bupivacaine. Non-bupivacaine based local anesthetics, including 
lidocaine, may cause an immediate release of bupivacaine from 
EXPAREL if administered together locally. The administration of 
EXPAREL may follow the administration of lidocaine after a delay of  
20 minutes or more.
Bupivacaine HCl administered together with EXPAREL may impact the 
pharmacokinetic and/or physicochemical properties of EXPAREL, and 
this effect is concentration dependent. Therefore, bupivacaine HCl and 
EXPAREL may be administered simultaneously in the same syringe, 
and bupivacaine HCl may be injected immediately before EXPAREL as 
long as the ratio of the milligram dose of bupivacaine HCl solution to 
EXPAREL does not exceed 1:2.
The toxic effects of these drugs are additive and their administration 
should be used with caution including monitoring for neurologic and 
cardiovascular effects related to toxicity.
Other than bupivacaine as noted above, EXPAREL should not be 
admixed with other drugs prior to administration.
USE IN SPECIFIC POPULATIONS
Pregnancy
Risk Summary
There are no studies conducted with EXPAREL in pregnant women. 
In animal reproduction studies, embryo-fetal deaths were observed 
with subcutaneous administration of bupivacaine to rabbits during 
organogenesis at a dose equivalent to 1.6 times the maximum 
recommended human dose (MRHD) of 266 mg. Subcutaneous 
administration of bupivacaine to rats from implantation through weaning 
produced decreased pup survival at a dose equivalent to 1.5 times the 
MRHD [see Data]. Based on animal data, advise pregnant women of the 
potential risks to a fetus.
The background risk of major birth defects and miscarriage for the 
indicated population is unknown. However, the background risk in the 

U.S. general population of major birth defects is 2-4% and of miscarriage 
is 15-20% of clinically recognized pregnancies. 
Clinical Considerations
Labor or Delivery
Bupivacaine is contraindicated for obstetrical paracervical block 
anesthesia. While EXPAREL has not been studied with this technique, 
the use of bupivacaine for obstetrical paracervical block anesthesia has 
resulted in fetal bradycardia and death.
Bupivacaine can rapidly cross the placenta, and when used for epidural, 
caudal, or pudendal block anesthesia, can cause varying degrees of 
maternal, fetal, and neonatal toxicity. The incidence and degree of toxicity 
depend upon the procedure performed, the type, and amount of drug 
used, and the technique of drug administration. Adverse reactions in the 
parturient, fetus, and neonate involve alterations of the central nervous 
system, peripheral vascular tone, and cardiac function.
Data
Animal Data
Bupivacaine hydrochloride was administered subcutaneously to rats and 
rabbits during the period of organogenesis (implantation to closure of 
the hard plate). Rat doses were 4.4, 13.3, and 40 mg/kg/day (equivalent 
to 0.2, 0.5 and 1.5 times the MRHD, respectively, based on the BSA 
comparisons and a 60 kg human weight) and rabbit doses were 1.3, 
5.8, and 22.2 mg/kg/day (equivalent to 0.1, 0.4 and 1.6 times the MRHD, 
respectively, based on the BSA comparisons and a 60 kg human weight). 
No embryo-fetal effects were observed in rats at the doses tested with the 
high dose causing increased maternal lethality. An increase in embryo-
fetal deaths was observed in rabbits at the high dose in the absence of 
maternal toxicity.
Decreased pup survival was noted at 1.5 times the MRHD in a rat pre- and 
post-natal development study when pregnant animals were administered 
subcutaneous doses of 4.4, 13.3, and 40 mg/kg/day buprenorphine 
hydrochloride (equivalent to 0.2, 0.5 and 1.5 times the MRHD, 
respectively, based on the BSA comparisons and a 60 kg human weight) 
from implantation through weaning (during pregnancy and lactation).
Lactation
Risk Summary 
Limited published literature reports that bupivacaine and its’ metabolite, 
pipecolylxylidide, are present in human milk at low levels. There is no 
available information on effects of the drug in the breastfed infant 
or effects of the drug on milk production. The developmental and 
health benefits of breastfeeding should be considered along with the 
mother’s clinical need for EXPAREL and any potential adverse effects 
on the breastfed infant from EXPAREL or from the underlying maternal 
condition.
Pediatric Use
Safety and effectiveness in pediatric patients have not been established.
Geriatric Use
Of the total number of patients in the EXPAREL surgical site infiltration 
clinical studies (N=823), 171 patients were greater than or equal to 
65 years of age and 47 patients were greater than or equal to 75 years 
of age. No overall differences in safety or effectiveness were observed 
between these patients and younger patients. Clinical experience with 
EXPAREL has not identified differences in efficacy or safety between 
elderly and younger patients, but greater sensitivity of some older 
individuals cannot be ruled out.
Hepatic Impairment
Because amide-type local anesthetics, such as bupivacaine, are 
metabolized by the liver, these drugs should be used cautiously in 
patients with hepatic disease. Patients with severe hepatic disease, 
because of their inability to metabolize local anesthetics normally, are at 
a greater risk of developing toxic plasma concentrations.
Renal Impairment
Bupivacaine is known to be substantially excreted by the kidney, and 
the risk of toxic reactions to this drug may be greater in patients with 
impaired renal function. Care should be taken in dose selection of 
EXPAREL.
OVERDOSAGE
In the clinical study program, maximum plasma concentration (Cmax) 
values of approximately 34,000 ng/mL were reported and likely reflected 
inadvertent intravascular administration of EXPAREL or systemic 
absorption of EXPAREL at the surgical site. The plasma bupivacaine 
measurements did not discern between free and liposomal-bound 
bupivacaine making the clinical relevance of the reported values 
uncertain; however, no discernible adverse events or clinical sequelae 
were observed in these patients.
DOSAGE AND ADMINISTRATION
EXPAREL is intended for single-dose administration only.  
The recommended dose of EXPAREL is based on the following factors:

•  Size of the surgical site
•  Volume required to cover the area
•  Individual patient factors that may impact the safety of an amide 

local anesthetic
•  Maximum dose of 266 mg (20 mL)

As general guidance in selecting the proper dosing for the planned 
surgical site, two examples of dosing are provided. One example of 
the recommended dose comes from a study in patients undergoing 
bunionectomy. A total of 8 mL (106 mg) was administered as 7 mL of 
EXPAREL infiltrated into the tissues surrounding the osteotomy, and  
1 mL infiltrated into the subcutaneous tissue.
Another example comes from a study of patients undergoing 
hemorrhoidectomy. A total of 20 mL (266 mg) of EXPAREL was diluted 
with 10 mL of saline, for a total of 30 mL, divided into six 5 mL aliquots, 
injected by visualizing the anal sphincter as a clock face and slowly 
infiltrating one aliquot to each of the even numbers to produce a field block.
Compatibility Considerations
Admixing EXPAREL with drugs other than bupivacaine HCl prior to 
administration is not recommended.

•  Non-bupivacaine based local anesthetics, including lidocaine,  
may cause an immediate release of bupivacaine from EXPAREL 
if administered together locally. The administration of EXPAREL 

may follow the administration of lidocaine after a delay of 20 
minutes or more.

•  Bupivacaine HCl administered together with EXPAREL may impact 
the pharmacokinetic and/or physicochemical properties of EXPAREL, 
and this effect is concentration dependent. Therefore, bupivacaine 
HCl and EXPAREL may be administered simultaneously in the same 
syringe, and bupivacaine HCl may be injected immediately before 
EXPAREL as long as the ratio of the milligram dose of bupivacaine 
HCl solution to EXPAREL does not exceed 1:2.

 The toxic effects of these drugs are additive and their administration 
should be used with caution including monitoring for neurologic 
and cardiovascular effects related to toxicity.

•  When a topical antiseptic such as povidone iodine (e.g., 
Betadine®) is applied, the site should be allowed to dry before 
EXPAREL is administered into the surgical site. EXPAREL should 
not be allowed to come into contact with antiseptics such as 
povidone iodine in solution.

Studies conducted with EXPAREL demonstrated that the most common 
implantable materials (polypropylene, PTFE, silicone, stainless steel, 
and titanium) are not affected by the presence of EXPAREL any more 
than they are by saline. None of the materials studied had an adverse 
effect on EXPAREL.
Non-Interchangeability with Other Formulations of Bupivacaine
Different formulations of bupivacaine are not bioequivalent even if the 
milligram dosage is the same. Therefore, it is not possible to convert 
dosing from any other formulations of bupivacaine to EXPAREL and 
vice versa.
CLINICAL PHARMACOLOGY
Pharmacokinetics
Local infiltration of EXPAREL results in significant systemic plasma 
levels of bupivacaine which can persist for 96 hours. Systemic plasma 
levels of bupivacaine following administration of EXPAREL are not 
correlated with local efficacy.    
CLINICAL STUDIES
The efficacy of EXPAREL was compared to placebo in two multicenter, 
randomized, double-blinded clinical trials. One trial evaluated the 
treatments in patients undergoing bunionectomy; the other trial evaluated 
the treatments in patients undergoing hemorrhoidectomy. 
Study 1
A multicenter, randomized, double-blind, placebo-controlled, parallel-
group clinical trial evaluated the safety and efficacy of 106 mg (8 mL) 
EXPAREL in 193 patients undergoing bunionectomy. The mean age was 
43 years (range 18 to 72).
Study medication was administered directly into the site at the conclusion 
of the surgery, prior to closure. There was an infiltration of 7 mL of 
EXPAREL into the tissues surrounding the osteotomy and 1 mL into the 
subcutaneous tissue.
Pain intensity was rated by the patients on a 0 to 10 numeric rating scale 
(NRS) out to 72 hours. Postoperatively, patients were allowed rescue 
medication (5 mg oxycodone/325 mg acetaminophen orally every 4 to 
6 hours as needed) or, if that was insufficient within the first 24 hours, 
ketorolac (15 to 30 mg IV). The primary outcome measure was the area 
under the curve (AUC) of the NRS pain intensity scores (cumulative 
pain scores) collected over the first 24 hour period. There was a 
significant treatment effect for EXPAREL compared to placebo. EXPAREL 
demonstrated a significant reduction in pain intensity compared to 
placebo for up to 24 hours (p<0.001).
Study 2
A multicenter, randomized, double-blind, placebo-controlled, parallel-
group clinical trial evaluated the safety and efficacy of 266 mg  
(20 mL) EXPAREL in 189 patients undergoing hemorrhoidectomy. The 
mean age was 48 years (range 18 to 86).
Study medication was administered directly into the site (greater than 
or equal to 3 cm) at the conclusion of the surgery. Dilution of 20 mL of 
EXPAREL with 10 mL of saline, for a total of 30 mL, was divided into 
six 5 mL aliquots. A field block was performed by visualizing the anal 
sphincter as a clock face and slowly infiltrating one aliquot to each of 
the even numbers.
Pain intensity was rated by the patients on a 0 to 10 NRS at multiple 
time points up to 72 hours. Postoperatively, patients were allowed 
rescue medication (morphine sulfate 10 mg intramuscular every 4 
hours as needed).
The primary outcome measure was the AUC of the NRS pain intensity 
scores (cumulative pain scores) collected over the first 72 hour period.
There was a significant treatment effect for EXPAREL compared to 
placebo.
This resulted in a decrease in opioid consumption, the clinical benefit of 
which was not demonstrated.
Twenty-eight percent of patients treated with EXPAREL required no 
rescue medication at 72 hours compared to 10% treated with placebo. 
For those patients who did require rescue medication, the mean amount 
of morphine sulfate intramuscular injections used over 72 hours was  
22 mg for patients treated with EXPAREL and 29 mg for patients treated 
with placebo.
The median time to rescue analgesic use was for 15 hours for patients 
treated with EXPAREL and one hour for patients treated with placebo.
Pacira Pharmaceuticals, Inc.
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Infection preventionists  
are tireless crusaders for 
infection-free facilities

