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DIABETES

Type 2 diabetes is typically prevent-

able with appropriate lifestyle changes. 

That’s why, in March 2016, the Depart-

ment of Health and Human Services 

announced its intention to launch a 

program in January 2018 that would 

reimburse providers for providing dia-

betes-prevention services to people at 

risk of developing Type 2 diabetes. The 

program, called the Medicare Diabetes 

Prevention Program (MDPP), would 

be modeled after a diabetes program 

developed by the Centers for Disease 

Control and Prevention.

In July, CMS issued proposed rules 

for the new program, including eligi-

bility. Public comment was allowed 

until September 6.

What is prediabetes?
CMS defines a diabetes prevention 

program as an evidence-based inter-

vention targeted to individuals with 

prediabetes, meaning those who have 

blood sugar that is higher than normal 

but not yet in the diabetes range. The 

risk of progression to Type 2 diabe-

tes in an individual with prediabetes 

is around 5 to 10 percent per year, or 

about five to 20 times higher than in 

individuals with normal blood glucose, 

according to CMS.

As proposed by CMS, the Medi-

care program would mimic the CDC-

administered program. That program 

– described as a structured health  

Stopping 
Diabetes  
in its Tracks 
HbA1c testing could play big role as  
Medicare addresses prediabetes

Diabetes is at epidemic levels in the Medicare popu-
lation, affecting more than 25 percent of Americans aged 65 

or older, reports the Center for Medicare and Medicaid Ser-

vices (CMS). Care for Americans aged 65 and older with dia-

betes accounts for roughly $104 billion annually, and these 

costs are growing. By 2050, diabetes prevalence is projected 

to increase two- to threefold if current trends continue.
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behavior change program – is delivered in community and 

healthcare settings by trained community health workers 

or health professionals. It consists of 16 intensive “core” ses-

sions of a CDC-approved curriculum in a group-based set-

ting, which provide practical training in long-term dietary 

change, increased physical activ-

ity, and problem-solving strate-

gies for overcoming challenges 

to sustaining weight loss and a 

healthy lifestyle. After the 16 core 

sessions, monthly maintenance 

sessions help to ensure that the 

participants maintain healthy be-

haviors. The primary goal of the in-

tervention is to reduce incidence 

of Type 2 diabetes by achieving 

at least 5 percent average weight 

loss among participants.

Who’s eligible?
CMS has proposed that coverage of Medicare Diabetes Pre-

vention Program services be available for beneficiaries who 

meet the following criteria:

• Are enrolled in Medicare Part B.

•  Have as of the date of attendance at the first Core Ses-

sion a body mass index (BMI) of at least 25 if not self-

identified as Asian, and a BMI of at least 23 if self-identi-

fied as Asian. (The CDC standards have defined a lower 

BMI for Asian individuals based on data that show 

Asians develop abnormal glucose levels at a lower BMI.)

•  Have within the 12 months prior to attending the first 

Core Session a hemoglobin A1c test with a value be-

tween 5.7 and 6.4 percent, or a fasting plasma glucose of 

110-125 mg/dL, or a two-hour post-glucose challenge of 

140-199 mg/dL (oral glucose tolerance test). (CMS uses 

this definition of prediabetes instead of the definition 

in the 2016 American Diabetes 

Association Standards of Care be-

cause the ADA standards includes 

the use of a hemoglobin A1c test 

to diagnose prediabetes and the 

CMS actuarial certification uses the 

World Health Organization defini-

tion of prediabetes as a fasting 

plasma glucose of 110-125 mg/dL.)

•  Have no previous diagnosis of Type 1 

or Type 2 diabetes. A beneficiary with 

previous diagnosis of gestational 

diabetes is eligible for the program.

•  Does not have end-stage renal 

disease (ESRD).

Under the proposed rules, benefi-

ciaries who meet the coverage criteria 

would be able to enroll in the MDPP 

only once. However, those benefi-

ciaries who complete the 12-month 

program and achieve and maintain 

a required minimum level of weight 

loss would be eligible for additional 

monthly maintenance sessions for as 

long as the weight loss is maintained. 

Who can provide services?
As of 2015, more than 800 organiza-

tions had preliminary or full recogni-

tion from the CDC Diabetes Prevention 

Recognition Program (DPRP) to pro-

vide DPP services. These organizations 

had served more than 40,000 partici-

pants. More than 60 health plans pro-

vide some coverage of DPP services.

