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TRENDS

In 2007, Deamonte Driver, a 12-year-old boy outside 
Washington, D.C., died of a brain infection stemming from 

untreated tooth decay. Driver’s family couldn’t afford health 

insurance, and he wasn’t approved by Medicaid in time to 

visit an oral surgeon for the treatment that would have pre-

vented his death. His death sparked a national outcry over 

the state of United States healthcare, and brought the im-

portance of oral health into sharp focus.

Insurance kicks in
Since Driver’s death, oral health has become recognized 

as a critical component of overall health assessments, says 

By David Thill

Oral Health and  
the Family Physician
Growing awareness of the importance of oral health 

creates opportunity for more than just dentists.

Kevin Brown, senior vice president at 

Premier Medical Products. “For too 

long, oral healthcare has been sepa-

rated from routine medical care,” 

he says. “By overseeing the medical 

products division of Premier Dental 

Products, this is a frequent topic of 

discussion for us.”

Incremental progress has been 

made in building awareness of the 

importance of oral health to sys-

temic health. The beginning of 2015 

brought the establishment of Medical 

CPT code 99188, allowing physicians 

and other professionals reimburse-

ment from insurers, including Med-

icaid, for applying fluoride varnish to 

patients under six years of age. Brown 

notes that some states also allow 

medical practitioners to perform an-

nual oral risk assessment exams.
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In 2015, the American Academy of Pediatrics (AAP) added 

fluoride varnish to its Periodicity Schedule of Recommenda-

tions for Preventive Pediatric Health Care. Brown says that 

since pediatricians and family practice physicians are most 

likely to see these young patients – especially those like Driv-

er, from underserved populations, who are often without a 

dental home – they are being targeted by professional orga-

nizations such as the AAP to get involved in oral health.

Bridging the gap
According to a 2015 article released by the American Acade-

my of Family Physicians (AAFP), dental caries is the most com-

mon chronic disease among children. At the same time, the 

people who need the most urgent treatment for caries com-

monly lack access to insurance that covers it. Brown points to 

the 2013 Affordable Care Act, which includes basic oral health 

as a medical coverage benefit, as a step in the right direction.

The AAFP article quotes Kathryn Phillips, MPH, program 

director at consulting firm Qualis Health, who observed that 

though expanding access to affordable dental care is impor-

tant, “that alone is unlikely to solve our current problem. The 

need is simply too great.”

The first step to incorporating oral health in overall health 

is for primary care physicians and their staff to be willing to 

talk with patients about oral health, adds Jeff Hummel, M.D., 

MPH, medical director for informatics 

at Qualis, in the same article. “Patients 

appreciate the attention to oral health, 

and they respond to coaching.”

In December 2015, the AAFP voiced 

its support for the Oral Health Delivery 

Framework, a five-step plan that pri-

mary care teams can take to incorporate 

oral health into their practices. Qualis 

formed the plan based on an initiative 

“to develop, test, and disseminate an 

actionable pathway for delivering oral 

health care in the primary care setting,” 

according to a white paper 

published by the firm. The 

Framework is currently being 

tested at several community 

health centers and private 

practices across five states.

In addition to offering 

preventive interventions, the 

plan also calls for the primary 

care physician to refer the 

patient to a dentist or other 

medical specialist. The AAFP notes the 

importance of the bridge between 

family physicians and dentists. “Den-

tal professionals need to be part of 

team-based care, even if they are 

physically located beyond our walls,” 

says Mark Deutchman, M.D., pro-

fessor in the Department of Family 

Medicine at the University of Colora-

do Anschutz Medical Campus School 

of Medicine, and a key member of 

the Framework’s development team.

“ The first step to incorporating oral health 
in overall health is for primary care 
physicians and their staff to be willing 
to talk with patients about oral health. 
Patients appreciate the attention to oral 
health, and they respond to coaching.”

–  Jeff Hummel, M.D., MPH, medical director for  
informatics at Qualis, in the same article

TRENDS
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David Thill is a contributing editor for Repertoire.

David Krol, M.D., MPH, and chairman of the AAP’s Section 

on Oral Health, agrees. “The ultimate goal is always to get the 

child connected to a dental home,” he says.

Krol also observes that because referral is such an im-

portant part of the process, “relationship-building between 

physicians and dentists is critical for 

success. Once that relationship is de-

veloped, a strong collaboration built 

on trust and communication can be 

formed that benefits the patient.” JHC

The Oral Health Delivery Framework delin-

eates the activities for which a primary care 

team can take accountability, according to 

Qualis Health. Activities are grouped into five 

categories: Ask, Look, Decide, Act, and Docu-

ment and Follow Up.
1.  Ask about symptoms that suggest 

oral disease and factors that place pa-

tients at increased risk for oral disease. 

Two or three simple questions can be 

asked to elicit symptoms of oral dry-

ness, pain or bleeding in the mouth, 

oral hygiene and dietary habits, and 

length of time since the patient last 

saw a dentist.
2.  Look for signs that indicate oral health 

risk or active oral disease. Assess the 

adequacy of salivary flow; look for signs 

of poor oral hygiene, white spots or 

cavities, gum recession or periodontal 

inflammation; and conduct an exami-

nation of the oral mucosa and tongue 

for signs of disease.