Zero 
Tolerance

Infection preventionists: They read a lot. They worry a lot. 
They can be perfectionists. They enjoy detective work. They’re 
evangelists. They’re leaders. They think about nasty things that 
others would prefer to ignore. They’re direct with people, 
but encouraging too. They’re tough; they don’t shrink 
from the phrase “zero tolerance.” But most of  all, 
they care – a lot – about the well-being of  patients 
and medical staff. 

Take Will Sistrunk, M.D., an infectious dis-
ease physician at Mercy, the Chesterfield, 
Mo.-based IDN with more than 40 hospi-
tals and 700 physician practices and out-
patient facilities. He’s been at Mercy 
20 years, and he’s been in infection 
prevention for 18 of  them.
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Zero Tolerance
“When I was in medical school and doing my fellow-

ship, HIV and AIDS were new,” he says. “A lot of  at-
tention was being paid to them, but there was a lot of  
misunderstanding by the public, a lot of  fear. What was 
so interesting was the fact that infectious disease doctors 
were the folks who people relied on to guide them through 
the process, whether that meant collaborating with public 
health, physicians who were not infectious disease special-
ists, health system leaders and others.”

Or Michael Geissler, RN, CNOR, ONC, director of  
perioperative services at Rothman Orthopaedic Specialty 
Hospital, a six-OR, 24-bed specialty hospital in Bensalem, Pa.

Initially, Geissler had some 
hesitation about assuming the 
double role of  director of  peri-
operative services as well as infec-
tion preventionist. “There’s a lot 
to take into consideration dealing 
with the infection process and 
trying to prevent not only surgi-
cal site infection, but communi-
tywide infection as well, whether 
it be influenza, Ebola, all those 
things,” he says. Challenging, yes, 
but Geissler is proud of  what he 
and his colleagues have accom-
plished in safeguarding Roth-
man’s patients and staff.

Or Timothy Bowers, corpo-
rate director for infection pre-
vention, Inspira Health Network, 
Vineland, N.J.

“Infection prevention affects 
every moment of  every day,” he 
says. “It can be difficult to grasp 
that. Words don’t do it justice. 
But the question for caregivers is, 
‘How do you go through the day 
without hurting yourself  or your 
patients?’” Infection prevention-
ists try to provide the answers.

Not for the sedentary
The effective infection preventionist doesn’t sit in his or 
her office for long, says Sistrunk. “You collaborate with 
people every day.” And if  H1N1 is this month’s issue, next 
month, it might be Zika or Ebola.

Sistrunk welcomes the fact that colleagues lean on him 
for his expertise. “They ask, ‘How do we take care of  our 
patients?’ Infection prevention is a big part of  that. As 
healthcare workers and co-workers, we have to make sure 
we care for patients in a safe way.

“Our communities expect us to care for patients too,” he 
continues. “If  someone comes in with Zika, we have to un-

derstand isolation procedures, col-
laborate with the health department. 
That’s the intriguing part, and that 
makes it fun – and challenging.”

Payers too are increasingly 
turning their attention to infec-
tion prevention, going so far as to 
review the infection rates of  their 
network providers and would-be 
providers. “And the government 
is saying, ‘We’re not sure we want 
to pay you [if  your infection rates 
are excessive].’

“There’s a lot of  education in-
volved,” adds Sistrunk. That’s be-
cause a big part of  the infection 
preventionist’s job is to point out 
all those things that can be done 
to make patient care as safe as 
possible, such as practicing good 
hand hygiene, implementing isola-
tion precautions when necessary, 
and wearing appropriate personal 
protective equipment and apparel. 
“We have to continue teaching 
these things all the time, otherwise 
people may stop doing them.” Add 
to that a plethora of  new products 
designed to address infection.

“The question for 
caregivers is,  

‘How do you go 
through the day 
without hurting 

yourself or  
your patients?’”  

– Timothy Bowers
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“When I was in medical school, you learned there was an 
acceptable, unavoidable risk of  infection related to healthcare,” 
he says. “But with today’s focus on infection prevention, with 
all the new products available, and with the greater understand-
ing of  how infections spread, there no longer is an acceptable 
rate. Our goal is zero infections. So the pressure is on.”

Dual role
At a small specialty facility such as Rothman (with six ORs 
and 24 beds), Michael Geissler’s dual role as director of  peri-
operative services and infection preventionist makes sense.

Though he had years of  experience in OR manage-
ment, Geissler was not formally trained in infection pre-
vention. But he attended courses of  the APIC, that is, the 
Association for Professionals in Infection Control and 
Epidemiology, which gave him a foundation and structure 
for his new role. And he reads everything he can get his 
hands on, as every infection preventionist must do. 

Geissler believes that directing infection prevention activ-
ities has actually helped improve his performance as an OR 
director. “It keeps you focused on your staff, and [empowers] 
you to give them information quickly. It even affects things 
like changing supplies. In the director level, you might make 
changes for reasons of  cost containment or someone’s per-
sonal preference. But [as infection preventionist], I see the 
potential impact of  a supply on infection. So it definitely 
keeps that person – the OR director – grounded.”

Being grounded all the time isn’t necessarily easy. “The 
biggest challenge is being aware of  all the minutiae that 
can lead to infection or increase the potential risk of  infec-
tion,” says Geissler. “As a staff  member, these are things 
you’re not necessarily dialed in to.”

Then there’s the detective work that must be undertak-
en when a call comes in about a patient with a suspected 
infection. “You ask, ‘What is it?’ ‘Did we have a breach in 
protocol?’ ‘Was the patient sick before surgery?’ ‘Could it 
have been caused by an implant from the manufacturer?’ 
‘Did we care for the dressing properly?’

“And I’m thinking, I’m responsible for all of  this.”
The trick is to raise people’s awareness of  infection 

prevention protocol without breathing down their necks, 

he says. Rather than being perceived as a watchdog or 
overseer, Geissler has worked to establish a collaborative 
arrangement with front-line staff  so that together, they 
can ensure the safety of  patients and staff. At press time, 
he was working on a performance improvement project 
designed to make it “second nature” for OR nurses and 
techs to practice good hand hygiene prior to opening any-
thing sterile in the field. 

“We don’t have many surgical site infections,” says 
Geissler. “Over the last 12 months, we’ve only had two, out 
of  4,700 cases. Still, I think we can challenge those numbers.”

Stay informed, stay focused
While working as a medical technologist at Thomas Jefferson 
University Hospital after graduation, Timothy Bowers devel-
oped skills in microbiology and virology, and an interest in 
patient safety. At the time, infection prevention was a field of  
rising interest, as some states, including Pennsylvania, were 
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just beginning to mandate that healthcare systems publicly 
report their incidence of  healthcare-acquired infections. 

So, at around the same time he received a master’s de-
gree in health policy, he accepted a position as infection 
control practitioner at Penn Presbyterian Medical Center. 
In 2011, when the corporate director position at Inspira 
opened up, he gladly pursued the chance to assume a larg-
er role in patient safety. 

With so many villains to chase today – including central-
line-associated bloodstream infections, catheter-associated 

urinary tract infections, C difficile, MRSA, surgical site in-
fections and more – where does the infection preventionist 
focus his or her efforts? That depends on a lot of  things, 
such as where you practice, and when, says Bowers, who is 
a member of  the APIC Communications Committee. So, 
CAUTI-related issues might take center stage at one point, 
then C difficile at another, then something else. Bowers di-
als into the APIC listserv to find out what his colleagues are 
experiencing, and how they can help each other.

“As a community, we rely on each other,” he says, re-
ferring to fellow infection preventionists. “And at Inspira, 
we really engage front line staff,” including nursing, trans-
port, environmental services, physicians who see patients 
on the floor, volunteers, etc. 

Infection preventionists rely on another source of  sup-
port – supply chain management.

“I have a great relationship with our supply chain man-
agement group,” says Bowers. Front line staffers attend 
shows and educational conferences throughout the year, 
and often come back with a suitcase full of  product sam-
ples and literature. With the help of  supply chain, Bowers 
and his team ask some fundamental questions: “What is 
this new product addressing?” “Is it something we have 
already addressed?” “Is this a better way of  addressing it?”