The risk of 
progression to 

Type 2 diabetes 
in an individual 

with prediabetes 
is around 5 to 10 
percent per year,  
or about five to  
20 times higher 

than in individuals 
with normal  

blood glucose.
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In its July proposed rule, CMS proposes that any organiza-

tion recognized by the CDC to provide DPP services – that is, 

those with preliminary or full recognition – be eligible to ap-

ply for enrollment in Medicare as a supplier beginning on or 

after Jan. 1, 2017.

Organizations seeking to enroll in Medicare specifically to be-

come MDPP suppliers would be subject to screening under the 

Prediabetes curriculum

“high categorical risk category” defined by 

existing Medicare provisions. CMS made 

that proposal in the belief that MDPP sup-

pliers would probably bear some simi-

larities to home health agencies, because 

non-medical personnel may deliver MDPP 

services in a non-clinical setting. 

The proposed Medicare Diabetes Prevention Pro-
gram would use the diabetes-prevention curriculum ap-

proved by the Centers for Disease Control and Prevention.

During the first six months (weeks 1-26) of the intervention, 

each of the 16 core sessions must address one of these cur-

riculum topics, and all topics must be addressed by the end 

of the 16 sessions:
1. Welcome to the National Diabetes Prevention Program

2. Self-Monitoring Weight and Food Intake

3. Eating Less

4. Healthy Eating

5. Introduction to Physical Activity (Move Those Muscles)

6.  Overcoming Barriers to Physical Activity  

(Being Active – A Way of Life)
7. Balancing Calorie Intake and Output

8. Environmental Cues to Eating and Physical Activity

9. Problem-solving

10. Strategies for Healthy Eating Out

11. Reversing Negative Thoughts

12.  Dealing with Slips in  

Lifestyle Change
13.  Mixing Up Your Physical  

Activity: Aerobic Fitness
14. Social Cues

15. Managing Stress

16.  Staying Motivated,  

Program Wrap-up

The last six months (weeks 27-52) of 

the DPP 12-month intervention must 

include at least one core maintenance 

session delivered in each of the six 

months (for a minimum of six sessions), 

and all core maintenance sessions must 

address different topics:
1.  Welcome to the Second Phase of 

the Program
2.  Healthy Eating: Taking It One 

Meal at a Time

Editor’s note: To learn more about the National DPP please visit  
www.cdc.gov/diabetes/prevention/lifestyle-program/index.html.

For more information on the CDC-approved curriculum, which could be carried into the national 
Medicare program, go to www.cdc.gov/diabetes/prevention/pdf/curriculum_toc.pdf.
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In 2012, the Center for Medicare & Medicaid Innova-
tion (the Innovation Center) awarded a Health Care Innova-

tion Award (HCIA) to YMCA of the USA (Y-USA) to test whether 

Diabetes Prevention Program services could be successfully 

furnished by non-physician, community-based organizations 

to Medicare beneficiaries diagnosed with prediabetes and 

therefore at high risk for development of Type 2 diabetes. 

Between February 2013 and June 2015, the Y-USA, in 

partnership with 17 local YMCAs, the Diabetes Prevention 

and Control Alliance, and seven other non-profit organiza-

tions, enrolled a total of 7,804 Medicare beneficiaries into 

the model. Enrolled beneficiaries represented a diverse ge-

ography across the eight states of Arizona, Delaware, Flori-

da, Indiana, Minnesota, New York, Ohio, and Texas. 

Medicare beneficiaries demonstrated high rates of par-

ticipation and sustained engagement in the program. Ap-

proximately 83 percent of recruited Medicare beneficiaries  

3. Making Active Choices

4. Balance Your Thoughts for Long-Term Maintenance

5. Healthy Eating With Variety and Balance

6. Handling Holidays, Vacations, and Special Events

7.  More Volume, Fewer Calories  

(Adding Water Vegetables and Fiber)
8. Dietary Fats

9. Stress and Time Management

10.  Healthy Cooking: Tips for Food 

Preparation and  

Recipe Modification
11. Physical Activity Barriers

12. Preventing Relapse

13. Heart Health

14. Life With Type 2 Diabetes

15. Looking Back and Looking Forward 

Pilot program at the YMCA
attended at least four core sessions, and 

approximately 63 percent completed 

nine or more core sessions. 

Weight loss is a key indicator of suc-

cess among persons enrolled in a DPP, 

according to CMS. Those beneficiaries 

who attended at least one core session 

lost an average of 7.6 pounds, while 

beneficiaries who attended at least 

four core sessions lost an average of 9 

pounds. BMI was reduced from 32.9 to 

31.5 among Medicare beneficiaries who 

attended at least four core sessions. 

Independent evaluation reports are 

available on the Innovation Center’s 

website at https://innovation.cms.gov/ 

initiatives/Health-Care-Innovation-Awards.

