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PUBLISHER’S LETTER
John Pritchard

I love to devour content. I love reading the newspaper, listening to talk radio, 
and researching things on the Internet. Some of  my top interests are cars, history, and sports. I 
can’t get enough information on these topics.

I noticed early in 2016 that I was listening to podcasts more than music or the radio. I have 
two big dogs that I walk at the park for an hour a day. This is prime listening time; you won’t 
catch me on these walks without my ear buds in.

The first podcast that captured me was Civil War Talk Radio. I am not sure how I even found 
it, but within three months I had listened to countless 1-hour episodes. Then I subscribed to my 
favorite college football talk show host Paul Finebaum’s podcast. He does four hours a day, five 
days a week. When I don’t catch an hour, I feel like I missed something important.

Podcasts are gaining in popularity. Here are a few things I learned in researching the platform:
• Monthly podcast listenership is up 75 percent since 2013
• The same number of  people in the United States listen to podcasts as use Twitter
• 64 percent of  listeners are listening on their phones or tablets

However, somewhere in listening to all these podcasts it struck me …. we needed to create 
a podcast for healthcare supply chain stakeholders. Thus the idea for Healthcare Supply Chain 
Radio was born. 

Healthcare Supply Chain Radio explores progressive tactics, models and collaborations seen 
in today’s Healthcare Supply Chain. You can expect to hear from leaders from our nation’s most 
progressive IDNs, hospitals, GPOs, suppliers, regional collaboratives, policy makers, and aca-
demics. It’s available on iTunes and our website at www.jhconline.com/podcast. 

We’ve already interviewed several thought leaders, and will release more podcasts in the com-
ing weeks. Download an episode and let me know what you think. Also, send me any names of  
guests you may want to hear from.

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

Healthcare Supply Chain Radio
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EXECUTIVE INTERVIEW

The name says it all: The Innova-
tion and Value Initiative, or IVI. Its 
founders describe IVI as a multi-stake-
holder, scientific initiative to advance 
the way value is measured and reward-
ed in the healthcare marketplace.

Measuring Value
Jason Shafrin and colleagues at the Innovation and 
Value Initiative tackle the big questions: Who gets to 
define ‘value?’ ‘How?’ And ‘How do you reward it?’

Jason Shafrin

“ There’s 
general 
agreement 
that we 
want new 
technology. 
But we need 
to be able to 
afford it.”

December 2016 | The Journal of Healthcare Contracting6
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EXECUTIVE INTERVIEW

“The rapid rate of  scientific innovation in healthcare has far outpaced in-
novation in the way we pay for new technologies,” said IVI Executive Director 
Dr. Darius Lakdawalla, a professor of  health economics at the University of  
Southern California, when IVI was launched in late September. “Nearly all 
stakeholders now agree that we need new and better ways to link spending to 
value, but efforts in this area have not been well-grounded in science or in the 
institutions of  the U.S. healthcare marketplace.”

IVI seeks to change that.

Value in the real world
IVI researchers will conduct scientific studies, analyze public policy, and apply 
what they call state-of-the-art methods to assess value in the real world. Its agenda 

will be guided by a panel of  health advisors, representing academia, healthcare 
providers, health plans, life sciences industries and patient advocacy groups.

The key to IVI’s success will be how well it can live up to its mission to truly 
be “multi-stakeholder,” says Director of  Research Jason Shafrin. “If  we find a 
research topic that life sciences, payers, providers are all behind and agree on 
– that’s a pretty powerful thing.” The reason is, what one sector perceives as 
value, others might not. 

With a PhD in health economics, Shafrin has experience consulting with 
the Centers for Medicare & Medicaid Services, helping CMS implement various 
Medicare value-based purchasing programs, including programs targeted to hos-
pitals, physicians and home health agencies. Since joining healthcare consulting 
firm Precision Health Economics (which launched IVI), his emphasis has been 
on studying ways of  measuring the value of  new technologies.

“There are a lot of  new technologies that are helpful,” says Shafrin. “At the 
same time, there are many different stakeholders who have differing informa-
tion; so value depends on who you talk to. 

“How do you integrate [those divergent perspectives] into one space? How 
do you make sure you’re picking treatments that are high quality and high value? 

“One study may be more from 
the hospital’s perspective, another 
may be generated from the life sci-
ences or payer perspective. The goal 
is to get everyone at the table to see 
if  [a technology or process] is desir-
able, and if  so, what has to happen to 
implement it?”