A case in point were ultraviolet 
light “robots” that can disinfect an 
OR suite or patient room in a few 
minutes. “A few years ago, there were 
only a few vendors offering them,” 
says Bowers. “Now there are 12 or 
15.” The infection prevention team 
studied the data and, with supply 
chain’s help, secured several of  the 
systems at a reasonable price.

“We really do our due diligence,” 
he says. “We don’t want to discount 
something that could bring addi-
tional safety for people, but on the 
other hand, we don’t want to bring 
everything in.”

A good, trusting relationship with 
vendors helps too. “If  I see a vendor in the hall and I’m 
not too busy, I have no problem sitting down and talking. 
But I need to know they are being on the level with me. 
And if  you can’t tell where the relationship ends and the 
sale starts, you have a problem.”

The road ahead
Infection preventionists look to the future with anxiety 
and optimism.

For example, biofilm makes Geissler nervous. Microorgan-
isms can build up on the surface of  a surgical instrument that 
hasn’t been cleaned promptly or thoroughly. But that buildup 
can be invisible to the human eye; in other words, the instru-
ment looks clean, but isn’t. Geissler believes that bleach-based 

“ When I was in medical school, 
you learned there was an 
acceptable, unavoidable risk of 
infection related to healthcare. 
But with today’s focus on 
infection prevention, there no 
longer is an acceptable rate.  
Our goal is zero infections.  
So the pressure is on.”  

– Will Sistrunk, M.D.
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products remain the gold stan-
dard for killing spores.

Despite the challenges, Geissler 
is optimistic about the future. 
“There’s a better focus on infec-
tion prevention today,” he says. 
Mass media and social media 
have helped spread the word 
throughout the population. The 
fact that healthcare facilities pub-
lish their infection rates has been 
helpful too. “All these things are 
definitely helping fuel the fire to 
keep people’s attention on what 
we can do to prevent infection.”

Sistrunk worries about anti-
biotic resistance. “We see some 
bacteria that are resistant to al-
most all antibiotics, and if  we 
use antibiotics more and more, 
we will have a real problem.” 
The infection prevention team 
at Mercy collaborates with 
many people to address the issue. “For example, we work 
with the microbiology lab to get data to caregivers quickly, 
so they can make sure our patients are on the correct ther-
apy as soon as possible,” he says.

On the bright side, more attention is being paid 
to infection prevention today than years ago, when 
Sistrunk was in medical school. Patients, their families, 
providers and vendors are all more concerned, he says. 
“As a result, we’re having productive discussions that 

are getting us down the road 
to patient safety.”

What’s more, new infection 
prevention data tools are avail-
able to help providers identify 
patients at risk of  infection, so 
precautionary measures can 
be put in place quickly. “We 
have the ability to track infec-
tion data in real time, to see 
what works and what doesn’t,” 
says Sistrunk. “That helps us 
understand how we can more 
effectively make a difference, 
and not do something because 
we think it will work, but be-
cause we know it will really 
help us.”

Any time people interact 
with each other or the environ-
ment, the potential for infec-
tion exists, says Bowers. That’s 
why infection preventionists 

need the support of  administration to create a culture of  
safety. Bowers says he has that support at Inspira.

“And our staff  is the best,” he adds. “Whether they 
are fresh out of  the gate or been here forever, they are 
all in this for the right reason. When we talk about hand 
hygiene, they know there won’t be any sirens or screaming. 
We tell them, ‘We’re trying to keep you safe, so you can 
provide the best care for your patients.’ And they take it in 
that context.” JHC

“What is this new product addressing?  
Is it something we have already addressed?  

Is this a better way of addressing it?”  
– Timothy Bowers





June 2016 | The Journal of Healthcare Contracting30

Zero Tolerance

America is doing a better job of pre-
venting healthcare-associated infec-
tions (HAIs), but more work is needed, 
especially in fighting antibiotic-resis-
tant bacteria, according to the Centers 
for Disease Control and Prevention in 
a recent Vital Signs report.

In acute care hospitals, one in seven 
catheter- and surgery-related HAIs 
can be caused by any of the six anti-
biotic-resistant bacteria listed below. 
That number increases to one in four 
infections in long-term acute care 
hospitals, which treat patients who 
are generally very sick and stay, on av-
erage, more than 25 days. The six anti-
biotic-resistant threats examined are:

•  Carbapenem-resistant  
Enterobacteriaceae (CRE)

•  Methicillin-resistant 
Staphylococcus aureus (MRSA)

•  ESBL-producing 
Enterobacteriaceae (extended-
spectrum β-lactamases)

•  Vancomycin-resistant 
Enterococcus (VRE)

•  Multidrug-resistant 
Pseudomonas aeruginosa

•  Multidrug-resistant 
Acinetobacter

Hospitals improving
The national data in the Vital Signs 
report, along with data from CDC’s 
latest annual progress report on HAI 
prevention, show that acute care 
hospitals have achieved:

•  A 50 percent decrease in central 
line-associated bloodstream 
infections (CLABSIs) between 
2008 and 2014. (One in six 
remaining CLABSIs are caused 
by urgent or serious antibiotic-
resistant bacteria.)

•  A 17 percent decrease in surgi-
cal site infections (SSIs) between 
2008 and 2014 related to 10 
procedures tracked in previous 
HAI progress reports. (One in 

seven remaining SSIs are caused 
by urgent or serious antibiotic-
resistant bacteria.)

•  No change in the overall 
catheter-associated urinary tract 
infections (CAUTIs) between 
2009 and 2014. During this time, 
however, there was progress in 
non-ICU settings, progress in 
all settings between 2013 and 
2014, and most notably, even 
more progress in all settings 
towards the end of 2014.

The Vital Signs report also exam-
ines the role of Clostridium diffi-
cile (C. difficile), the most common 
type of bacteria responsible for 
infections in hospitals. C. difficile 
caused almost half a million infec-
tions in the United States in 2011 
alone. CDC’s annual progress re-
port shows that hospital-onset C. 
difficile infections fell by 8 percent 
between 2011 and 2014.

Editor’s note: The Vital Signs report can be viewed at www.cdc.gov/vitalsigns/protect-patients/

Superbugs threaten hospital patients

Leadership a must in big health systems
It’s tough enough to instill a culture of safety in one 
hospital, given the myriad of  front-line staff  and patient 
encounters. But how about an IDN of  30 or 40 hospitals, 
and a bundle of  outpatient facilities?

“My typical week is a blend of  patient care and lead-
ership and administration,” says Will Sistrunk, M.D., an 
infectious disease physician at Mercy, the 40-plus-hospital 
IDN based in Chesterfield, Mo.

“The most important thing you can do is make infec-
tion prevention a priority of  leadership.” When leaders 
meet, when caregivers meet, you want them to be talking 
about patient safety and infection prevention, he says. “In 
a big health system, you have to encourage that. You have 
to have data that supports it. You have to be transparent 
with that data. And you have to continue to make it a pri-
ority. It’s not something you can quit talking about.
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Are you or an outpatient man-
ager you know looking for in-
formation about how to set up 
and maintain a comprehensive 
infection prevention program 
specifically for the outpatient 
setting? What you’re looking for 
does exist and is available for 
free download.

The “Guide to Infection Preven-
tion for Outpatient Settings: Mini-
mum Expectations for Safe Care” 
reflects evidence-based guidelines 
produced by the Centers for Dis-
ease Control and Prevention and 
the Healthcare Infection Control 
Practices Advisory Committee.  

By highlighting existing CDC 
and HICPAC recommendations, the 
guide: 1) provides basic infection pre-
vention recommendations for out-
patient (ambulatory care) settings; 
2) reaffirms Standard Precautions as 
the foundation for preventing trans-
mission of infectious agents during 
patient care in all healthcare settings; 
and 3) provides links to full guidelines 
and source documents, which read-
ers can reference for more detailed 
background and recommendations. 

Included are recommendations for:
•  Setting up a program, and 

training staff on it

•  Surveillance and reporting of 
healthcare-associated infections

• Hand hygiene
•  Use of personal  

protective equipment
• Safe injection practices
•  Cleaning and disinfection of 

environmental surfaces
•  Cleaning and disinfection or 

sterilization of medical devices
•  Respiratory  

hygiene/cough etiquette

A link to the Guide and accompanying 
checklist is available at www.cdc.gov/
HAI/settings/outpatient/outpatient-
care-guidelines.html

Everything you always wanted to know about  
infection prevention in the outpatient setting

“There are a lot of  priorities out 
there,” he continues. “But with in-
fection prevention, you have to keep 
at it in order to get everybody to help 
you. You want to develop a culture 
of  leadership where everybody – 
physicians, providers, vendors, ev-
erybody – is thinking about the pa-
tients and about doing the best we 
can for them.”

Timothy Bowers, corporate di-
rector for infection prevention, 
Inspira Health Network, Vineland, 
N.J., says that although the acute-
care hospital may present the great-
est risk of  an infection-related event 
occurring, attention must also be 

paid to outpatient facilities, where 
hundreds of  thousands of  patient 
encounters take place. 

The Centers for Disease Control 
as well as APIC have provided re-
sources regarding infection preven-
tion in the ambulatory care setting, 
he points out. “But it comes down to 
having somebody with a fresh set of  
eyes asking, ‘Can somebody get sick 
from our care?’ 

“It’s a different mindset, but you 
can usually find at least one person in 
each setting who realizes that in giving 
great care, you are preventing infec-
tion. It’s a great mindset, and if  you 
nurture it, it spreads quickly.” JHC

“But it 
comes down 

to having 
somebody 
with a fresh 
set of eyes 

asking, ‘Can 
somebody get 

sick from  
our care?’
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Two heads are (usually) better than 
one. That’s why the Centers for Medi-
care and Medicaid Services awarded 
a Hospital Engagement Network 
(HEN) 2.0 contract to the American 
Hospital Association (AHA)/Health 
Research & Educational Trust (HRET). 