Providers would be reimbursed for services pro-
vided through the Medicare Diabetes Prevention Pro-

gram at the times and in the amounts set forth below, 

with payment tied to number of sessions attended and 

What about reimbursement?
achievement of a minimum weight 

loss of 5 percent of baseline weight 

(body weight recorded during the 

beneficiary’s first core session). MDPP 



© 2016 Sekisui Diagnostics, LLC. All rights reserved. OSOM® is a registered U.S. trademark of Sekisui Diagnostics, LLC.www.osomtests.com MADE IN THE USA
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Go to go.sekisui-dx.com/jhc

“Gertie, we’re gonna need a bigger basket.”
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 Payment per beneficiary 
(non-cumulative)

Core Sessions  

1 session attended $25

4 sessions attended 50

9 sessions attended 100

Achievement of minimum weight loss of 5% from baseline weight 160

Achievement of advanced weight loss of 9% from baseline weight 25

Maximum Total for Core sessions 360

Maintenance Sessions (Maximum of 6 monthly sessions over 6 months 
in Year 1)

 

3 Maintenance sessions attended (with maintenance of minimum 
required weight loss from baseline)

45

6 Maintenance sessions attended (with maintenance of minimum 
required weight loss from baseline)

45

Maximum Total for Maintenance sessions 90

Maximum Total for first year 450

Maintenance Sessions After Year 1 (Minimum of 3 sessions attended 
per quarter/no maximum)

 

3 Maintenance sessions attended plus maintenance of minimum 
required weight loss from baseline

45

6 Maintenance sessions attended plus maintenance of minimum 
required weight loss from baseline

45

9 Maintenance sessions attended plus maintenance of minimum 
required weight loss from baseline

45

12 Maintenance sessions attended plus maintenance of minimum 
required weight loss from baseline

45

Maximum Total After First Year 180

providers would be required to attest to beneficiary ses-

sion attendance and weight loss at the time claims are 

submitted to Medicare for payment. Each beneficiary’s 

attendance must be documented through paper or  

electronic means, and each benefi-

ciary’s weight must be measured and 

recorded every MDPP session the 

beneficiary attends.

DPP Payment Model
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The American Medical Association, Intermoun-

tain Healthcare and Omada Health announced 

an initiative to help healthcare organizations 

adopt online behavior change interventions for 

patients at risk of developing type 2 diabetes, and 

to integrate those programs into provider referral 

and clinical workflow.

All three organizations believe evidence-

based, technology-enabled care models are key 

to addressing the more than 86 million Ameri-

cans who currently have prediabetes, they said 

in a statement. People with prediabetes have 

higher than normal blood glucose levels, but not 

high enough yet to be considered type 2 diabe-

tes. Research shows that 15 to 30 percent of peo-

ple with prediabetes will develop type 2 diabetes 

within five years unless they lose weight through 

healthy eating and increased physical activity. Up 

to 90 percent of people with prediabetes are un-

aware that they have the condition. Within Inter-

mountain’s service area, it’s estimated that more 

than 114,000 people are living with prediabetes.

Omada Health is a digital behavioral medicine 

company that encourages people to change the 

habits that put them most at risk for chronic con-

ditions, such as heart disease and type 2 diabe-

tes. The company is the largest CDC-recognized 

provider of the National Diabetes Prevention Pro-

gram, and since its founding, has enrolled more 

than 60,000 participants.

Last year, Omada Health reportedly became 

the first digital health company to publish peer-

reviewed results demonstrating that program 

participants maintained reductions in body 

weight and average blood sugar levels – critical 

indicators of diabetes progression – two years af-

ter beginning the program.

Combining the AMA’s efforts to raise prediabetes 

awareness nationally, and Intermountain Health-

care’s population health strategies to drive better 

care, this initiative is designed to allow Intermoun-

tain physicians and care teams to refer patients to, 

and monitor their progress through an evidence-

based online diabetes prevention program. Access 

to real-time, actionable data will better position 

care teams to create specific, personalized patient 

touch-points to support program completion and 

success, the organizations said. The collaboration 

marks the first time that the AMA has worked with 

a digital healthcare provider to refer high-risk pa-

tients to an online lifestyle change program.

“Research shows that participation in evidence-

based diabetes prevention programs can cut the 

risk of developing type 2 diabetes by nearly 60 per-

cent,” said AMA President Andrew W. Gurman, M.D. 

“Online technology such as Omada’s program will 

help Intermountain physicians and care teams stay 

connected with their patients as they take proac-

tive steps outside of the clinical setting to prevent 

type 2 diabetes. By bridging this gap, treatment 

touch-points with patients over the course of their 

time in the online program can be more meaning-

ful and impactful, which we believe is a win for 

both patients and their providers.”