3.  Decide on the most appropriate 

response. Determine a course of action 

using standardized criteria based on 

the answers to the screening and risk 

assessment questions; findings of the 

oral exam; and the values, preferences, 

and goals of the patient and family.
4.  Act by delivering preventive interven-

tions and/or placing an order for a 

referral to a dentist or medical special-

ist. Preventive interventions delivered 

in the primary care setting may include: 

1) changes in the medication list to 

protect the saliva, teeth, and gums; 2) 

fluoride therapy; 3) dietary counseling 

to protect the teeth and gums; 4) oral 

hygiene training; and 5) therapy for 

tobacco, alcohol, or drug addiction.
5.  Document the findings as structured 

data to organize information for decision 

support, measure care processes, and 

monitor clinical outcomes so that quality 

of care can be managed. (Follow up.)

Five steps for the primary care team

Source: Oral Health: An Essential Component of Primary Care, by Qualis Health, June 2015, 
www.safetynetmedicalhome.org/sites/default/files/White-Paper-Oral-Health-Primary-Care.pdf
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Providing fluoride treatments isn’t just an op-
portunity for doctors to increase revenue; it’s 
a critical service to young patients. But proper 
training is essential, according to those with 
whom JHC spoke.

“Dental caries is a significant problem for 
many children in the U.S., and we know that 
not all children see a dentist early in life” – es-
pecially those most at risk for disease – says Da-
vid Krol, M.D., MPH, chairman of the American 
Academy of Pediatrics Section on Oral Health.

“While national guidelines recommend all 
children see a dentist at age one, access is still 
a problem,” says Alan Douglass, M.D., director 
of the family medicine residency program at 
Middlesex Hospital in Middletown, Conn. Pri-
mary care physicians are the doctors who see 
children the most, so providing services such 
as fluoride treatments, which can reduce car-
ies risk anywhere between 25 and 63 percent, 
is a tremendous benefit to patients.

Traditionally, physicians and dentists have 
operated parallel to each other. But now that 
physicians can offer these types of services, 
says Douglass, the two professions have the 
chance to work more closely to provide coor-
dinated care. In fact, when a young child re-
ceives fluoride treatments from their doctor, 
they are more likely to see a dentist.

In order for pediatricians and family physicians 
to be prepared to administer these treatments, 
they must understand the caries process and the 
various interventions to address it, says Krol. From 
dietary interventions to antibacterial approaches 
to fluoride treatments, “a good understanding 

of the pathophysiology helps pediatricians un-
derstand the approach to prevent and address 
disease and maintain good oral health in their pa-
tients.” This cross training in oral health is increas-
ing at all levels of pediatrician training: under-
graduate, graduate, and continuing education.

Douglass points to programs such as the So-
ciety of Teachers of Family Medicine Smiles for 
Life curriculum, which provides online courses 
for family physicians and other healthcare pro-
viders to take for fluoride treatment certifica-
tion, as some of the relatively quick and con-
venient training options available today. The 
curriculum is endorsed by the American Acad-
emy of Family Physicians and numerous other 
professional medical and dental societies.

As physicians provide dental services such 
as fluoride treatments, and dentists provide 
medical services such as blood pressure read-
ings, the subject of crossover between the 
two professions is a popular topic of conver-
sation, he says. “There are places where those 
intersections can be of great value to pa-
tients,” so long as the professionals providing 
the services receive adequate training.

“It’s all about having two-way referral sys-
tems,” says Douglass: dentists referring pa-
tients to doctors, doctors referring patients to 
dentists. “The place I don’t want to see us go 
is more and more people taking on different 
roles and not communicating.”

“I think it would be wonderful if all medical 
professionals recognized the importance of 
oral health,” says Krol. “The more we all work 
together for our patients, the better.”

A vital service

TRENDS
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Reducing 
Hospital 

Readmissions
Growing awareness on the 

part of post-acute-care 
facilities, together with 
financial penalties, are 

expected to continue to 
reduce hospital readmissions.

Organizations – from hospitals to post-

acute-care organizations to medical products dis-

tributors – are doing their part to facilitate chang-

es that reduce hospital readmissions. However, 

the approach to change varies from one organi-

zation to the next, making it more important than 

ever for stakeholders to understand the issues.

By Laura Thill
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POST-ACUTE-CARE

“There are several issues that post-acute care 

facilities face now – and certainly will face in the 

future – regarding hospital readmissions,” says 

Susan LaGrange, RN, BSN, NHA, CDONA, CIMT, 

director of education, Pathway Health. “For 

several years now, hospitals have been choos-

ing their post-acute care partners and provid-

ers wisely, due to the financial 

consequences of readmissions 

within 30 days with certain di-

agnoses. Effective April, 2016, 

the Centers for Medicare and 

Medicaid Services (CMS) began 

posting data for six new Quali-

ty Measures, including the Per-

centage of short-stay residents 

who were re-hospitalized after a 

nursing home admission.” With 

Value Based Purchasing (VBP), 

organizations that have a high 

30-day re-hospitalization rate 

(including observation stays) 

will face financial penalties, 

she adds.

Long-term-care facilities 

– long before they morphed 

into post-acute-care organiza-

tions – recognized the need for 

protocols designed to reduce 

hospital readmissions, but until now, their ap-

proach has varied. “Up to this point, there have 

been vast differences in how organizations have 

embraced the need for change,” says LaGrange. 