HENs identify best practices 
proven to reduce hospital-acquired 
conditions, and then work to spread 
them to other hospitals and health-
care providers. These networks are 
a key element of the Partnership for 
Patients (PfP) campaign to improve 
the quality, safety and affordability 
of healthcare.

The Partnership for Patients has set 
Sept. 23, 2016, as the target date 
for each participating HEN 2.0 hos-

pital to reduce inpatient harm by at 
least 40 percent and avoidable re-
admissions by at least 20 percent. To 
achieve these goals, HEN 2.0 provides 
technical assistance, educational op-
portunities, training, resources and 
learning collaboratives in the follow-
ing target areas:

• Adverse drug event
• Airway safety
•  Catheter-associated  

urinary tract infection
•  Central-line-associated 

bloodstream infection
• Clostridium difficile infection
• Culture of safety
• Early elective delivery
• Failure to rescue
• Injuries from falls and immobility
• Healthcare disparities

• Iatrogenic delirium
• Obstetrical adverse event
• Patient and family engagement
• Pressure ulcers
• Radiation exposure
• Readmissions
• Sepsis
• Surgical site infection
• Venous thromboembolism
• Ventilator-associated event

The AHA/HRET HEN 1.0 was in 
action from December 2011 to De-
cember 2014 to reduce hospital-
acquired conditions by 40 percent 
and readmissions by 20 percent. 
Over the three-year project, the 
AHA/HRET HEN prevented roughly 
92,000 harms with an estimated cost 
savings of $988 million.

Network of Learning
Reduction of healthcare-acquired infections is one of the primary goals of HEN 2.0.

Meet the vendors
Given the product-intensiveness of infection preven-
tion, it’s no surprise that infection prevention profession-
als are inundated with sales pitches from vendors and 
front-line staff. 

Michael Geissler, RN, 
CNOR, ONC, director 
of  perioperative services 
at Rothman Orthopaedic 
Specialty Hospital, a six-
OR, 24-bed specialty hos-
pital in Bensalem, Pa., ex-
pects sales reps to explain 
the efficacy of  their prod-
ucts and to produce data 

to back up their claims. He also wants to know that when 
a vendor walks in the door, he or she knows the population 
Rothman serves. “If  you’re not prepared, I’m not entertain-
ing a visit from you,” he says.

Meanwhile, Will Sistrunk, M.D., an infectious disease 
physician at Mercy, the big Catholic IDN based in Chester-
field, Mo., says providers need vendors to think outside the 
box. (He considers himself  lucky to be able to draw on the 
knowledge of  Mercy Research, a subsidiary that performs 
clinical research and is coming up with new ideas in infec-
tion prevention.)  “We can no longer consider products that 
are just OK,” he says. “Our goal is zero infections. For us to 
get there, we have to collaborate with industry. If  we do, we 
will have consistently safer healthcare.” JHC

“If you’re  
not prepared, 

I’m not 
entertaining  

a visit  
from you.”  
– Michael Geissler



As the status quo for how the healthcare industry operated began to 
change earlier this decade, St. Luke’s University Health Network understood it 
had to be ahead of  that transition. The six-hospital network, based in Penn-
sylvania, began looking for ways to reduce the overall cost of  procedures, cut 
the number of  patient infections and improve patient outcomes. To accomplish 
those goals, the hospital network needed a supplier who could align itself  with St. 
Luke’s vision and provide the required support and services. It needed a vendor 
willing to move away from the traditional transactional approach to a more col-
laborative relationship. St. Luke’s found that vendor in B. Braun with Enterprise 
Initiatives, which combines the offerings of  Aesculap, B. Braun and CAPS.  

In B. Braun, the 10th largest medi-
cal device manufacturer in the world, 
St. Luke’s recognized a vendor who 
understood the current healthcare 
model was unsustainable and that sup-
pliers and healthcare providers needed 
to work closer together to improve 
patient care, quality and outcomes. 
“Both parties were willing to bend and 
change processes and communications 
to make this work,” says Kevin Hines, 
associate vice president of  network 
materials management for St. Luke’s. 

Others within the St. Luke’s orga-
nization recognized the same need. 
“B. Braun’s Enterprise Initiatives 
team was one of  the first groups we 
worked with who figured that out 

Aligning Objectives
B. Braun and St. Luke’s broke the transactional model to 
create a bond between supplier and healthcare provider.

Sponsored by:

By Tim O’Connor

Greg Piatek of B. Braun presents during a meeting with 
St. Luke’s to discuss the hospital network’s objectives.

HEALTHCARE & WELLNESS: 
SPONSOREDReprinted with permission from Supply Chain World and Knighthouse Publishing.
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Sponsored by:

and knew it was in everyone’s best interest, specifically our patients, to 
form a partnership and get away from that transactional side,” says Dr. 
Marc Granson, chief  of  surgery for St. Luke’s. 

Moving away from that transactional relationship was a philosophi-
cal shift for B. Braun. To support St. Luke’s, the company had to con-
sider not only the price of  an item, but its specific role in addressing 
outcomes. “You really can’t just impact the price of  a widget but need 
to focus on how that widget will be used and its impact within the 
health system,” says Greg Piatek, vice president of  health systems at 
B. Braun Medical. 

St. Luke’s viewed a more 
robust offering from B. Braun 
with Enterprise Initiatives 
and saw where the companies 
could benefit each other and 
the health of  patients. The 
alliance between healthcare 
provider and device manufac-
turer supported a number of  
St. Luke’s efforts focused on 
improving patient outcomes 
within its health system. 

Implementation of  a Re-
gional Anesthesia program, 
moving away from general 
anesthesia including narcotics, 
helped St. Luke’s to decrease 
patient length of  stay while 
also reducing opioid use post 
surgery. Throughout, B. Braun 
is going beyond simply sup-
plying the anesthesia products, 
and providing education for St. 
Luke’s anesthesiologists to ease 
the transition. It is programs 
like these where St. Luke’s has 
seen the full value across the 
enterprise. Says Hines, “Over 
a two year period we have 
documented savings of  over 
$3 million dollars.” 

Redefining Relationship 
The “enterprise” agreement defining the re-
lationship between St. Luke’s and B. Braun 
went into effect three years ago. Prior to 
then, St. Luke’s independently coordinated its 
needs with all 14 of  B. Braun’s sales divisions. 
There was little synergy in the relationship. 

That changed with B. Braun’s innovative ap-
proach. B. Braun Enterprise Initiatives created 

“ It’s become the model 
that we use for all of our 
corporate partnerships,” says 
Joe Pinto, vice president of 
network operations at St. 
Luke’s. “Where there’s mutual 
benefit there’s collaboration. 
And that’s certainly worked 
with B. Braun.”

– Joe Pinto

Joe Pinto, vice president of network 
operations at St. Luke’s University 
Health Network
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a single point of  contact to B. 
Braun’s 14 divisions. Business 
reviews are held quarterly be-
tween St. Luke’s and B. Braun 
to review the hospital network’s 
goals and suggest ways B. Braun 
can help them reach those 
goals through new products 
and educational offerings. 

Hines says what sets B. Braun 
Enterprise Initiatives apart is 
that now there is one clear message throughout 
the entire organization on how St. Luke’s wants 
to work with each division and how to imple-
ment initiatives going forward. “That consis-
tency between that many divisions is huge for 
materials management,” Hines adds. 

“The results speak for themselves,” Piatek 
says. Consider Aesculap, a B. Braun affiliate 
with U.S. headquarters in Center Valley, Pa., 

that manufactures surgical instruments. Aes-
culap worked with St. Luke’s to improve ef-
ficiencies in the network’s sterile processing 
department, which sterilizes equipment for 
use in the operating room. 

Other advantages come through equip-
ment standardization across the network’s six 
hospitals. B. Braun worked with St. Luke’s to 
develop an implementation strategy to replace 
1,400 infusion pumps over a two-week period. 
“We worked as a team to accomplish this,” 

Hines says of  the infusion pump rollout.
The benefits of  the new pumps go beyond the quality of  the physi-

cal equipment. The pumps also allowed St. Luke’s to implement Dose-
Trac® Infusion Management Software, an analytical tool mixing real-time 
information and retrospective reporting to help reach the highest level 
of  patient safety. DoseTrac® provides insight that can inform protocol 
changes to reduce alerts, educate staff  to drive 100 percent drug library 
compliance, and virtually eliminate adverse drug events (ADE) due to 
misprogrammed infusion pumps. 

“Everybody’s in 
lock step building a 
relationship with St. 

Luke’s that ultimately 
benefits the patients.”

– Greg Piatek, vice president, 
health systems, 

B. Braun Medical.

St. Luke’s Anderson campus is one of the six – soon to be seven
– hospitals benefiting from the collaboration with B. Braun.
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Replicating Success 
Using the successful B. Braun model, St. Luke’s is 
eager to implement similar strategies with its other 
vendors. “It’s become the model that we use for 
all of  our corporate partnerships,” says Joe Pinto, 
vice president of  network operations at St. Luke’s. 
“Where there’s mutual benefit there’s collabora-
tion. And that’s certainly worked with B. Braun.” 

Unfortunately, St. Luke’s has found that 
not all vendors are as willing to change their 
culture. The health network has had difficulty 
replicating the model with other vendors. 
“They just can’t seem to get beyond the transactional to the collabora-
tive,” Pinto explains. 

“When we meet with other potential strategic partners we talk 
about the B. Braun Enterprise model and give examples so they have 
a framework for what expectations are,” Hines adds. “Often, they’re 
surprised with what they hear because their culture does not currently 
allow for that type of  partnership.” But the health network is beginning 
to experience movement toward similar agreements and is in discus-
sions with another major vendor to implement a similar agreement 
focusing on aligned objectives. 

It takes cooperation from both sides to make the relationship work. 
Prior to Enterprise Initiatives, Piatek says B. Braun had a strong trans-
actional focus but lacked coordination between all 14 different areas of  
the company. At one of  the first meetings with St Luke’s, many of  the 
B. Braun representatives were meeting each other for the first time. Now 

they work together as one voice focused on the 
health system. “We’ve come a long way and 
everybody’s in lock step building a relationship 
with St. Luke’s that ultimately benefits the pa-
tients,” Piatek says. 