Lifestyle changes key to diabetes prevention
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Responding to a 
changing system
In opening the Symposium, the theme 

of which was “D&I: Disruptive Innova-

tion,” Owens & Minor Director of Suppli-

er Diversity Dr. Dannellia Green issued a 

call to action: “I challenge you to think 

about things differently. Dare to think, 

dare to do, and dare to be bold.”

She noted that Owens & Minor has a 

long-standing commitment to advancing 

the cause of supplier diversity in health-

care. “This Symposium is an advocacy 

mechanism for diversity and inclusion. By 

elevating the visibility of how the dynamic 

changes that are taking place in our indus-

try might impact the ‘least of these,’ this 

symposium seeks to promote innovative 

ways to grow while doing the most good.”

Disruptive 
Innovation
Owens & Minor celebrates supplier  
diversity at its 11th annual Healthcare  
Supplier Diversity Symposium

By Truitt Allcott

Tonnice Charles (left) and Danni Green (right)  
of Owens & Minor golf to benefit Excel to Excel-
lence, represented by Jonathan Mayo (center).

Know your customers and understand their needs – 
that was the advice that hospital executives, successful 

entrepreneurs, and supply chain executives gave to the 

attendees of Owens & Minor’s 11th annual Healthcare  

Supplier Diversity Symposium 

held in September in Richmond, 

Va. Owens & Minor hosted  

approximately 200 symposium 

participants from around the 

country, including leaders of 

women-, minority-, and veteran-

owned enterprises, major health-

care providers, distributors, and  

industry-leading manufacturers.

Dr. Randal Pinkett, author 
and entrepreneur

Pamela Sutton-Wallace,  
CEO of UVA Medical Center
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The rapid evolution of the healthcare environment was a 

prevailing theme of this year’s event.

Pamela M. Sutton-Wallace, chief executive officer of the 

University of Virginia Medical Center and the featured key-

note speaker, noted that the healthcare industry is under-

going a period of profound change. Citing examples such 

as telemedicine, alternate-site care delivery, and rising con-

sumerism among patients, she urged conference goers to 

use their energy and imagination to bring innovative solu-

tions to healthcare. Diverse suppliers can play a unique role 

by focusing on optimizing efficiency in the healthcare sys-

tem, she said.

While Sutton-Wallace acknowledged it can be tough for 

smaller companies to compete against the big players in 

healthcare, her advice to entrepreneurs and diversity com-

panies included the following: Develop a compelling value 

proposition; deliver results; find a niche; create and maintain 

relationships; and most importantly, be transformational, 

not transactional. “Diversity is when you’re invited to the 

party. Inclusion is when you’re asked to dance.”

“No trouble, no triumph”
Ed Hardin, system vice president, supply chain manage-

ment for CHRISTUS Health, which has a robust supplier 

diversity program, noted that for 

his organization, “supplier diver-

sity is about being local, and it has 

to be community based.” He also 

noted that the CHRISTUS supplier 

diversity effort aligns closely with 

the CHRISTUS values of dignity, in-

tegrity and stewardship.

Later in the morning, 

the Symposium featured 

a CEO Panel with Owens 

& Minor President & CEO 

Cody Phipps, GHX President 

& CEO Bruce Johnson, and 

Women’s Business Enterprise 

National Council President 

& CEO Pamela Price-Eason. 

“It is a very dynamic time in 

healthcare, and we see an 

absolute need for change,” 

said Phipps. “The system cannot sus-

tain itself unless we make changes.” 

He noted that there is an estimated 

$150 billion of waste due to complex-

ity in the healthcare supply chain, and 

asked the group, “How do we go after 

that together?” When asked where 

small businesses should invest, John-

son said, “Invest in areas that will make 

your business easier to do business 

with. Invest in ways to automate your 

data flow.”

A highlight of this year’s Sympo-

sium was the dinner keynote address 

from Randal Pinkett, Ph.D., founder, 

chairman, and CEO of BCT Partners. 

Earl G. Reubel award winners, runner-ups and honorable mentions
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Pinkett, an entrepreneur, speaker, and scholar, has received 

numerous awards and is a published author. His message to 

the attendees was that they should dare to try and dare to 

fail. “No trouble, no triumph,” he said. “You must go through 

to grow through.” Pinkett noted that we are in the midst of 

a new era in healthcare, and that we need a new mindset. 

“We must embrace the innovator’s mindset – cultivating a 

healthy acceptance of failure as a path to success.”

Finally that evening, the presentation of the annual Earl G. 