“Some organizations have been proactive by 

putting into place evidence-based standards of 

practice [designed to] keep the resident safely 

in the facility.” For instance, some programs pro-

vide front-line staff with resources and training 

to identify acute changes in a patient’s condi-

tion early on, she explains, allowing them to 

communicate more closely with the practitioner 

and better manage the patient’s treatment. That 

said, “there are some organiza-

tions that have yet to put into 

place an organized process,” 

she adds.

Moving forward
Readmission penalties – to-

gether with the changing 

mindset that providers must 

take steps to improve the qual-

ity and coordination of care 

from hospitalization through 

recovery – have led hospitals to 

change their discharge practic-

es, according to experts. “I do 

believe that the readmission 

penalties have led to some im-

proved discharge practices, in-

cluding better communication 

of resident needs and stability 

of resident condition when dis-

charged into the post–acute 

care settings,” says LaGrange. “In talking to pro-

viders across the country, [I see] there continues 

to be a good number of hospital discharges that 

occur on a Friday or Saturday, when the facility 

staff must talk to on-call physicians to clarify or-

ders, or discuss unstable conditions, and these 

“I do believe that 
the readmission 

penalties have led 
to some improved 
discharge practices, 

including better 
communication of 
resident needs and 
stability of resident 

condition when 
discharged into  
the post–acute 
care settings.” 

– Susan LaGrange
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POST-ACUTE-CARE

physicians are not always familiar with the resi-

dent. There may continue to be opportunities 

in this area on both sides – that of the hospital 

to ensure stability of the resident’s condition for 

discharge with good communication, and that 

of the post-acute care facility to prepare with a 

good pre-admission assessment process for a 

successful care transition.”

LaGrange predicts that post-acute-care facili-

ties that closely consider “the culture of the 

readmission process, from admission through 

discharge, and collaborate with all entities the 

facility works with, as well as in-house sys-

tems” will be most likely to succeed at limiting 

hospital readmissions. This will entail the fol-

lowing, she notes:

•  Communicate. Communication with 

the acute-care provider is crucial to en-

sure that the resident is appropriate for 

discharge to the post-acute care setting 

and that the proper care and resources are 

ready for the admission.  

•  Organize. The organizational process and 

systems management in the organization are 

essential to be able to identify early changes 

of condition and a streamlined approach to 

the evaluation/assessment, communication 

and care management in the facility.

•  Educate and train. Nurses require 

training on the assessment process, disease 

management and system processes for 

quality of care.

•  Plan. Successful discharge planning should 

start on the day of admission.

•  Follow up. It’s important to follow up on 

discharged patients to ensure the successful 

transition of care and assistance with man-

agement in a new setting.

Indeed, it’s essential that post-acute-care fa-

cilities collaborate and communicate well with 

acute-care providers, she continues. “The post-

acute care provider could have a key clinical 

contact meet with the hospital discharge plan-

ning team to discuss opportunities for successful 

care transition and to include good assessment, 

preparation and communication of the patient’s 

needs and condition,” she says. “The biggest ob-

stacles today revolve around time. Nurses (both 

acute care and post-acute care) face such chal-

lenges as time and inadequate staffing resources. 

Unfortunately, with Value Based Purchasing, the 

nursing home could face an even greater struggle 

with resources if quality systems are not in place 

and the readmission numbers are high.”

New post-acute-care protocols designed to 

reduce hospital readmissions are long overdue, 

notes LaGrange. “Studies have clearly indicated 

that a good number of hospital readmissions 

within 30 days of discharge could have been 

avoided,” she points out. “When good systems 

are in place for all sides of the care transition 

process, changes of condition are identified ear-

ly and managed. This provides for quality of care 

for the [patient], while saving tax payer dollars at 

the same time.” JHC
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Key Issues and Strategies Impacting Readmissions for Diverse Populations

Topic Issues and Strategies 

Discharge and  
care transitions 

Racial and ethnic minorities are less likely than white patients to follow up with a 
primary care provider or an appropriate specialist after discharge.

•  Provide early discharge planning and follow-up for patients at  
high risk for readmission.

•  Communicate with patients about the importance of early follow-up. Support 
may be needed to schedule appointments and address potential barriers to 
follow-up among racial and ethnic minority patients  
(e.g., lack of usual source of care, transportation issues, language barriers). 

Usual source of care/link-
age to primary care 

Racial and ethnic minorities are less likely to be linked to a primary care provider or 
have a usual source of care. Lack of this linkage leads to lower quality care. 

•  Determine whether the patient is linked to a primary care provider or has a 
usual source of care. 

•  If no linkage exists, attempt to provide a referral and assure the patient can be 
navigated to a new primary care provider.

Language barriers and  
access to interpreter 
services 

Limited English proficiency is associated with several factors that contribute to avoid-
able readmissions, including lower rates of outpatient follow-up and use of preventive 
services, medication adherence, and understanding discharge diagnosis and instructions.

•  Ensure that patients with limited English proficiency are aware of and have 
access to professional medical interpreter services during inpatient stays, dis-
charge, and when accessing post-hospital care.39 

•  Ensure that discharge instructions are communicated in the patient’s preferred 
language. Written materials should take into account both literacy level and the 
preferred language of the patient and/or caregiver. Simply translating instructions 
may be insufficient to ensure patient understanding. 