The seventh hospital in St. Luke’s Univer-
sity Health Network will open in Bartonsville, 
Pa., in fall 2016. Outfitting that facility repre-
sents another point of  cooperation between 
the hospital network and one of  the world’s 
leading medical device manufacturers. ”We 
don’t have to go back to the drawing board 
in Bartonsville,” Pinto says. “The relationship 
with B. Braun’s Enterprise Initiatives has set 
the stage.” JHC

B. Braun’s enterprise approach created one 
point of contact to align its 14 divisions with  
St. Luke’s goals.

After finding success with B. Braun, St. Luke’s is eager to implement similar 
relationships with other vendors.

ENTERPRISE INITIATIVES
Where transformation begins

Aesculap | B. Braun | CAPS®

Together, providing a customized process committed to 
improving outcomes, reducing costs, and minimizing risks for 
healthcare providers. 
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Researchers have discovered that the three bacteria most commonly 
found in hospital environments, including two that are resistant to antibiotics, can 
survive on keyboards and keyboard covers used in clinical areas.1 Environmental sur-
faces in the healthcare environment serve as reservoirs for microorganisms that can 
cause infection in patients and health-
care workers due to cross contamina-
tion, and computer keyboards are some 
of  the most dangerous. Research shows 
that computer keyboards can support 
bacterial growth for up to 24 hours.2 
When a keyboard is tapped with MRSA, 
that bacterium spreads to the user’s 
hands 92 percent of  the time.3

Modern-day patient care is administered in a variety of  clinical environ-
ments. It is therefore reasonable to be concerned about the contamination risks 
across the entire healthcare network, including hospitals, ambulatory care prac-
tices, surgery centers, primary care and other outpatient offices. Reducing cross 
contamination requires continuous, careful evaluation of  everyday clinical pro-
cedures. With solution-based product design, medical equipment manufactur-
ers can play an important role in helping reduce the risks posed to caregivers 
and patients alike. And that’s where we can help!

As a leading developer and manufacturer of  innovative medical devices, we 
strive to deliver high-quality products, while always maintaining the safety of  both 
users and patients as a top priority. In an effort to help combat cross-contamination, 
we offer a variety of  solutions with easy-to-clean work surfaces. Some of  our latest 

offerings include the ELI™ 380 elec-
trocardiograph with glass keyboard; the 
ELI 280 electrocardiograph with touch-
screen interface; Surveyor™ S12 and 
S19 patient monitors with touchscreen 
displays; and our new Quinton Q-Stress 
cardiac stress testing system with touch-
screen monitor and optional washable 
keyboard and mouse. This shift to pro-
viding solutions with smooth, easy-to-
clean work surfaces versus traditional 
keyboards and work areas with difficult-
to-clean knobs, buttons and crevices 
demonstrates our commitment to keep-
ing caregivers and patients safe through 
improved infection control. 

With a commitment to the fight 
against cross-contamination, Mortara 
is not only considering patient and 
user safety, but also the wellbeing of  
the medical facility. There are many 
ways infection prevention can benefit 
a hospital or medical office. Mortara’s 
easy-to-clean, purpose-built products 
can assist with the following: 

•  Prevent cost and legal burden from 
facility-born patient infection.

•  Reduce length of  patient stay, 
allowing for increased turnover 
and revenue.4

•  Improve work conditions and mini-
mize staff  sick-time and shortages.

For more information about this im-
portant topic, contact your local Mor-
tara rep today at 1-800-231-7437. JHC

Medical Devices 
and Bacterial Cross-
Contamination
Medical device manufacturers do  
their part to protect their customers
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1  The Texas Department of  Insurance, Division of  Worker’s Compensation (TDI, DWC) HS05-036B (8-07) 
2  Nurse Leader Insider, MRSA Can Hide Out in Hospital Keyboards, August 5, 2005, HCPro, Inc. Adapted from Briefings on Infection Control (August 2005). 
3  Consumer Affairs, Hospital Computer Keyboards Can Spread Germs, Study Finds. Computer Keyboards Can Harbor Dangerous Germs For as Long as 24 hours. April 11, 2015, 
www.consumeraffairs.com/news04/2005/hospital_keyboards.html 

4  Graves, Nicholas. “Economics of  Preventing Hospital Infection.” (April 2004). wwwnc.cdc.gov/eid/article/10/4/02-0754_article
5  Drumright, Lydia. “Monitoring Major Illness In Health Care Workers and Hospital Staff.” Oxford Journals. http://cid.oxfordjournals.org/content/53/3/284.extract#
6  “Worker Safety in your Hospital” Occupational Safety and Health Administration. www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf
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INFECTION PREVENTION: 
SPONSORED

Surgical site infections (SSIs) are among the most common healthcare-
associated infections (HAIs). The average SSI costs a hospital approximately 
$21,000 and accounts for over 30 percent of  all HAIs.1 

Prevantics® Maxi Swabstick – featuring PDI’s proprietary formulation of  
3.15 percent chlorhexidine gluconate (CHG) and 70 percent isopropyl alcohol 
(IPA) formulation – is a single-step, broad-spectrum antiseptic that significantly 
reduces the number of  microorganisms on intact skin, including the skin bac-
teria that potentially cause SSIs. It is indicated for patient preoperative skin 
preparation, and it complies with evidence-based practices and guidelines from 
the Centers for Disease Control and Prevention (CDC) and Association for 
Perioperative Registered Nurses (AORN).

Prevantics Maxi Swabstick provides continuous antimicrobial activity for up 
to seven days for rapid microbial reduction. It is ideal for body contours, such as 
joints and between toes and fingers. Additionally, its foam head is pre-saturated 
for easy application, and the intuitive swabstick format keeps clinicians’ gloved 

hands away from prep sites. Prevan-
tics Maxi Swabstick contains 5.1 mL 
of  the CHG/IPA solution and can 
cover a 7x7 square inch area for preop-
erative preparation. Clinicians should 
scrub a patient’s skin with one side of  
the Prevantics Maxi Swabstick for 60 
seconds, flip the swabstick, and scrub 
for an additional 60 seconds with the 
unused side before allowing the pa-
tient’s skin to dry for 90 seconds.   

Prevantics Maxi Swabstick does not 
contain a tinted solution, and some end 
users, such as clinicians, nurses and sur-
gical technologists, may object to using a 
non-tinted preoperative skin preparation 
product. Supply chain executives should 
inquire whether the use of  a tinted prod-
uct is a true clinical requirement or sim-
ply a clinician preference. For example, 
some clinicians like to see the outline of  
the prepped area of  skin. While Prevan-
tics Maxi Swabstick does not contain a 
tint, CHG solution does leave a slight 
sheen indicating that the area has been 
prepped. If  clinicians are prepping the 
skin themselves, they will know the out-
line and may not require tint. 

Supply chain executives should 
also let clinicians know that Prevan-
tics Maxi Swabstick may be more 
cost effective than other preopera-
tive skin preparation products, which 
may reduce operational supply costs.  

Supply chain managers, who 
would like to learn more about how 
to prevent SSIs and how PDI can 
help, should visit pdihc.com. JHC

Source: US Centers for Disease Control and Prevention, 
www.cdc.gov/hai, electronically accessed April 25, 2016.
1  Source: US Centers for Disease Control and Prevention, 

www.cdc.gov/hai, electronically accessed April 25, 2016.

PDI Addresses Surgical 
Site Infections
Expensive to treat and hazardous to patients, 
surgical site infections must be prevented.
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PHYSICIAN ENGAGEMENT

Given rising costs, lower reimbursements and 
in many areas, a shortage of  qualified healthcare pro-
fessionals, the focus of  cost-saving efforts has shifted 
from labor to supply chain. That’s because supply chain 
is typically the second largest expense in any health-
care organization. For approximately every $80,000 a 
year saved in supplies, one healthcare worker will not 
be displaced. 

As a result, many organizations 
and supply chain leaders have taken 
a proactive and direct method of  
reducing costs. Unfortunately, this 
strategy has forgotten the very basic 
rules of  business, product, competi-
tion and customer service used with-
in manufacturing and retail. Supply 
chain has moved from a “Negotiate a 
reduced invoice price” to “Use what 
we have negotiated the lowest price 
for.” The approach contradicts the 
very mission and values that health-
care organizations claim to follow. 

Successful supply chain depart-
ments realize that no longer can they 
try to force transactional decisions 
onto the rest of  the organization. Al-
though forcing decisions may create 
savings, it is not sustainable nor is it 
built for the long term and the pa-
tient in mind. Less successful depart-
ments attempt to force compliance 
because “We are the supply chain 
experts,” rather than demonstrating 
that there is a better way, and that ev-
eryone has a stake and accountability 
within supply chain.

The goal of  successful supply 
chain departments is to realize sav-
ings while providing the highest qual-
ity and best value of  supply and ser-
vices, as directed by those who use 
these supplies to care for patients. 
These supply chain leaders assign 
importance to the relationships and 
partnerships created with care pro-
viders, and in doing so, maximize the 
effect on the operating margin.  

To make this transition, supply 
chain leaders must change the way 
we listen, and resist the urge to force 
others to listen to us. We must change 

Is the Customer  
Always Right?
You’ll never know unless you listen to them

By David Chaudier
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PHYSICIAN ENGAGEMENT

the way we source and negotiate, not force 
others to use what we have sourced and nego-
tiated. We must look beyond invoice pricing 
and bring clinical and quality data to our de-
cisions. We must incorporate reimbursement 
and the effect of  the savings within opera-
tions and labor, not add additional burden on 
staff  and operations.  

If  we want to be heard, we must listen 
more. Not yell louder.

Listen to your customer
We can follow the lead of  both manufac-
turing and retail, in which there is a huge 
emphasis on products and the customer. 