Reubel Awards was made. The award was established by Ow-

ens & Minor to honor the life and legacy of the late Earl G. Reu-

bel, co-founder of Virginia-based Kerma Medical Products, Inc. 

Awards were given in three categories, and the winners were:

•  Hospital, Integrated Healthcare Delivery System, or 

GPO of the Year – CHRISTUS Health of Dallas.

•  Diverse Business of the Year – Broadline Medical of  

Richmond, Calif.

•  Civic Leader of the Year – Kenneth Grant, vice president, 

general services, Johns Hopkins Hospital, and vice 

president, supply chain management, Johns Hopkins 

Health System.

Panels and workshops
Over the two days, guests were engaged in a number of pan-

els and workshops featuring industry experts such as Mat-

thew Rowan, president and CEO of the Health Industry Dis-

tributors Association; Dave McKinley, chief commercial officer 

of Henry Schein, Inc.; and Javara Perrilliat, vice president of 

strategic supply management for Owens & Minor. This panel 

tackled how to define the Value of Supply Chain Integration. 

Another panel, which focused on New Business and Opera-

tional Models in Healthcare, featured Linda Haberstroh, presi-

dent of Phoenix Textile Corporation, and William “Joe” Reubel, 

president and CEO of Kerma Medical 

Products, Inc. Rounding out the event 

was a panel on Connecting and Con-

tracting to Win, featuring Mark Cart-

wright, senior director of supplier diver-

sity of Vizient; Carmen Ortiz-McGhee, 

senior vice president and resident sales 

director, Aon Risk Solutions – The Capi-

tal; and Deborah Williams, senior direc-

tor, sourcing and supplier diversity for 

Premier, Inc.

Organizers held a charity golf tour-

nament and donated proceeds to 

Excel to Excellence Foundation, Inc., 

founded by Super Bowl winning athlete 

and former Seattle Seahawks fullback 

Michael Robinson. One of the founda-

tion’s programs, Team Excel, uses a “re-

verse” fantasy football format, where 

students become the fantasy athletes 

and the professional athletes and com-

munity mentors serve as team coaches. 

Students compete weekly on grades, 

attendance and community service.

Event sponsors included the Health-

care Supplier Diversity Alliance,  

B. Braun, Dell Services, Medtronic and 

VCU Health. Other sponsors were 

BD, Bon Secours, Kerma Medical 

Products, MAC Medical, SourceMark, 

Trinity Sterile and 3M. More infor-

mation about this year’s symposium 

and supplier diversity efforts can be 

found on owens-minor.com.

Truitt Alcott is director of investor and media relations at Owens & Minor.
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Work groups seek to 
identify metrics to ensure 

quality is maintained 
throughout the total 

product life cycle

Product 
Quality 
by the 

Numbers
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The Medical Device Innovation Consor-
tium and Xavier Health have come up with sug-

gested metrics to help medical device manufac-

turers improve the quality of their products and 

help the U.S. Food and Drug Administration en-

hance the consistency and quality of their inspec-

tion assessment. 

The proposed metrics address medical device 

quality from R&D, to product assembly or man-

ufacturing, to their use in the hospital or other 

healthcare facility. While work continues on that 

process, MDIC is also developing metrics that may 

help supply chain executives, 

clinicians, value analysis profes-

sionals and others determine 

whether improved quality sys-

tems and processes would lead 

to improved patient outcomes. 

Case for Quality
In 2014, the FDA awarded a grant 

to the non-profit Medical Device 

Innovation Consortium to launch 

an ongoing “Case for Quality” ini-

tiative, designed to foster broad-based collaboration 

and improve the tools and methods used in advanc-

ing device quality. 

The roots for Case for Quality lie in an October 

2011 report by McKinsey & Company for the FDA 

titled “Understanding Barriers to Medical Device 

Quality,” explains Dwight Abouhalkah, program 

manager, Case for Quality, who is on loan to MDIC 

from Johnson & Johnson.

“Research showed that the interaction be-

tween industry and the FDA is fairly complex, 

with multiple challenges,” says Abouhalkah. “The 

Case for Quality was created to facilitate ongoing 

dialogue that will ultimately benefit patients, pro-

viders and the medical technology community.”

Case for Quality shifts the medical device cul-

ture away from compliance to regulations, to 

“higher sustained product quality, for the benefit 

and improvement of patient outcomes,” he says. 

Identifying risks to quality
The FDA and Xavier Health brought their Qual-

ity Measures Initiative under the MDIC Case for 

Quality initiative in late 2014 with a working 

group comprised of manufacturers, consultants 

and FDA officials. “The goal of this initiative was 

to identify ways for industry to proactively and 

predictively measure the risk to its own product 

quality, which would therefore enable industry 

to focus on improving product quality commen-

surate with the need,” reports MDIC in a recently 

published report. These metrics are the first in a 

series of recommendations coming this fall from 

the MDIC’s Case for Quality initiative.  