•  Include family members and/or caregivers in care as appropriate, work with 
members of the extended care team (such as community health workers), and 
coordinate with traditional healers to help facilitate culturally competent care 
for patients with limited English proficiency.

Health literacy Many factors that contribute to readmissions for racial and ethnic minority populations 
are associated with health literacy (e.g., limited knowledge of medical condition, poor 
ability to manage medications and self-care, non-adherence to treatment plans).

•  Conduct early screening and documentation of literacy and health literacy to en-
sure providers are aware of the patient’s level of health literacy at all stages of care. 

•  Provide low literacy discharge instructions and educational materials that incor-
porate adult learning principles to facilitate patient understanding of diagnosis 
and treatment regimen.

•  Reduce the complexity of self-care instructions provided to patients. 
•  Use terminology the patient understands, and avoid the use of medical jargon. Using 

relatable language is especially important when working with patients with limited 
English proficiency who may experience additional barriers to communication.
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Culturally competent 
patient education 

Cultural beliefs and customs influence patients’ health behaviors, perceptions of care, 
and interpretation of medical information or advice. 

•  Facilitate trust with patients by demonstrating respect for cultural practices 
and beliefs that may impact understanding of the disease, treatment, possible 
outcomes, and risks, as well as patient self-management, and tailor patient 
education accordingly. 

•  Engage families in care transitions, as appropriate, and leverage cultural beliefs 
or practices that promote self-care and family or social support.  

•  Link patients to community-based educational programs offered by institutions that 
engender trust (e.g., faith organizations, community-based cultural organizations) 

•  Address cultural factors predictive of medication non-adherence, such as 
patient perceptions regarding the benefits of Western vs. Eastern medicine and 
perceptions of susceptibility to disease/harm.

Social Determinants Factors linked to socioeconomic resources are associated with higher readmission 
rates for patients at minority-serving hospitals. 

•  Connect patients with community resources such as medication assistance 
programs, assistance with daily living, and services that address the social deter-
minants of health (e.g., housing and food security, transportation, employment) 
in order to address financial barriers that disproportionately affect racial and 
ethnic minorities.

• Facilitate supplemental health insurance for underinsured patients.
•  Improve social support through family-centered care, use of health information 

technology, and community-based interventions that reduce social isolation.

Mental health Anxiety and depression disproportionately impact certain minority groups (e.g., black 
patients with heart failure), and poor mental health has been shown to impact access 
to services and self-care after discharge. 

•  Assess patients for depression, assist them in accessing culturally competent men-
tal health services, and support culturally-relevant coping mechanisms (e.g., spiri-
tuality). Stigma about diagnosis and variation in the cultural meaning of depres-
sion for minority populations may pose challenges to diagnosis and treatment 

Co-morbidities Racial and ethnic minorities commonly have multiple co-morbidities, resulting in 
higher readmission risk. 

•  Focus on the full spectrum of the patient’s health, not just the admitting  
diagnosis, especially for patients with multiple chronic conditions. 

•  Ensure appropriate referral to specialty care for co-morbidities. 
•  Implement policies that foster the use of multi-disciplinary disease  

management teams and provide payment for care coordination. 

Source: Guide to Preventing Readmissions Among Racially and Ethnically Diverse Medicare Beneficiaries  
(Centers for Medicare and Medicaid Services/CMS)
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TOMORROW’S PHYSICIAN

Tomorrow’s physicians will possess abundant clini-
cal skills. But they will also bring a broader outlook to their 

profession than many of their predecessors. At least that’s 

how the educators at Mayo Medical School in Rochester, 

Minn., see things.

“Healthcare delivery is changing at a phenomenal rate. 

How I practiced five or ten years ago is very different from 

how I practice today,” says Liselotte “Lotte” Dyrbye, M.D., 

MHPE, professor of medicine. Mayo is one of the 32 medical 

schools across the nation taking part in the American Medi-

cal Association’s “Accelerating Change in Medical Education” 

initiative, designed to help tomorrow’s doctors respond to a 

rapidly changing medical landscape.

Editor’s note: Sensing a gap 

between how physicians are educated 

and the future needs of the U.S. 

healthcare system, the American 

Medical Association in 2013 launched 

its “Accelerating Change in Medical 

Education” initiative. The association 

awarded grants to 11 medical schools 

to fund selected innovations in medical 

education, and then expanded the 

program in 2015 to an additional 21 

schools. Here’s a look at one program 

shaping tomorrow’s physicians. 

Training Tomorrow’s Leaders
Mayo Medical School is preparing med students for a challenging future
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Agents for change
Mayo’s 2015-2016 first-year medical students were the first 

to experience a new core curriculum, focusing on six Science 

of Health Care Delivery (SHCD) domains:

• High-value care

• Population-centered care

• Team-based care

• Leadership

• Person-centered care

• Health policy, economics, and technology

The SHCD curriculum, developed in collaboration with 

Arizona State University, uses a blended learning format 

in which students participate in online learning modules  

connected to in-class experiences, says Dyrbye. This way, 

“when they come into the classroom, it’s more about under-

standing and discussion.”