At press time, IVI was prepar-
ing for its first meeting in the fall, 
during which organizers intended 
to lay out an initial research agen-

da. Already, IVI scien-
tific leaders have delved 
into big-picture questions 
such as, “Are budget caps 
necessary for technology 
assessment?” and “How 
is technology assessed 
throughout the world?”

Unlike some other 
organizations, IVI is not 
interested in a top-down, 
bureaucratic process for 
setting prices or measur-

ing value, says Shafrin. Rather, IVI 
aims to disseminate best practices 
for measuring value and reimbursing 
treatments based on this value. “We 
are looking at balancing innovation 
and value,” he says. “Some people 
are really focused on innovation. ‘We 
really need new technologies.’ But at 
same time, there has to be high value. 
So how do we get these two sides to 
talk to each other? 

“There’s general agreement that 
we want new technology. But we 
need to be able to afford it. It needs 
to be of  high value. How do we mea-
sure that, and how do we pay for it? 

“We can help further that con-
versation.” JHC

“ There are many different 
stakeholders who have 
differing information; so value 
depends on who you talk to.”

December 2016 | The Journal of Healthcare Contracting8
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BRINGING OUT 
THE TED IN YOU 

Anderson offers several pieces 
of  advice that may help you connect 
with – and consequently persuade – 
your audience the next time you have 
to make a presentation. Here are a 
few of  them.

Make eye contact,  
right from the start
“Humans have evolved a sophisti-
cated ability to read other people by 
looking at their eyes,” notes Ander-
son. Scientific findings indicate that 
when two people stare at each other, 

By David Thill

Making a Connection
Here are some steps you can take to  

keep your audience engaged

Editor’s Note: Whether presenting a potential product conversion to hospital staff, or 
highlighting your department’s performance to administration, the quality of  the presentation 
matters just as much as the content. Chris Anderson, president of  TED – the nonprofit 
organization dedicated to spreading innovative ideas, and sponsor of  worldwide TED confer-
ences – recently published the book Ted Talks: The Official TED Guide to Public 
Speaking. In this continuing series, we offer some of  Anderson’s main ideas to help make 
your next presentation an effective one.

“You can give the most brilliant talk, with crystal-clear explanations 
and laser-sharp logic, but if  you don’t first connect with the audience, it just 
won’t land,” writes Chris Anderson in the fifth chapter – “Connection” – of  his 
book TED Talks: The Official TED Guide to Public Speaking. “To make an impact, 
there has to be human connection.”

December 2016 | The Journal of Healthcare Contracting10
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BRINGING OUT 
THE TED IN YOU 

their brains’ mirror neurons are triggered so that each can adopt the 
other’s emotional state. “We look at each other, and our minds sync.”

The depth of  that connection is determined in part by how much 
we instinctively trust each other. “The best tool to engender that trust? 
A smile.” Anderson recommends speakers make an early connection 
with their audiences by walking confidently onto the stage, making eye 
contact with two or three people, and smiling.

“When you walk onto the stage, you should be thinking about one 
thing: your true excitement at the chance to share your passion with the 
people sitting right there a few feet from you. Don’t rush in with your 
opening sentence. Walk into the light, pick out a couple of  people, look 
them in the eye, nod a greeting, and smile.”

A caveat: Anderson also notes that people can detect fake smiles, 
“and immediately feel manipulated.”

Show vulnerability
“One of  the best ways to disarm an audience is to first reveal your 
own vulnerability,” begins Anderson. “It’s the equivalent of  the tough 
cowboy walking into a saloon and holding his coat wide open to reveal 
no weapons. Everyone relaxes.”

To illustrate the power of  vulnerability, he recounts a 2001 TED 
Talk presented by the late surgeon Sherwin Nuland, discussing elec-
troshock therapy.

“He was knowledgeable and funny, and he made it all seem interest-
ing….But then he stopped. ‘Why am I telling you this story at this meeting?’”

Nuland then talked about his own struggle with debilitating de-
pression, which was treated, as a last resort, by electroshock therapy, a 
technique that ended up working. According to Anderson, “By making 
himself  so deeply vulnerable to the audience, he was able to end his 
talk with extraordinary power.”

He also observes that this technique – showing vulnerability – can 
help speakers battle nerves, by getting the audience on their side: “If  you 

feel yourself  choking up, then pause…pick up 
a bottle of  water, take a sip, and just say what 
you’re feeling. ‘Hang in there a moment…As 
you can see, I’m feeling a little nervous here. 
Normal service will be restored soon.’ Likely 
as not, you’ll get a warm round of  applause, 
and a crowd dying for you to succeed.”