“ The ultimate goal of a robust 
metrics program is continual 
improvement throughout the total 
product life cycle, such that the root 
cause of the failure is taken back to 
the earliest stages of development.”
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Convening at scheduled forums through 2015 and 

2016, the Case for Quality participants worked to 

identify quality-related metrics intended to an-

swer three key questions:

•  How can manufacturers improve their 

design, engineering and manufacturing 

processes to ensure the reliability, safety and 

effectiveness of their devices?

•  Are there early, quality-related signals or red 

flags that manufacturers can identify and 

correct in real time? 

•  After a device is marketed, is there adequate 

monitoring and feedback to alert manu-

facturers about problems either in product 

design or their manufacturing processes? 

•  Once developed, these metrics would be 

piloted by volunteer organizations in order 

to analyze their effectiveness to predictively 

measure risk to product quality. 

“Ideally, metrics assist in the detection of un-

derlying root causes that need to be addressed 

in order to prevent recurrence,” said MDIC in its 

report. “The ultimate goal of a robust metrics pro-

gram is continual improvement throughout the 

total product life cycle, such that the root cause 

of the failure is taken back to the earliest stages 

of development as possible in order to improve 

the outcome for any current and future product.”

Metrics for manufacturers
The three metrics suggested by the working 

group concern the pre-production, production 

and post-production processes.

Pre-production: “If the research 

and development process is 

conducted with rigor, the rate 

of change to the product and/

or process during device trans-

fer should be minimal,” reports 

MDIC. As a result, the pre-pro-

duction metric is designed to 

track the number of changes 

that occur during the transfer 

stage – that is, at the point in 

which products switch from the concept stage 

to production – that were triggered by product 

and/or process inadequacies. Assessing this met-

ric enables organizations to track the frequency 

and volume of changes that could possibly have 

been avoided by a more robust research and  

development system. 

Production: The production metric calculation 

that was chosen is the Right-First-Time (that is, no 

defects) metric that many organizations already 

track, according to MDIC. Rather than use the 

One of the Case for Quality’s 
working groups is investigating 
developing a “maturity model,” that 
is, a standard model that providers 
could use to identify which device 
firms have a mature quality system.
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metric solely to assess the efficiency of the pro-

duction process, however, the working group 

recognized that by triaging the root causes 

so as to isolate those related to product and 

process inadequacies, manufacturers could 

continue assessing the effectiveness of their  

development processes. 

Post-production: The work group found a num-

ber of post-production metrics to be important in 

painting a holistic picture of product performance 

on the market, so multiple indicators are included in 

the final metric that are commonly tracked by orga-

nizations: service records, installation failures, com-

plaints, medical device records, recalls by number of 

units involved, and total number of recalls. 

The FDA is exploring the use of the three MDIC 

metrics as well as additional metrics that may 

specifically address product quality in the FDA’s 

upcoming metrics pilot initiative.

What’s next?
The initial work of the Case for Quality has fo-

cused on the FDA and industry, says Abouhalkah. 

But MDIC has already added providers to the mix.

For example, one of the Case for Quality’s 

working groups is investigating developing a 

“maturity model,” that is, a standard model that 

providers could use to identify which device 

firms have a mature quality system, demon-

strating an ability to reliably develop and man-

ufacture high-quality medical devices. That in-

formation could help providers make product 

decisions, as public and private payers institute 

risk-based payment programs based on qual-

ity metrics, such as reduction of healthcare-

acquired infections. 

A second group is investigating working on 

a tool offering Consumer-Reports-like ratings 

of quality for use by value analysis teams, says 

Abouhalkah. The Product Quality Outcomes 

Analytics (PQOA) team embarked on a pilot to 

determine whether cross-manufacturer com-

parative analysis of quality would be feasible 

and effective to support hospital value analysis 

team purchase decisions. The pilot experience 

was well-received by the VAC, says Abouhalkah, 

and pilot hospitals saw the data as potentially 

very valuable. Learnings and recommendations 

will be published by the MDIC PQOA team by 

early October 2016. JHC

Editor’s note: More information about the MDIC Case for Quality initiative is at mdic.org/cfq/

The FDA is exploring the use of the three MDIC metrics 
as well as additional metrics that may specifically address 

product quality in the FDA’s upcoming metrics pilot initiative.
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is not limited to any specific surgery type or site.”1