This new core curriculum aims to educate students to be 

not just doctors, but leaders in healthcare reform. To that end, 

students also have the option to pursue a master’s degree in 

Science of Health Care Delivery in tandem with their medical 

degree. The master’s degree will enable students to become 

agents for healthcare system changes, says Stephanie Starr, 

M.D., assistant professor of pediatrics 

at Mayo Medical School. “They will be 

uniquely positioned to close gaps relat-

ed to healthcare delivery, lead change 

and affect policy.”

Starts at home
Mayo’s program places students’ well-

being at the forefront. Dyrbye, who has 

researched the topic extensively, notes 

that depression and burnout tend 

to affect medical students – whose 

education requires significant time,  

energy, and money – more so than stu-

dents in other areas.

The THRIVE component of 

Mayo’s program provides stu-

dents with several resources. 

Most notably, they learn about 

wellness in their classes. Ad-

ditionally, they have access 

to the Dan Abraham Healthy 

Living Center on the medical 

school campus, which offers 

workout and exercise facilities 

– as well as consultations in nu-

trition and stress management 

– to Mayo’s employees.

Students also have access to online re-

sources, including self-assessment tools 

to monitor their own emotional health, 

and national and local information about 

how to reduce stress, optimize their 

health, access care, and manage debt.

“We’re working on building social 

support,” says Dyrbye. This support 

“ Students are traditionally trained to learn 
basic science and clinical skills. But if we 
as physicians don’t know all these other 
pieces – around financing, healthcare 
improvement, and social determinants 
of health – then all those efforts around 
the clinical skills won’t pay off.” 

– Stephanie Starr, M.D.

TOMORROW’S PHYSICIAN
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Dyrbye adds that the grant has al-

lowed educators such as those at Mayo 

to innovate at a much faster pace than 

they would have without the AMA initia-

tive. “The richness of being able to come 

together with similarly minded individu-

als, from underserved communities to 

private schools,” has made the consor-

tium work well together, she says.

“Students are traditionally trained 

to learn basic science and clinical skills,” 

says Starr. “But if we as physicians don’t 

know all of these other pieces – around 

financing, healthcare improvement, and 

social determinants of health – then all 

those efforts around the clinical skills 

will not fully pay off.” JHC

system connects students with faculty and with each 

other, through one-on-one advisor meetings and small 

groups sessions. “It’s more than just about individual strat-

egies,” she says. “We do a lot of work around optimizing 

our learning environment.”

Working as a group
The opportunity to work with the other 31 schools in 

the American Medical Association consortium has been 

a delight, says Starr. “As we all seek to have individuals 

enter residency with specific healthcare delivery exper-

tise, we’re going to be able to move more quickly if we 

can agree across schools what graduates must be able 

to know and do, regardless of which school they attend-

ed.” As examples, she points to assessment and cost-ef-

ficiency tools that can be shared across the consortium 

to gauge success.

Medical school enrollment has grown 25 

percent since 2002–2003, and 30 percent 

growth should be achieved by 2017–2018, 

according to a report from the Association 

of American Medical Colleges. 

The report is based on the 12th annual 

AAMC Survey of Medical School Enrollment 

Plans. Each fall, the survey is sent to deans 

at all M.D.-granting U.S. medical schools 

with preliminary accreditation or higher. 

This most recent survey was conducted be-

tween September 2015 and January 2016. 

In 2006, in response to concerns of a 

likely future physician shortage, the AAMC 

recommended a 30 percent increase 

in first-year medical school enrollment 

by the 2015–2016 academic year (over 

2002–2003 levels). Using the baseline of 

the 2002–2003 first-year enrollment of 

16,488 students, a 30 percent increase 

corresponds to an increase of 4,946 stu-

dents. The survey results indicate that the 

30 percent goal will likely be attained by 

2017–2018. 

Med school enrollment up

Source: “Results of the 2015 Medical School Enrollment Survey,” Association of American 
Medical Colleges, http://members.aamc.org/eweb/upload/2015_Enrollment_Report.pdf

TOMORROW’S PHYSICIAN





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 
of EXPAREL may follow the administration of lidocaine after a delay of 20 minutes or more. Formulations of  
bupivacaine other than EXPAREL should not be administered within 96 hours following administration of EXPAREL. 
Monitoring of cardiovascular and neurological status as well as vital signs should be performed during and after 
injection of EXPAREL as with other local anesthetic products. Because amide-type local anesthetics, such as 
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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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There are many case studies 
about healthcare organizations pub-

lished just months after a supply chain 

technology is deployed, but what 

about two years’ post go-live? 

In 2014, the Journal of Healthcare 

Contracting published an article about 

Texas Health Resources and Inventory 

SPONSORED

Supply Chain Automation for 
250 Physician Clinics

THR’s journey three years post-implementation

Optimization Solutions (IOS), and their success in automat-

ing supply chain processes for 250 practices in Texas. IOS 

has been in the market for 13 years with more than 4,500 fa-

cilities today on their cloud-based supply chain technology. 

IOS works primarily in the health care non-acute space and 

automates the inventory, purchasing and accounts payable 

processes with a single sign on, bar code technology and an 

EDI platform.  

John Gaida, senior vice president of Supply Chain Man-

agement, needed a single technology Texas Health could 

wrap around 250 practices. This was no small task. Gaida had 

launched a physician program a few years prior and wanted 

to not only provide a valuable service to the practices, but 

he wanted to tie them closer to the IDN.  Creating visibility 

across the entire enterprise was key to creating value.  