Each has a supply chain division that fo-
cuses on negotiating the best price for 
the products needed to sell directly to the 
customer or to build the products that the 
consumer wants. In neither case does sup-
ply chain dictate to the customer what they 
should purchase or use.  

Could it be that healthcare supply chain 
has forgotten who their customers are – the 
physicians and clinicians who have been 

trained and educated on the products they use, and the patients who 
benefit clinically from those products?

If  so, that may be due to a lack of  confidence, trust and communica-
tion between physicians and clinicians and the supply chain department. 
Supply chain leaders may feel that physicians and vendors have teamed 
up against supply chain and for various reasons – legal or not – want to 
use items for reasons other than for their intended quality benefits. They 
may believe that physicians want their “toys” and the “latest and great-
est” without considering the financial implications of  their decisions. 

How can supply chain make rational decisions without understand-
ing the reasoning behind the physicians’ and clinicians’ needs or wants, 
while also considering quality and the full financial implications (not 
just invoice price) of  medical devices?

Just as in other industries, there are different levels of  product 
types, based upon quality and cost. Not everyone can afford – nor do 

they always need – the highest-quality or most 
expensive products. The dilemma for those 
of  us in healthcare is this: Providing health-
care cannot be based upon the ability to pay. 

Consumers in most industries select 
products based upon quality and cost. But 
in healthcare, the patient does not have that 
same ability. It is up to the physician to select 
many of  these items – some of  which may be 
life-saving – on behalf  of  the patient. 

Supply chain should take an active role in 
product selection, but one in which they lead the 
conversation and support the decisions of  oth-
ers, not make the decisions for others, particu-

larly for clinical items and physician preference items. They should open 
contract negotiations to all vendors (or at least those to which the physician 
or clinician group are amenable). This creates competition and reduces the 
high, artificial pricing that many organizations have been paying for years. 
Combining ceiling prices with market data, benchmark data, usage data, and 
clinical data will force vendors to choose whether they want to be a selected 
provider of  products or not. 

Most important, this approach will align physicians with supply chain, 
building trust and creating a partnership, and eliminating the perceived 
partnership of  physician and vendors working against supply chain. JHC

David Chaudier has extensive experience and leadership in hospital finance, operations, administration and supply chain. He has provided 
executive consulting and supply chain assessments for health care systems and GPOs and is currently the chief  executive officer and hospital 
administrator for LifeCare Hospitals of  Wisconsin.

Consumers in most industries 
select products based upon 
quality and cost. But in 
healthcare, the patient does 
not have that same ability. 
It is up to the physician to 
select many of these items. 
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PHYSICIAN ENGAGEMENT

Healthcare organizations that continuously advance in their relation-
ships with physician leadership are recognized for their progressive nature.

Their goal is often to bolster the physician-hospital relationship so that it’s 
comparable to the physician-supplier relationship, which has traditionally been 
viewed as the most challenging for supply chain executives to disrupt.

More often than not, physicians want to better understand what their hos-
pitals are going through. They are hungry for information, want to share their 
opinions, and appreciate being asked for their assistance. Physician groups won’t 
have all the answers, but they do tend to have uncomplicated and thoughtful 
input when viewing situations and coming up with solutions.

However, if  physicians, particularly 
those in informal leadership roles, do 
not participate in organizational strat-
egy discussions and lack understanding 
of  the cost pressures facing their hos-
pitals, they can’t help drive the organi-
zation toward improvement.

Physician engagement with 
the supply chain is vital to 
healthcare organizations
Building a strong, collaborative and 
transparent relationship between 
hospital leadership and physicians 
can make health organizations’ cul-
tures more harmonious. Co-workers 
will feel it, patients will pick up on it, 
and the communities served will be-
gin to recognize the sentiment.

Strategies for  
Creating Strong 
Physician Engagement

By Kelle Laws, RN MN CNOR(e), Executive Director, Medical Devices
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Especially in metropolitan areas, where healthcare dollars are highly 
sought-after with duplicative services and television advertisements, 
the hospital organization that projects a cohesive administrative and 
physician relationship demonstrates valuable attributes that set it apart 
from the competition.

Additionally, if  the aim of  the organization is to launch an account-
able care organization, such work is founded in physician relationships 
and alignment of  objectives and purpose.

Elevating physician engagement starts with communication
First, visit with physicians every day, at different times, and not just in 
meetings attended by administration. Meet them at the operating room 
sink, accompany them on patient rounds, and give them tangible examples 
of  opportunities for change. Showing them summarized and understand-
able information on utilization or surgery procedure preference cards 
could have an impact on their appreciation of  
the variation of  practice to performance.

Use the following methods to include physi-
cians in the conversation:

•  Ask for input. What changes could 
make their days better? How could 
elements of  their practices run more 
smoothly? Physicians often have great 
ideas for altering the course of  action, 
which they do all the time in order to 
treat patients without wasting energy or resources.

•  Know your audience. Overcoming communication barriers 
with physicians is often a struggle. Hospital leaders and physi-
cians commonly speak different “languages,” and both groups 
must remember to speak in a manner that is understandable to 
the other. Hospital leaders cannot just talk numbers on a spread-
sheet; they have to put data in real terms.

•  Focus on the bigger picture. Physicians commonly ask supply 
leaders how their product conversions will translate – in practice 
– to the cost of  their patients’ care. Though it is rare in the short 

term to show the link between a product 
price decrease and a decline in the cost 
of  a patient’s hospital care, the changes 
will become apparent in the big picture.

•  Strive for a two-way dialogue. Listen 
to physicians and empathize with them. 
At the same time, challenge them to relate, 
think differently, take chances, and cham-
pion a change (no matter how small).

•  Find a role that works for them. Some 
physicians are eager to sit at the contract 
negotiation table. Find a way to use their 
collaboration to your advantage with 

coaching and strategy discussions. Other 
physicians will prefer to remain uncon-
nected from the process of  negotiation 
and conflict, but they can still be engaged. 
Approach them individually, and make it 
clear that you value their input.

For hospital leaders, true innovation starts 
with the physicians. Find what resonates with 
them, get them involved, and aim for a mu-
tual perspective toward high-quality care and 
patient satisfaction. JHC

Visit with physicians every day, at different 
times, and not just in meetings attended 
by administration. Meet them at the 
operating room sink, accompany them 
on patient rounds, and give them tangible 
examples of opportunities for change.

Kelle Laws is a member of  ROi‘s Integrated Sourcing Solutions team, which collaborates with healthcare providers to manage the evaluation, 
selection, contracting, standardization, and utilization of  products and services to support patient care. With more than 20 years of  experience 
in healthcare supply standardization and process improvement consulting, she helps healthcare providers with contracting and clinical guidance 
for physician preference items, such as cardiovascular, orthopedic, and neurosurgery implants.
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Rising costs and an increasing emphasis on quality have forced doc-
tors and hospital administrators to question the value of  certain time-honored 
practices, particularly those that may be overused or do not provide meaning-
ful benefit for patients. The result has been nationwide initiatives – such as 
the American Board of  Internal Medicine’s “Choosing Wisely” campaign – to 
eliminate “low-value” practices.

In 2012, the University of  Vermont Medical Center (UVMMC) in Burling-
ton, Vt., took a unique approach to eliminate such practices, inviting its own 
team members to propose their ideas – based on their own experiences – to 
reduce harm, cut costs and, more importantly, improve patient care.

Finding clinical champions
The idea to approach bedside physicians for their opinions came from UVMMC 
Department of  Medicine chair Polly Parsons, M.D., who heard of  a similar Amer-
ican College of  Physicians program in which faculty member Virginia Hood, 
M.D., professor of  medicine in the department’s Division of  Nephrology and 
Hypertension, had participated. From there, Parsons put out a call to unit direc-
tors for proposals of  ways to change what they believed to be low-value practices.

“Within a week, the unit directors had asked their faculty, and already 
had over 20 ideas,” says Hood. These proposals were then submitted to the 
UVMMC Department of  Medicine Operation Efficiency Committee, which 
reviewed them and determined which ones to carry forward.

With each faculty member serv-
ing as the “clinical champion” of  their 
proposal, “they become agents of  
change in a collaborative discussion 
amongst colleagues about utilization,” 
says Justin Stinnett-Donnelly, M.D., a 
hospitalist at Central Vermont Medi-
cal Center. “It removes the dynamic 
of  the ‘top-down’ approach.”

Hood notes that this program, 
while designed to change the culture of  
the medical environment overall, was 
especially aimed toward influencing the 
trainees in the College of  Medicine – 
residents, fellows, medical students, etc. 
“The issue will never be sustained if  we 
don’t have trainees [taking part] at an 
early stage,” she says.

With this goal in mind, says 
Stinnett-Donnelly, each clinical cham-
pion attached a trainee to their project 
team, along with a representative of  
the Jeffords Institute for Quality, which 
provided data analytics and project 
management for each project.

Promoting efficiency
Focusing on four projects a year, the 
Department of  Medicine has now 
completed 12 projects, with a forth-
coming request for new proposals.

Stinnett-Donnelly notes one that 
focused on reducing the frequency 
of  routine morning chest X-rays. 
The project, which originated in the 
medical critical care unit, resulted in 
cutting the overall frequency of  these 
X-rays by about 75 percent. This 
has not only saved money, but also 
improved patient care, as too much 
movement can be painful for patients 
and potentially cause ICU delirium. 
On top of  that, the X-rays are often 

Agents of Change
The University of Vermont approaches its own  
faculty for ways to eliminate low-value practices

By David Thill
MODEL OF THE FUTURE
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MODEL OF THE FUTURE

performed as early as 4:30 a.m., interrupting 
patients’ sleep. Making sure that only appro-
priate and necessary X-rays are ordered – as 
opposed to ordering them “reflexively” – 
helps improve patient experience.