Once again, though, a word of  warning is at-
tached. Simply put, there is a line between show-
ing vulnerability and merely oversharing, which 
can turn an audience against a speaker. Anderson 
quotes speaker Brené Brown: “The best way I’ve 

found to get clear on this is to real-
ly examine our intentions. Is shar-
ing done in service of  the work on 
stage or is it a way to work through 
our own stuff? The former is pow-
erful, the latter damages the confi-
dence people have in us.”

“Authentic vulnerability is 
powerful. Oversharing is not,” 
says Anderson.

Make ‘em laugh – but not squirm!
It can be difficult for an audience to concentrate 
on a talk. But “[h]umor hacks away the main re-
sistance to listening to a talk,” says Anderson. “By 
offering little gifts of  laughter from the start, you 
are subtly informing your audience…Come along 
for the ride, dear friends. It’s going to be a treat.”

By inserting moments of  laughter early in 
the talk, Anderson says, the speaker develops 
the all-important audience connection. “Laugh-
ter says, We as a group have bonded with this 
speaker. Everyone then pays more attention.”

But as with the first two tools listed in this 
section, humor must be handled with care. As 
Anderson puts it, “Humor is a skilled art….
Ineffective humor is worse than no humor at 
all.” Rather than trying to tell jokes, he recom-
mends speakers tell “hilarious-but-true sto-
ries that are directly relevant to your topic or 
are an endearing, humorous use of  language.”

“ Humor is a skilled art….Ineffective humor 
is worse than no humor at all.” Rather than 
trying to tell jokes, he recommends speakers 
tell “hilarious-but-true stories that are directly 
relevant to your topic or are an endearing, 
humorous use of language.”

December 2016 | The Journal of Healthcare Contracting1212



And one more thought: “Thirty years ago, 
speakers packed their talks with jokes based 
on gender, race, and disability. Don’t go there! 
The world has changed.”

Park your ego
“Nothing damages the prospects of  a talk 
more than the sense that the speaker is a 
blowhard,” says Anderson. “And if  that hap-
pens early on…look out.”

His example is a TED Talk in which the 
speaker began, “Before I became a living 
brand…” “And there, right there, you knew it 
wasn’t going to end well.”

In fact, he says, audiences seem to like when 
speakers go the opposite direction: using humor 
to land a blow to their ego. “Self-deprecation, in 
the right hands, is a beautiful thing.” He offers a 
story of  a TED Talk given by Tony Blair prior 
to his election as British prime minister, “which, 
[Blair] said apologetically, might make people 
worry whether he was qualified to govern.”

During a visit to the Netherlands, Blair 
met a “well-dressed woman in her fifties” at 
a meal with dignitaries: “She asked him who 
he was. ‘Tony Blair.’ ‘And what do you do?’ ‘I 
lead the British Labour Party.’ He asked her 
who she was. ‘Beatrix.’ ‘And what do you do?’ 
[awkward pause] ‘I’m the queen.’”

Anderson turns to TED speaker Salman 
Khan for a piece of  advice:

“Be yourself. The worst talks are the ones 
where someone is trying to be someone they 
aren’t. If  you are generally goofy, then be 
goofy. If  you are emotional, then be emo-
tional. The one exception to that is if  you are 
arrogant and self-centered. Then you should 
definitely pretend to be someone else.”

Tell a story
According to Anderson, stories “can brilliant-
ly establish the context of  a talk and make 
people care about a topic.” He uses Ernesto 

Sirolli, PhD, and a 2012 TED speaker, as an example. In his talk, Sirolli 
discussed improving development aid in Africa.

“If  you’re going to take on a tough subject like that, it’s a very 
good idea to connect with the audience first,” says Anderson. “When 
you can pull together humor, self-deprecation, and insight into a single 
story, you have yourself  a winning start.”

He advises speakers tell stories about themselves or people close to 
them. Stories about failure, awkwardness, misfortune, danger, or disas-
ter – “told authentically” – can make listeners engage deeply in a talk. 
“They have started to share some of  your emotions. They have started 
to care about you. They have started to like you.”

The caution here is not to turn people off  with your story, which, if  not 
tackled appropriately, could come across as boastful or emotionally manip-

ulative. “When you explain the amazing way you turned a problem into a 
thrilling success, far from connecting, you may actually turn people off….

“The guideline here,” he says, “is just to be authentic.”