—Janet Woodcock, MD, Director, FDA
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        Indication:   EXPAREL is indicated for administration into the 
surgical site to produce postsurgical analgesia      

        Duration:   EXPAREL provides long-lasting pain control with 
less need for opioids

Opioid Reduction:   More patients were opioid-free versus placebo in a 
soft tissue trial; 28% vs 10%, respectively (P<0.0008)

       Admixing:   Bupivacaine HCI may be administered with EXPAREL 
in the same syringe as long as the milligram dose ratio 
of bupivacaine HCI to EXPAREL does not exceed 1:2

LABEL UPDATES PROVIDE GREATER…

FDA REAFFIRMS BROAD LABEL

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 bupivacaine, are metabolized by the liver, 
EXPAREL 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.
In clinical trials, the most common adverse reactions (incidence ≥10%) following EXPAREL administration were nausea, 
constipation, and vomiting.

Please see brief summary of Prescribing Information on reverse side.
For more information, please visit www.EXPAREL.com or call 1-855-RX-EXPAREL (793-9727).

The clinical bene� t of the decrease in opioid consumption was not demonstrated in pivotal trials.

Reference: 1. Woodcock  J. Director, Center for Drug Evaluation and Research; Food and Drug Administration. Letter to: Pacira Pharmaceuticals, Inc.; Parsippany, NJ;  December 14, 2015. 
http://media.corporate-ir.net media_� les/IROL/22/220759/The_Warning_Letter_Withdrawal_Letter.pdf. 
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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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LABEL UPDATES PROVIDE GREATER…

FDA REAFFIRMS BROAD LABEL

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 
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EXPAREL 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.
In clinical trials, the most common adverse reactions (incidence ≥10%) following EXPAREL administration were nausea, 
constipation, and vomiting.
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For more information, please visit www.EXPAREL.com or call 1-855-RX-EXPAREL (793-9727).

The clinical bene� t of the decrease in opioid consumption was not demonstrated in pivotal trials.
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TOMORROW’S PHYSICIAN By David Thill

“We don’t just want to have the best science and tech-
nology; I want to have the healthiest country,” says Pedro “Joe” 

Greer, Jr., M.D., associate dean of community engagement and 

chair of the Department of Medicine, Family Medicine and 

Community Health at Florida International University’s (FIU) 

Herbert Wertheim College of Medicine 

in Miami, Fla. Community and popula-

tion health are the focus of the curricu-

lum at Wertheim, which, in 2015, joined 

31 other medical schools across the na-

tion in the American Medical Associa-

tion’s “Accelerating Change in Medical 

Education” consortium.

A community-based 
approach
FIU’s College of Medicine was insti-

tuted in 2006 when founding dean 

John Rock, M.D., MSPH, realized the 

disconnect between academic health 

Out of Isolation
The medical landscape changes as doctors 
leave their offices and enter the  
communities they serve.

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 “Accel-

erating Change in Medical Education” initiative. The associa-

tion awarded grants to 11 medical schools to fund selected 

innovations in medical education, and then expanded the pro-

gram in 2015 to an additional 21 schools. Here’s a look at one 

program shaping tomorrow’s physicians – and The Journel of 

Healthcare Contracting readers’ customers of tomorrow.
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TOMORROW’S PHYSICIAN

centers and their communities while he was providing di-

saster management leadership during Hurricane Katrina 

as chancellor and professor of obstetrics and gynecology, 

pediatrics and public health at Louisiana State University. 

“He wanted a community-based medical school,” says Greer. 

Since then, the Wertheim College of Medicine has worked 

to bring medical care directly to underserved and uninsured 

households in a way that focuses on the causes of ailments 

just as much as it focuses on the ailments themselves.

In addition to the traditional clinical side of their educa-

tion, first-year students learn about the ethical foundations 

of medicine. From there, they 

learn about longitudinal care 

and the social determinants of 

health – factors such as patients’ 

access to transportation, their 

education, their income, and 

the neighborhoods in which 

they live.

The value of serving the 

community is central to the 

program. Midway through their 

first year, students are paired 

with a family – many of these 

families are below the poverty 

level, and all of them are uninsured – and they spend the 

next three and a half years serving that family as part of an 

interdisciplinary team.

“You can’t, as a doctor, say that the problem is transporta-

tion and not do anything about it.” By working with other 

professionals – including social workers, educators, lawyers, 

and public health specialists – medical students begin to ad-

dress all the factors that affect the patient’s health. “The out-

reach worker is just as important as the doctor,” says Greer. 

The doctor makes the diagnosis, and the outreach worker 

takes care of the issues needed to treat the patient.

“Before, it was your genetic code 

that determined how long you live. 