Hood discusses an ongoing project fo-
cused on reducing lab test repetition. “Often, 
physicians don’t know what tests have been 
done [on the patient] or what the results were,” 
and consequently order tests that have already 
been completed. The goal of  this project is 
for hospital systems to be able to recognize 
and record when a test has been done on a 
patient, so that, if  a physician sends a request 
for that same test, the laboratory can simply 
send back the results from the earlier one. This 
saves money by reducing unneeded testing, but 
also serves as a model for laboratories in other 
specialty areas “to look at tests that were repli-
cated when unnecessary,” she says.

Doing what’s best for the patient
Though it originated in the Department of  Medicine, the admin-
istration hopes to extend this faculty-initiated project to other de-
partments within UVMMC, including those of  Gynecology, Family 
Medicine, and Radiology. “This is a hugely collaborative effort,” says 
Stinnett-Donnelly.

Hood believes that through collaboration among these depart-
ments, many low-value practices can be reduced. Ideally, trainees will 
participate in this inter-departmental collaboration, expanding the im-
portant educational component.

“What we’re trying to accomplish is to make sure that anyone who 
has ideas about where we can improve quality and reduce utilization” 
has the resources to do that, says Stinnett-Donnelly. It will continue to 
grow – possibly even extending to other institutions outside the uni-
versity. “We’re learning as we evolve.”

“We see low-value practices as more than just costly practices,” says 
Hood. “We want to look at practices that actually lead to better patient 
outcomes and experiences.

“We want to make it easier for physicians” to do the job they want to do, 
she continues. Simply put, that job is “to do what is best for the patient.” JHC

David Thill is a contributing editor for the Journal of  Healthcare Contracting.

History of ‘Choosing Wisely’
In 2010 Howard Brody, M.D., published “Medicine’s 
Ethical Responsibility for Health Care Reform – The 
Top Five List” in the New England Journal of Medi-
cine. In the piece, Brody called on U.S. medical 
specialty societies to identify five tests and treat-
ments that were overused in their specialty and 
did not provide meaningful benefit for patients.

Shortly after that, the National Physicians Alliance 
(NPA) piloted the “Five Things” concept through an 
ABIM Foundation “Putting the Charter into Practice” 
grant, and created a set of three lists of specific steps 
physicians in internal medicine, family medicine, 
and pediatrics could take to promote the more ef-
fective use of healthcare resources. These lists were 
first published in Archives of Internal Medicine.

Building on the work of Brody and NPA, in 
April 2012 the ABIM Foundation, along with Con-

sumer Reports, formally launched the Choosing 
Wisely campaign with the release of “Top Five” 
lists from nine specialty societies. Seventeen 
additional societies joined the campaign and 
released lists in February 2013. More than 70 so-
cieties comprising over one million clinicians are 
now partners of Choosing Wisely.

In 2013, the ABIM Foundation received a 
grant from the Robert Wood Johnson Founda-
tion (RWJF) to advance the Choosing Wisely 
campaign by funding 21 state medical societies, 
specialty societies, and regional health collab-
oratives to help physicians and patients engage 
in conversations aimed at reducing unnecessary 
tests and procedures. In 2015, the RWJF awarded 
a second grant to the ABIM Foundation to con-
tinue this work.

Source: ABIM Foundation, www.choosingwisely.org/about-us/history/
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Government-run healthcare facilities – including prisons, mental health centers, drug 
rehabilitation institutions, school infirmaries, and public health clinics – experience operating chal-
lenges that set them apart from hospitals and other non-acute care providers. In addition to serv-
ing special populations, government facilities face unique purchasing and contracting pressures. 

Run by the state and state agencies, as well as by counties, cities, tribal governments, and school 
districts, government providers continue to deliver high-quality patient care by creating new ef-
ficiencies and innovations that help alleviate the impact of  such operating pressures.

Chief  among the barriers that many state healthcare facilities face as they try to achieve opera-
tional value is purchasing volume. Many state providers simply lack enough purchasing volume to 
realize meaningful cost savings. For example, while a Manhattan-run urgent care clinic can expect 

By Todd Ebert

GPOs help state-run  
facilities fulfill their mission 
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enough visits to make the unit-cost of  a flu 
shot economical, the same can’t be said for the 
one school health center in Lewiston, Neb., 
population 66.

Regardless of  the size of  their patient 
base, all government-run facilities are depen-
dent on limited taxpayer funds, and subject 
to procedures that come with managing those 
funds. Such requirements can include seeking 
at least three bids for every contract – caus-
ing a strain on already limited resources. Ad-
ditional capacity limitations can lead state-run 
healthcare facilities to work with decentral-
ized procurement and data systems.

These operating pressures are com-
pounded by the specific populations they 
serve, with each maintaining particular 
supply needs. In mental health centers, for 
example, medications must remain consis-
tent in color and shape, as any alteration 
to appearance may cause a patient to refuse 
medication. This need for consistent sup-
ply makes changing drug manufacturers or 
any disruption to supply particularly diffi-
cult to navigate.

Healthcare group purchasing organiza-
tions are committed to helping state facili-
ties confront these challenges. GPOs le-
verage the collective purchasing power of  

their members to obtain significant value on supplies and services, 
and organizations such as the Minnesota Multistate Contracting 
Alliance for Pharmacy (MMCAP) exclusively serve government 
healthcare facilities.

MMCAP helps deliver cost savings to its voluntary government 
provider partners so that they can do more with their healthcare 
dollars. In Nebraska, a state ranked 38th in population and where 
community providers may realize little volume-discounted pur-
chasing on their own, MMCAP’s purchasing cooperative means 
that even the smallest qualified facilities may participate in con-
tracts bid and negotiated with interstate volume. MMCAP has 
also helped the Maryland state government purchase from one 
central contract and access its data online, allowing its personnel 
to work on other duties. 

Because of  their relation-
ships at all points of  the supply 
chain – from drug manufacturers 
and storage facilities, to hospitals 
and other healthcare providers – 
GPOs are able to meet the unique 
population needs of  state facili-
ties. They can ensure packaging 
is not sharp or “weapon-ready” 
at mental health centers and cor-
rectional facilities, and connect 
states to wholesalers for stockpil-

ing needs when public crises like Ebola occur.
In addition to addressing the purchasing and contracting needs of  

state healthcare facilities, GPOs are creating new opportunities for 
governments to innovate. MMCAP’s various councils and national 
member conferences allow like-facilities to learn from one another. 
Among the mental health providers, for example, facilities have shared 
their successes implementing drug testing programs, and exchanged 
solutions for handling increased antipsychotic drug prices.

Financial pressures and new regulatory challenges are forcing 
government-run facilities, like all healthcare providers, to innovate 
to help ensure patient access to quality healthcare. Group purchasing 
organizations are committed to their ongoing partnership with state 
providers, helping government facilities get the most value out of  
their limited operating funds and continue to meet the unique needs 
of  their particular populations. JHC

Todd Ebert, R.Ph., is the President and CEO of  the Healthcare Supply Chain Association.

Financial pressures and new 
regulatory challenges are forcing 
government-run facilities, like all 
healthcare providers, to innovate 
to help ensure patient access to 
quality healthcare.
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VIZIENT CONNECTIONS 
SUMMIT

Vizient held its first annual Connections Summit this spring. It is the 
first such conference since the integration of  VHA Inc., University HealthSys-
tem Consortium, Novation and recently acquired MedAssets Spend and Clini-
cal Resource Management segment.

“As the newly combined Vizient, we believe the Summit’s format [offers] an 
incredible opportunity for cross-sharing knowledge and information between 
academic medical centers, pediatric hospitals, large IDNs and community hospi-
tals,” said Byron Jobe, president and chief  administrative officer. “Our member 
event in the fall, Vizient Connections Clinical Summit, will have a similar format 
and be focused on clinical, quality and performance improvement strategies.”

Vizient designed the Summit for CEOs, COOs and CFOs, nurses, pharmacists 
and service line leaders with supply chain responsibility, as well as supply chain 
executives and value analysis program facilitators. It offered educational and 
interactive sessions on topic areas including:

• Care delivery improvement across the continuum
• Strategies for operational excellence
• Value-based care delivery
• Data use, analysis and measurement
• Network solutions for performance excellence

President’s Award of Honor
Vizient honored two member healthcare systems for performance-related achieve-
ments in 2015: The University of Vermont Medical Center, which qualified for the 

President’s award by winning awards in 
supply chain performance excellence and 
sustainability excellence; and Yale New 
Haven Health System, which qualified by 
earning awards in supply chain manage-
ment sourcing and resource manage-
ment processes and sustainability.

Supply Chain Management 
Excellence Awards
Vizient presented Excellence Awards 
in supply chain management in seven 
categories. The winners were:

Distribution, logistics and  
inventory management

• INTEGRIS Health, Inc.
• Penn State Hershey Medical Center
• Premier Health

Supplier diversity
•  University of  Maryland  

Medical System

Sourcing and resource management
• Parkview Health
• Susquehanna Health System
•  Yale New Haven Health System/

Yale New Haven Hospital

PharmaLYNX Index
• Wentworth-Douglass Hospital

PriceLYNX health  
care organization index

• Tift Regional Medical Center

PriceLYNX physician  
preference items index

• Crozer-Keystone Health System
• Genesis HealthCare System
• Lancaster General Health
• OhioHealth

Connections Made 
at Vizient Summit
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Supply chain performance excellence
• Beaumont Hospital, Royal Oak
• Emory University Hospital Midtown
• Lehigh Valley Health Network
• Massachusetts General Hospital
• The University of  Vermont Medical Center, Inc.

Sustainability Excellence Awards
Vizient’s Sustainability Excellence Award recognizes member hospitals who 
demonstrated focus and commitment to sustainability practices through the 
implementation of a new program with measurable success. The winners were:

• NorthShore University HealthSystem
• Stony Brook University Hospital
• Thedacare, Inc.
• University of  Utah Hospital and Clinics
• University of  Vermont Medical Center, Inc.
• Valley Hospital
• Yale New Haven Health System/Yale New Haven Hospital

Supplier awards
Twenty-five suppliers were recognized as outstanding performers that 
served legacy VHA and University HealthSystem Consortium mem-
bers, Provista and members of  Children’s Hospital Association in 2015:

•  Mark McKenna Overall Supplier of  the Year Award:  
Fresenius Kabi USA.