“I learned fast that you have to customize whatever pro-

gram you are creating to the customer,” Gaida said. “The physician 
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office is nothing like the acute 

market, and that’s the first 

thing to get through your 

head.” Texas Health had a 

large number of practices 

and suppliers involved, and 

it was difficult to make deci-

sions without accurate data. 

“We needed to own the data. 

We needed to be able to com-

municate with all vendors,” 

Gaida said. “And it became 

clear that until we had our 

own data, we couldn’t make 

decisions about standardiza-

tion and cost reduction. We 

chose IOS technology for our 

supply chain needs because 

we were able to control the 

data and fully automate all vendors with a single sign on. We 

could also give each physician’s office control to track cost, 

order equipment and supplies, and manage their inventory.” 

In 11 weeks, 250 offices were successfully converted to IOS’s 

cloud based supply chain technology.  

We caught up with folks at Texas Health in early 2016 to 

find out how IOS technology is working two years later. Nate 

Mickish, senior director of Non-Acute Supply Chain Ser-

vices at Texas Health, responded to our request. “Much has 

changed since our initial implementation of ENVI in 2013,” 

Mickish said. “In addition to the 250-plus clinics within Texas 

Health Physicians Group, we’ve expanded our service to 12 

ambulatory surgery centers and 17 imaging centers. We’ve 

been able to develop processes that ensure contract pricing 

is honored, product standards are followed, and fiscal poli-

cies are adhered to across nearly 300 sites of care.”

Here are a few extra post-implementa-

tion highlights: 

•  Standardized 25 major categories 

across 250 clinics

•  Saved a total of $6 million in last 

two years (post implementation)

•  Created an approval process which 

prevents unnecessary orders

•  Use data to make decisions now 

that we have visibility across the 

entire enterprise and formed 

Texas Health’s first physician-led 

product selection committee for 

our physician group 

•  Lowered our risk in supply chain 

across the system’s continuum 

of care by proactively managing 

product recalls and backorders

•  In our ambulatory surgery centers, 

we have accurate case costing 

data now that we have imple-

mented the ‘Usages’ module

•  Identified opportunities to im-

prove billing processes for injec-

tions and point-of-care tests in 

the physician office space

 “We have saved our organization 

significant dollars and time by driv-

ing standardization, and we continue 

to improve overall performance by 

automating those manual processes 

and creating visibility across the en-

terprise,” Mickish said. “We have built, 

and are continuing to improve, what 

SPONSORED

“In addition to 
the 250-plus 
clinics within 
Texas Health 

Physicians 
Group, we’ve 
expanded our 

service to  
12 ambulatory 
surgery centers 
and 17 imaging 

centers.”
– Nate Mickish, senior 

director of Non-Acute Supply 
Chain Services at Texas Health
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SPONSORED

we believe to be a best-in-class service model to manage the 

non-acute supply chain. In fact, we are now offering our sup-

port – implementation, training, database management, etc. 

– for the IOS/ENVI platform to organizations outside of Texas 

Health. Our desire to meet a growing need in the non-acute 

market by extending our program to other organizations 

was the impetus to creating a new organization within our 

system named Texas Health Supply Chain Services.”  

From an IOS post two-year perspective: Steve Britt, 

managing partner and co-founder, said: “Our goal is to 

continuously evolve to meet the needs of our customers.  

We work with stand-alone surgery 

centers and physician offices, as 

much as we work with the 250 facil-

ity IDNs. We have 13 years of prod-

uct development behind us and with 

4,500 facilities live in the U.S, we get 

constant feedback on how to im-

prove.  As a supply chain leader in 

the healthcare non-acute space, we 

recognize the importance of contin-

uously listening to our customers.” 

John B Gaida: With over 35 years in health-

care supply chain management and support 

services, John brings unique leadership and 

industry experience to his current role as 

senior vice president, supply chain manage-

ment at Texas Health Resources, a 25 hospital 

IDN in the Dallas-Fort Worth area. His career 

includes work with nationally recognized 

healthcare systems, teaching institutions, all 

sizes of not-for-profit hospitals, a consulting 

firm, and the eCommerce world. John’s hon-

ors include lifetime fellow recognition by the 

Association for Healthcare Resource and Ma-

terials Management of the American Hospital 

Association and the AHRMM Gossett Award 

for leadership, dedication, and contribu-

tions to the profession. He is past president 

of AHRMM as well as serving on the board of 

directors for two separate terms. In 2007,he 

was selected by Healthcare Purchasing News 

(HPN) magazine as one of the 30 most influ-

ential supply chain professionals in the last 30 

years. Lastly, he is currently on the Board of 

Directors of the Strategic Marketplace Initia-

tive (SMI) serving as Founder and Past Chair-

man and is serving on the Board of Directors 

of the Bellwether League as Chairman. Presi-

dent, Supply Chain Management

Nate Mickish: Since joining Texas Health in 

January 2013, Nate has lead a talented team 

that has designed, built and deployed a high-

performing and fully integrated supply chain 

program for all of the system’s non-acute sites 

(250 physician offices, 12 ASC’s, 17 diagnostics 

centers). This program has provided millions of 

dollars in cost reductions for Texas Health, driv-

en Premier contract uptake, and created stan-

dards for products and processes. Nate is one of 

six individuals to be honored by the Bellwether 

League for the inaugural ‘Future Famer’ award 

in 2015. He earned his MBA from the University 

of Nebraska – Omaha and his BSBA-Accounting 

from the University of Nebraska – Lincoln.
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Under the Radar
Interaction between nurses and sales reps studied

The Physician Payment Sunshine Act threw a spotlight on how many 
payments and items of value vendors give to physicians and teaching hospitals. But 
a recent article in the Annals of Internal Medicine, the journal of the American College 
of Physicians, may turn a spotlight onto a hitherto unexplored relationship – that 
between industry reps and nurses.