The trusted friend
While Anderson does not make this idea a section of  its own here, 
the “trusted friend” arises throughout the chapter, and throughout the 
entire book. Whether you’re trying to determine if  your vulnerabil-
ity reads authentically, or whether your ego seems truly in check, or 
whether the story you tell seems honest enough, Anderson recom-
mends presenting your talk to a friend you trust.

“Every leader needs someone she can count on for raw, honest 
feedback. Someone who’s not afraid to upset or offend if  need be. If  
you’re feeling proud of  what you’ve recently accomplished, it’s impor-
tant to try out your talk on that trusted person, and then give them the 
chance to say, ‘That was great in parts. But honestly? You come over a 
little full of  yourself.’” JHC

“ When you walk onto the stage, you should 
be thinking about one thing: your true 
excitement at the chance to share your 
passion with the people sitting right there 
a few feet from you. Don’t rush in with your 
opening sentence. Walk into the light, 
pick out a couple of people, look them 
in the eye, nod a greeting, and smile.”

The Journal of Healthcare Contracting | December 2016 1313



RPC PROFILE

Amerinet Eastern Alliance was formed in 2013 with the intent “to 
bring the purchasing power of  all of  the facilities Amerinet represented to-
gether to standardize and lower cost,” David Hanline, then vice chair of  AEA 
and director of  ancillary services at OSS Health (York, Penn.), said in a 2015 
interview with The Journal of  Healthcare Contracting.

Three years after it was first 
formed, we checked in on the alliance 
– now known as Intalere Eastern Alli-
ance (IEA) – to see how it has devel-
oped since we first spoke. Following is 
an interview with Don Smalley-Rader, 
senior director of  strategic alliance so-
lutions for Intalere.

Journal of Healthcare Contracting:  
Almost two years ago, David Han-
line, vice chair of what was then 
called the Amerinet Eastern Al-
liance, told JHC that AEA had 
14 organizations, ranging from 
ambulatory surgery centers, 
clinics, profit and not-for-profit 
hospitals. Can you give us an up-
date? How many organizations? 
What types of facilities are they? 
Over what geographic area are 
they spread? 
Don Smalley-Rader: [Intalere Eastern 
Alliance] is comprised of  six regional 
subgroups representing 212 parent 
organizations. They are comprised of  
all classes of  trade such as physician 
office groups, surgery center groups, 
critical access and small regional hos-
pitals. They are mainly in the eastern 
half  of  the country, but the Alliance’s 
committed contract program is avail-
able to Intalere members throughout 
the country.

JHC: Many regional purchasing 
coalitions seem to be comprised 
primarily of acute-care facilities 
and systems. Is Intalere Eastern 
Alliance different in this regard? 
Smalley-Rader: Our program is de-
signed so that all healthcare facility types 
are able to participate. Compliance is 

Intalere Eastern Alliance
By seeking input from all of its members, Intalere 
Eastern Alliance continues to add new contracts and 
increase savings for its participants

Don Smalley-Rader

December 2016 | The Journal of Healthcare Contracting14
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based on the categories you actually purchase and you are not penalized if  
you do not purchase product within the category. The leadership council 
members (comprised of  participating members in all [classes of  trade]) 
specifically wanted to build a program that enabled this. Their goals were 
to design a program that was inclusive and enables all of  our regional sub 
group members (212 total) to be able to opt into the program if  it made 
sense to them financially and they were able to convert to the vendors 
within the program.

JHC: Can you please talk about your “management struc-
ture?” In other words, do you have full-time staff devoted to 
running IEA? 
Smalley-Rader: Intalere’s Alli-
ance program is staffed full time 
with four team members that 
are 100 percent dedicated to the 
growth and maintenance of  the 
Alliances at Intalere. In addition 
to this we have a custom con-
tracting team that is dedicated 
to our alliance contracts and 
enhanced tier program. Our 
account management teams 
and program specialists are 
in partnership with us to pro-
vide our Alliance members the 
best support available to GPO 
members anywhere. The true 
difference is that we employ 
member-driven boards to assist 
in driving the direction of  each 
regional sub group as well as having an eight-member leadership council 
work on program oversight and development.

JHC: Can you explain the process whereby your supply chain 
executives meet and make their decisions? 
Smalley-Rader: Our regional subgroups meet quarterly to review the 
needs within their region and to collect input from membership on fu-
ture program advancements. We base all decisions on group spend and 
seek members’ input into all decisions before enhancing or creating 
new contracts for the group. Vendors provide contract enhancement 
presentations at these regional meetings, and additionally, we seek in-
dustry-specific education for our members based on their requests.