• Academic Participation Award: Teleflex Medical Incorporated.
• Non-Acute Partner of  the Year Award: Henry Schein, Inc.
• Pediatric Supplier of  the Year Award: Dräger Medical Inc.
• Diversity Supplier of  the Year Award: Action Health.
• Environmental Excellence Award: Ecolab Inc.
• Innovative Technology Award: Invuity, Inc.
• Compliance & Integrity Award: Standard Textile Co., Inc.
•  Physician Preference Supplier of  the Year Award:  

Terumo Medical Corporation.

•  Generic Pharmaceutical Supplier of  the 
Year Award: AuroMedics Pharma LLC.

•  Brand Name Pharmaceutical Supplier 
of  the Year Award: GlaxoSmithKline 
Pharmaceuticals.

•  aptitudeTM Seller of  the Year Award: 
Medline Industries, Inc.

•  Capital & Imaging Supplier of  the Year 
Award: Dräger Medical Inc.

•  Acute Distributor of  the Year Award: 
McKesson Corp. Pharmacy Distribution.

•  Specialty Distributor of  the Year 
Award: FFF Enterprises, Inc.

•  Support & Purchased Services Supplier of  
the Year Award: Integrated Medical Systems.

•  Food & Nutrition Supplier of  the Year 
Award: Jennie-O Turkey Store, LLC.

•  Business & Technology Supplier of  the 
Year Award: FedEx Healthcare Solutions.

•  IMPACT Standardization Programs Supplier 
of  the Year Award: Cardinal Health.

•  Group Buy Supplier of  the Year Award: 
Philips Healthcare.

•  NOVAPLUS® Supplier of  the Year 
Award: MediCore.

•  NOVAPLUS Pharmaceutical Supplier of  
the Year Award: Fresenius Kabi USA.

•  Medical/Surgical Supplier of  the Year 
Award: Cardinal Health.

•  National Account Manager of  the Year 
Award: Norman Frankel, Standard Textile.

•  Custom Solutions Partner of  the 
Year Award: Medtronic USA, Inc. 
Cardiovascular Group. JHC

Jody Hatcher Doug Gillan Byron Jobe
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PRIME VENDOR
By the Health Industry Distributors Association

HIDA Thought Leaders on 
Building a Better Supply Chain
It all comes down to collaboration

Getting the Most from Your Most Important Supplier  
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Powerful forces are driving fundamental change throughout healthcare 
and providers need their supply chain partners to help them adapt. That’s the message 
in the Health Industry Distributors Association’s new “Thought Leaders” white paper. 

HIDA thought leaders, including the organization’s board members and in-
dustry guests, developed the recommendations summarized in the white paper 
Healthcare Supply Chain 2020: Serving the Patient Across the Care Continuum.

Among the leaders’ top recommendations:
Collaboration: The paper calls for aggressive efforts to build supplier-provider 
partnership across the value chain to maximize clinical and financial outcomes. That 
means strengthening relationships, sharing expertise and resources, and increasing 
data-sharing to link products with outcomes. “We need to use and share the data to 
identify ways to reduce variation, which drives cost,” said one device manufacturer 
executive. A distributor leader added: “Your supply chain partner brings blocking 
and tackling for the logistics, plus data, plus collaboration on value analysis, supplier 
performance, experience with other healthcare systems, and so on. Use our exper-
tise – we are here to help you run a better business.” By working collaboratively, 
supply chain partners can identify and achieve savings from utilization management 
and inventory reductions, the leaders noted.

Processes: Process costs represent the next big frontier in the drive to reduce total 
cost-to-own, according to the white paper. “We need to think beyond the transaction 

and do what’s comprehensively better, 
not just what’s easy,” said one participant. 
The paper recommends:

•  Attacking wasteful costs in  
contracting processes

•  Leveraging suppliers’ help with 
standardization efforts

• Embracing data standards

Noted one manufacturer leader: “Right 
now we don’t have a great demand sig-
nal going up the chain from the point of  
use. We need to embrace technology and 
data standards in order to improve sup-
ply chain continuity and efficiency.” 

Care continuum: The thought lead-
ers noted that supply chain best prac-
tices must be applied across the entire 
continuum, not just in individual silos. 
They observed that the shift from in-
patient to outpatient care is accelerat-
ing, forcing supply chain managers to 
support many care settings such as 
inpatient departments, physician prac-
tices, nursing facilities, and home care, 
all with diverse needs. Said one leader: 
“The market isn’t just consolidating, 
it’s converging; the lines are blurring – 
hospitals, payers, non-acute providers. 
Providers are looking at the continuum 
as a whole, and we too need to look at 
the supply chain as a whole.” How to 
do that? It all comes back to collabora-
tion, the participants noted. JHC

HIDA Thought Leaders meet in December 2015 to discuss the many  
ways healthcare suppliers can serve changing provider needs. 

Visit www.HIDA.org/ThoughtLeaders today to download the white paper.
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AHRMM (Association for Healthcare Resource  

& Materials Management)

Annual Conference & Exhibition

July 31- Aug. 3, 2016

San Diego Convention Center

San Diego, Calif.

Federation of American Hospitals

Public Policy Conference & Business Exposition

March 5-7, 2017

Marriott Wardman Park Hotel

Washington, D.C.

HealthTrust

HealthTrust University Conference & Vendor Fair

Aug. 29 - Aug. 31, 2016

San Antonio, Texas

Aug. 29, 2016

HIDA (Health Industry Distributors Association)

HIDA Streamlining Healthcare Conference

Sept. 27-29, 2016

Hyatt Regency O’Hare

Chicago, Ill.

MDSI

ANAE Annual Conference

July 18-20, 2016

Nashville, Tn.

IDN Insights East

Sept. 8-9, 2016

Atlanta, Ga.

Market Insights

Oct. 24-25, 2016

Dallas, Texas

Premier

Breakthroughs Conference

June 21-24, 2016

Gaylord National

Washington, DC
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OBSERVATION DECK

Money for Nothing? Cigna Says ‘No’
Patients, payers and providers are all con-
cerned about increases in the price of  prescription drugs, 
whether they are generics, brand-name or specialty drugs. 
Crazy price hikes and Congressional hearings have drawn 
attention to the issue. Late last year, the Healthcare Sup-
ply Chain Association urged Congress to implement 
measures to mitigate generic drug price spikes. 

Recently, the American College of  Physicians 
weighed in with its own set of  recommendations. 
“The United States often pays more than other high-

the drugs. If  the drugs meet or exceed 
expected LDL-C reduction, the origi-
nal negotiated price remains in place.

“Pharmaceutical advances hold great 
promise for improving the health of  
Cigna’s customers, and outcomes-based 
agreements help ensure that this prom-
ise is delivered,” Christopher Bradbury, 
senior vice president, integrated clinical 
and specialty drug solutions for Cigna 
Pharmacy Management, was quoted as 
saying. “Innovating through the con-
tracting approach is one way we are help-
ing our customers and clients receive 
more value for their health care dollar.”

Contracts such as these couldn’t 
be signed without today’s sophisticat-
ed information systems – themselves 
a dream 10 or 15 years ago. And the 
possibilities are exciting.

By analyzing integrated medical and 
pharmacy claim data, for example, Cig-
na intends to determine whether there 
are cardiovascular improvements be-
yond reduction in their cholesterol lev-
els for Cigna customers related to their 
treatment with the new medications.

Including the agreements with 
Sanofi/Regeneron and Amgen, Cigna 
now has value-based contracts in place 
with pharmaceutical companies covering 
medications for cholesterol, heart failure, 
diabetes, multiple sclerosis, and hepatitis C.

True, the devil is probably in the 
details of  such value-based contracts… 
and who would know that better than 
the contracting executives who read 
this magazine? Still, they offer provid-
ers some pushback to uncontrolled 
price hikes. JHC

income countries for the same drugs, and despite discounts, rebates, coupons, 
and assistance programs, high and increasing drug prices still threaten to keep 
patients from getting the drugs they need,” write the authors of  “Stemming the 
Escalating Cost of  Prescription Drugs,” an ACP position paper published in 
the July 5 issue of  the Annals of  Internal Medicine.

“Through collaboration and innovation, 
stakeholders have the ability to affect change 
by supporting transparency in how drugs 
are priced, developing and piloting novel 
approaches to evaluate and pay for drugs 
through evidence-based practices that reward 
advancements in the medical field, assuring 
access to needed prescription medication 
by not placing disproportionate economic 
burden on patients, encouraging informed 
patient participation in their health care deci-
sion-making, and ensuring a truly competitive 
marketplace,” the authors write.

Commercial payer Cigna Corp. must have been reading the College’s mind, 
as it announced in mid-May its decision to sign “value-based contracts” with two 
manufacturers of  cholesterol-lowering drugs. The contracts – signed with Amgen 
and Sanofi/Regeneron – modify the cost of  the PCSK9 inhibitors Repatha™ and 
Praluent® based on how well customers respond to the medications, “aligning in-
centives by linking financial terms to improved customer health,” says Cigna.

A good idea 10 years ago, outcomes-based purchasing for medical devices 
and pharmaceuticals is coming of  age.

Cigna’s contracts with the two drug companies are independent of  each other, 
“but they share the same overall objective,” the company says. “If  Cigna’s custom-
ers aren’t able to reduce their LDL-C levels at least as well as what was experienced 
in clinical trials, the two pharmaceutical companies will further discount the cost of  

Mark Thill
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improving the health 
of Cigna’s customers, 
and outcomes-based 

agreements help 
ensure that this 

promise is delivered.” 
– Christopher Bradbury
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Beautiful music requires the 
synchronization of talented, 
trained professionals. Our 
credentials include operator 
experience and scale that have 
orchestrated a truly integrated 
supply chain in harmony with 
labor management, revenue 
cycle and IT solutions provided 
by Parallon.  

Call on us at 
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to fine-tune your performance.