Now, it’s zip code” that determines 

it, he says. The patient’s household is 

where they experience most of the 

stressors that affect their well-being, 

so Greer and the rest of the FIU fac-

ulty believe it is important to address 

those issues in the place they arise: 

the home.

More than just  
the blood pressure
“No longer can we doctors be in isola-

tion,” says Greer. “We have to fulfill our 

social contract with the country,” which 

means truly engaging people’s whole 

health, and providing value-based care 

that meets patients’ basic needs, includ-

ing convenience. “Instead of everybody 

coming to the mountain, maybe the 

mountain’s got to spread out.”

Greer emphasizes that he sees 

many doctors taking this initiative, 

but the medical field as a whole has to 

move even more toward addressing 

patients where they are at, taking into 

account everything they experience. 

The general attitude, he explains, is, 

“if blood pressure is normal, we have 

succeeded.” But there is more to the 

patient than their blood pressure. “We 

need to look at their entire life.”

The healthier a society is, the wealth-

ier it is, he says. And “health” includes 

more than just physical health. JHC

“No longer 
can we 

doctors be 
in isolation. 

We have 
to fulfill 

our social 
contract 
with the 
country.”
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LEADERSHIP By Randy Chittum, Ph.D.

The list of things leaders have to be very good at 
just gets longer and longer. Some of the most important in-

gredients to a leader’s success are bringing the right people 

on the team, on-boarding and developing those people, 

and knowing when to move on from those who are unsuc-

cessful. In this column, we will focus on the key factors in 

developing others.

Perhaps the single most common mistake in this area is 

that leaders wait until there is a problem to try and develop 

someone. So often, by that point it is already too late. De-

velopment is best thought of as an ongoing, and proactive 

process. It is an elegant blend of sup-

port and challenge. Too much support 

creates no incentive to grow. Too much 

challenge overwhelms. When we wait 

until there is a problem, the challenge 

often exceeds the capacity.

Focus on the individual
When considering development, it is 

ideally focused on the individual, and 

not necessarily on the results. For ex-

ample, you can challenge a sales rep by 

increasing expectations. And while that 

may be useful in some ways, by itself it 

is not developmental. If, however, you 

added something that addresses why 

this is a challenge, there is now a chance 

it is development. What are some po-

tential underlying issues? It could be 

that the person lacks organizational 

skills. It could be that the person has 

Developing 
Others
What you should commit to while trying to 
bring out the best in your team members
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LEADERSHIP

NEWS

a pessimistic outlook. It could 

be the person doesn’t fully un-

derstand product lines and of-

ferings. The point is, unless you 

deal with the underlying issue, 

it’s not true development.

There are several common 

explanations for what gets in 

someone’s way. The first is that 

they lack competence. In many 

ways, this is the easiest to de-

velop. It really may be that I just 

need to practice or learn some-

thing new. The second com-

mon reason is missing structure. This means that there are 

systems and processes that could be utilized to support the 

person. A simple example is a calendar, which is a system 

that could support someone who struggles with time man-

agement. Finally, the interference may come in the form of a 

lack of commitment. 

So the first step in helping someone 

develop is to understand whether it is pri-

marily a competence, structure, or commit-

ment challenge. The plan you put together 

with that person will be very different de-

pending on the answer. The second step 

is to make sure that the plan has a nice 

balance of challenge and support built in.

It is generally understood that the ac-

countability for following through on 

development and a development plan 

belongs to the person being developed. 

At the end of the day, I am responsible 

for my own growth. However, in real life, 

it can be really important for the leader 

to be connected to and feel committed 

to that person’s growth. That may show 

up in the form of asking questions, being 

curious, collaboratively tracking progress, 

and serving as a thinking partner. JHC

Vizient MidSouth & Phoenix Health Care Management  

Services names Scott Pecore VP partnership development

Vizient MidSouth & Phoenix Health Care Management Services, Inc. (Atlanta, GA) 

appointed Scott Pecore as VP partnership development. Pecore is responsible for 

membership recruitment and executive relations, through the promotion of re-

gional programs and innovative services & solutions to hospitals and health systems 

located within Georgia, Florida, Alabama, South Carolina and Tennessee. Pecore is 

also charged with the evaluation of joint venture and corporate partnership oppor-

tunities with similar independent healthcare cooperatives, regional networks and 

geographic executive boards across the United States, in the interest of maximizing 

scale and collaboration to deliver economic, operational and clinical performance 

to healthcare providers and their respective communities.

Scott Pecore

Development 
is best 

thought of as 
an ongoing, 

and proactive 
process. It is 
an elegant 

blend of 
support and 
challenge.
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