“Nurse–industry interactions may be common and influential, but they remain 
invisible in the current policy climate,” write the authors of the article – Quinn 
Grundy, PhD, RN; Lisa A. Bero, PhD; and Ruth E. Malone, PhD, RN.
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“Although some aspects of these interactions may be ben-

eficial, others may pose financial risks to hospitals or safety 

risks to patients. Disclosure strategies alone do not provide 

health professionals with adequate support to manage day-

to-day interactions. Management of industry interactions 

must include guidance for nurses.”

Under the radar
“[A]lmost nothing is known about the ways that RNs interact 

with industry, though research suggests they may have be-

come an important ‘soft target’ for industry and a back door 

to prescribers in light of increasing restrictions on physician-

industry interactions,” according to the authors. “This has 

been accompanied by a shift within the medical industry 

away from traditional marketing channels targeted at phy-

sicians, including a reduction in face-to-face marketing and 

an increase in marketing directed at non-physician clinicians, 

payers and patients.”

Yet administrators appear to be unaware of what’s going on.

To find out the true nature of nurse-sales rep interaction, 

the researchers surveyed and shadowed staff nurses, and 

asked questions of administrators, supply chain profession-

als and vendor representatives. “Administrators at eight insti-

tutions were initially approached,” write the authors. “How-

ever, most asserted that nurse-industry interactions ‘didn’t 

happen’ at their hospitals and that ‘nurses didn’t have much 

interface’ with industry.” None of the hospitals’ policies on in-

dustry explicitly referenced nurses or nursing practice.

Administrators often characterized 

reps’ in-service education to staff nurs-

es as a “one-time, one-way, contracted 

event that was therefore outside the 

scope of industry relations policy,” 

according to the authors. “However, 

nurses who were responsible for in-

service education experienced indus-

try-delivered in-service education as a 

different phenomenon that was more 

akin to marketing.”

Although marketing to nurses was 

widely considered innocuous because 

it is difficult to link to partic-

ular decisions, nurses spoke 

of their ability to influence 

the distribution of resourc-

es and to affect patient care 

and institutional systems. 

For example, one infection 

control nurse served on all 

of the purchasing committees at her 

hospital. “She explained that for every 

product being considered for purchase, 

‘my concerns have to be addressed be-

fore we make a final decision to go with 

a company or against a company.’ This 

nurse reported that she was heavily 

courted by sales representatives, who 

sought to form a relationship with her 

and to provide product information, 

gifts, and samples.”

Solutions
The researchers concluded that although 

some aspects of these interactions may 

TRENDS

“ Nurse–industry interactions may 
be common and influential, 
but they remain invisible in the 
current policy climate.”



The Art and Science
of Orthobiologics.

The power to promote bone formation 
is in your hands.

At Bioventus Surgical, we understand the extraordinary potential 
of orthobiologics in bone formation. We are solely focused on 
orthobiologic product performance and are committed to 
deliver best-in-class solutions that meet the requirements of 
surgeons across a broad range of patient needs, procedures, 
and hardware selection.

The Art and Science of Orthobiologics.

BioventusSurgical.com
Learn more about Bioventus Surgical and our portfolio at 

©2016 Bioventus LLC.  I  All registered trademarks are owned by Bioventus LLC.  I  SMK-001742  I  06/16



July 2016 | The Journal of Healthcare Contracting42

be beneficial, others may pose risks “to the financial via-

bility of hospitals, the safety of patient care, and the pres-

ervation of the public’s trust in the healthcare system.” 

What’s needed are policies that include all health care 

disciplines and aim to manage marketing and conflicts of 

interest, they say. 

The researchers recommend that providers take the 

following steps.

•  Include nurses at all levels in the development of uni-

versity and hospital-industry relations policy to ensure 

that the policy is relevant to their practice. 

•  Allow the nursing profession to take a leadership role 

by incorporating nurse-industry interactions into pro-

fessional codes of ethics, adopting conflict-of-interest 

policies in nursing schools and professional associa-

tions, and incorporating preparation for interactions 

with industry into curricula. 

•  Use industry representatives to 

augment clinical expertise, but 

don’t outsource that function to 

them. Industry-delivered educa-

tion should be supervised by 

hospital staff.

•  Vendors should compensate sup-

port personnel with salary, not 

commission. Nursing staff should 

receive regular training to ensure 

that the boundaries between sales 

and support are maintained.

•  Hospitals should invest in in-house 

education and support to ensure 

unbiased, evidence-based continu-

ing education and adherence to 

hospital policy. 