JHC: When we last spoke with IEA, we 
learned that initiatives pursued in the pri-
or 12 months included distribution, nega-
tive pressure and wound care/bandages. 
How are those agreements progressing? 
Smalley-Rader: We have progressed posi-
tively in regards to the creation and expan-
sion of  our programs. We typically add 16 
to 20 contracts/enhancements annually to 
our IEA base portfolio offering to our al-
liance members. And [we] are putting the 
finishing touches on our committed pro-
gram portfolio, which is averaging 17 per-
cent additional savings to our members off  
contracted pricing.

JHC: Any lessons learned since you 
signed them, in terms of how contract-
ing on behalf of an RPC differs from 
contracting for a single hospital or 
hospital system?
Smalley-Rader: It is critical for the success 
of  any regional collaborative to be driven 
from the members’ perspective. If  decisions 
are made without the data and the full sup-
port of  your program members, you will be 
doomed to failure. These two elements are 
the very essence of  a successful program. 
One other element that is critical is to work 
with vendors who truly want to partner with 
your organization’s goals. If  there isn’t a sense 
of  team from the member, vendor and GPO, 
this program doesn’t work.

JHC: Since signing the agreements, 
what have been your primary con-
tracting initiatives? 
Smalley-Rader: We continue to evolve the 
Alliance programs based on our members’ in-
put. No collaborative should ever be a static 
program. What worked two years ago may 
be fine or, based on the evolving healthcare 
landscape, may need only minor tweaks or a 

“If decisions 
are made 

without the 
data and the 

full support of 
your program 

members, 
you will be 
doomed to 

failure.”
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major overhaul. The idea is to embrace change and stay ahead of  the 
curve. Our past initiatives mainly focused on the med/surg product 
categories. We plan to look into all areas of  spend and assist in the 
development of  programs that benefit our members in every avenue 
of  cost to the membership.

JHC: Two years ago, David Hanline told JHC that participating 
IEA members gained a lot more than good contracts, namely, 
“The ability to sit and discuss issues that your facility may be 
facing and figure out solutions together,” many of which are 
not even related to purchasing. How would you describe the 
non-contracting-related benefits to healthcare organizations 
who commit to an RPC? 

Smalley-Rader: The networking that occurs within a successful 
collaborative should be the driving force of  why a member attends 
quarterly meetings and participates in these programs. The sharing of  
ideas, successes and, frankly, the failures they experience is invaluable 
to them as a whole. History is the great educator and if  we can avoid 
mistakes by learning from our respected peers it is a great time- and 
expense-savings. The greatest quotes I get usually come from prospec-
tive members who attend our meetings as guests. They can’t believe the 
culture and environment we foster as a group. Even though they are 
not members, our staff  and membership seek out their input based on 
their outside perspective and they are made to feel like what they share 
with us matters. It is a culture that many are amazed at and undeniably 
why, once we get them to attend, it is a far easier path to get them to 
join and participate.

JHC: How do you and Intalere interact? 
For example, do you use Intalere con-
tracts or not? Do you rely on Intalere 
people to be actively engaged in IEA? 
Why or why not? 
Smalley-Rader: IEA and Intalere are a 
joined program. Intalere is the engine and 
IEA is the driver. Our members utilize the 
Intalere contract program and through IEA 
are able to gain tier enhancements or options 
contracts to benefit the membership.

JHC: Your IEA Committed Savings Program 
promises higher savings for those who 
commit to a select group of contracts. Can 
you explain the program? Can you offer an 
example or two of how it has worked? 
Smalley-Rader: We are putting the finishing 
touches on our committed program portfolio, 
which is averaging 17 percent additional savings 
to our members on contracted pricing. The pro-
gram has been so successful we have made it 
a national program that is still being driven by 
the IEA leadership council. Basically, members 
need to participate in 70 percent of  the applica-
ble contract categories to qualify. They have to 
reward that contract category vendor 80 percent 
of  their spend to qualify for that contract.