TRENDS

Most administrators asserted that nurse-
industry interactions didn’t happen at 

their hospitals and that nurses didn’t 
have much interface with industry.
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Editor’s note: the Code of Ethics for Nurses with Interpretive Statements may be viewed at  

www.nursingworld.org/MainMenuCategories/EthicsStandards/CodeofEthicsforNurses/ 

Code-of-Ethics-2015-Part-1.pdf

The study in the Annals of Internal Medicine “ad-

dresses an important issue, but more research 

is needed given its narrow scope,” said Cheryl A. 

Peterson, MSN, RN, senior director, nursing pro-

grams, American Nurses Association, respond-

ing to questions about “Marketing and the Most 

Trusted Profession: The Invisible Interactions Be-

tween Registered Nurses and Industry.”

“Conflict-of-interest issues arise in every prac-

tice setting,” she said. “However, the Code of Eth-

ics for Nurses with Interpretive Statements makes 

it clear that the nurse’s primary duty is to the 

patient. The Code of Ethics also mandates that 

nurses in all roles must identify and, whenever 

possible, avoid conflicts of interest. Nurses must 

ethically address such conflicts in ways that en-

sure patient safety and promote the patient’s 

best interests.

“For the past 14 years, the public has voted 

nursing as the most honest and ethical profes-

sion in America, and with good reason. The public 

trusts nurses, and with that trust comes a respon-

sibility to uphold the highest levels of quality and 

standards in our practice.”

Nurses agree: An issue worth studying

Source: “Marketing and the Most Trusted Profession: The Invisible Interactions Between Registered 

Nurses and Industry,” Annals of Internal Medicine, Vol. 164, No. 11, Jun 7, 2016.

TRENDS

•  Hospital administrators need 

to recognize and support 

nurses’ work with industry. 

“Such work through pur-

chasing and product evalu-

ation committees should be 

supported with policies and 

tools to identify and man-

age conflicts of interest and 

to support independent, 

evidence-based and cost-

effective decision-making.”

“Interacting with industry is 

a reality for practicing nurses 

in acute care hospitals,” con-

clude the authors. “This should 

be made visible and explicitly 

identified in job descriptions, 

should be part of staff orienta-

tion, and should be regularly 

supported through continuing 

education that addresses the 

ethical and practical aspects of 

industry relations.” JHC

“Interacting 
with industry 
is a reality for 

practicing 
nurses in 

acute care 
hospitals.”
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CMS issues proposed rule change regarding 

antibiotic stewardship programs

Yesterday, CMS released a proposed rule change 

to its Conditions of Participation which, among 

other changes, would require hospitals to imple-

ment antibiotic stewardship programs in order to 

participate in Medicare and Medicaid. In addition 

to requiring a hospital-wide infection prevention 

and control program and antibiotic stewardship 

program, the proposed rule change would re-

quire hospitals to appoint designated, qualified 

leaders for those programs. Studies have shown 

stewardship programs may lower the use of anti-

biotics by almost 20 percent and have linked such 

programs to a drop in infection rates. Unrelated 

to antibiotic stewardship or infection control, the 

proposed rule change would also require hospi-

tals to establish a policy prohibiting discrimina-

tion on the base of race, color, religion, national 

origin, sex and gender identity, sexual orienta-

tion, age or disability to participate in Medicare 

and Medicaid. CMS is accepting comments on 

the proposed rule through August 15. To read the 

proposed rule, visit www.cms.gov/Newsroom/

MediaReleaseDatabase/Fact-sheets/2016-Fact-

sheets-items/2016-06-13.html.

Judge denies FTC request to  

block Advocate / NorthShore merger

An Illinois federal judge denied the FTC’s request 

to block the merger of Advocate Health Care 

(Downers Grove, IL) and NorthShore University 

HealthSystem (Evanston, IL). The District Court 

Judge said the government did not provide 

enough evidence that the partnership would 

harm competition in the region. The FTC is cur-

rently considering its options in the case and 

could appeal the judge’s decision regarding the 

Advocate-NorthShore merger. The decision to 

deny the FTC’s request to block the Advocate-

NorthShore merger is the second recent loss for 

the FTC. At the end of May, a Pennsylvania judge 

denied the FTC’s request for a preliminary in-

junction to halt the merger of Penn State Milton 

S. Hershey Medical Center and PinnacleHealth 

System. The judge found that the government 

failed to meet its burden to show it was likely to 

ultimately succeed on the merits of its antitrust 

claim. The FTC is appealing that decision.

American Medical Association names 

Andrew Gurman as new president

The American Medical Association (AMA) named 

Andrew W. Gurman as the organization’s 171st 

president. Gurman, an orthopedic hand surgeon 

from Hollidaysburg, Pennsylvania, will focus his 

tenure on advancing the AMA’s three strategic fo-

cus areas: improving health outcomes for Ameri-

cans living with pre-diabetes and hypertension; 

accelerating change in medical education and 

preparing students for today’s healthcare system; 

and enhancing physician satisfaction and prac-

tice sustainability. Gurman served as AMA pres-

ident-elect this past year and previously served 

as speaker and vice speaker of the House of Del-

egates, the AMA’s major policy-making body, for 

eight years. He has served as board liaison to the 

AMA Foundation and represented the AMA at the 

Physician Consortium for Performance Improve-

ment and the National Association of Boards of 

Pharmacy Stakeholders Group on Opioid Pre-

scribing and Dispensing.
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