JHC: Do you have any suggestions or 
advice for supply chain executives 
wishing to start an RPC? Is there any-
thing you believe they need to be aware 
of that will make them more successful? 
Smalley-Rader: First and foremost, find the 
right partner. Make sure it is one that will allow 
the membership to drive the program. With-
out a member driven process it doesn’t suc-
ceed. Make sure the members make the partici-
pation rules and are a part of  the oversight and 
maintenance of  the program. And remember 
that decisions are for the groups’ best interest, 
not any one individual’s needs. JHC

“ IEA and Intalere are a joined 
program. Intalere is the engine 
and IEA is the driver. Our members 
utilize the Intalere contract 
program and through IEA are able 
to gain tier enhancements or 
options contracts to benefit  
the membership.”
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To that point, when Price stepped into his current 
role, he began talking with business owners, community 
leaders, chambers of  commerce, elected officials and non-
profit organizations, trying to make them aware of  Nov-
ant Health’s commitment to building a more diverse sup-
plier network. He educated them about the importance of  
diversity to the healthcare system. 

“Novant Health’s patients reflect a diverse population, 
and we believe that to be a good partner in our community, 
we must do business with all segments of  our community,” 
he says. “Supplier diversity is good business for Novant 
Health. Providing opportunities for diverse businesses to 
grow and develop enhances the remarkable patient experi-
ence and supports the economic base of  the communities 

we serve. We strive to have vendors who match the demo-
graphic profiles of  our patient population, and who can 
compete when it comes to pricing and service.”

Supplier diversity helps to make sure that people in the 
community have the ability to pay for their care, he adds. 
Prior to passage of  the Affordable Care Act, more than 
40 million people were uninsured, and many of  them were 
among diverse populations. “We should have seen some 
connection to economic development.”

Consistent professional theme
It’s no surprise that Price looks for that connection. His 
career has gone through several phases, but it has one con-
sistent theme: economic development. 

Novant Health has a strong commitment to patient care, education and community services for those insured, 
under-insured and uninsured, and consistently delivers a significant impact to the health of  its communities, says Kevin 
J. Price, director of  supplier diversity and performance analytics. “The health of  the communities we serve is our priority 
and a commitment we take very seriously.”

Diverse supplier programs can bring 
cohesion to the community, not to 
mention a greater economic impact

Connected
    to the Community 
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“My career has been in stages; I’m in my fourth life,” 
he says. After he got out of  the military, he went to college 
and contemplated a career in law. Instead, he got into gov-
ernment and community development work, working on 
affordable housing and other projects in North Carolina. 
“We were building 100 affordable houses a year,” as well 
as other facilities for the underserved.

On those projects, Price’s role was development, putting 
together plans, arranging financing. And that led to his third 
career – banking. He worked for three banks, the last one 
being a minority-owned institution, for which he worked on 
diversifying its portfolio into non-traditional businesses, in-
cluding healthcare. That in turn led him to Novant Health.

“They asked me to come with them and start a supplier 
diversity program,” he recalls. “I didn’t know what that 
was.” But given his experience working for a minority-
owned bank servicing primarily minority customers, “it 
was a cool transition.” 

He started with Novant 
Health in 2006 and today, 
as director of  supplier di-
versity, reports to the IDN’s 
chief  diversity officer and 
chief  of  supply chain.

Field work
On the morning of  the day 
the Journal of  Healthcare Contracting spoke with Price, he 
met with potential suppliers at the meeting of  the His-
panic Contractors Association of  the Carolinas.

The fact that Price routinely participates in events such 
as the Hispanic Contractors Association conference, or 
that Novant Health hosted a Supplier Diversity Summit 
last year in partnership with the Latin American Cham-
ber of  Commerce of  Charlotte (N.C), demonstrates an 
important point about successful supplier diversity pro-
grams: They do not operate on autopilot.

“That’s absolutely true,” he says. “No matter the indus-
try, my counterparts and I have to be engaged in outreach. 
You can’t sit at a desk and be effective in this kind of  work.”

Timothy Martin, manager, supplier diversity contract-
ing & resource utilization, CHRISTUS Health, can attest 
to the same thing.

For Martin, a typical week consists of  strategic planning, 
working with diversity suppliers, consulting with industry 
peers, educating team members and monitoring the progress 
of  the supplier diversity program on the organization dash-
board. In 2016, the IDN sponsored a number of  diversity-
oriented vendor fairs, including three in Louisiana, which 
drew a total of  261 suppliers.

A veteran materials management and purchasing profes-
sional, Martin was appointed to his current post in June 2015. 
“This new position was created after our senior leadership 
team saw the need to be more intentional in our efforts to-
wards supplier diversity,” he says. “In my role, I’m fully dedi-
cated to supplier diversity contracting and responsible for 
its strategic direction, which touches all business units. Ulti-
mately, I accepted the new role because I wanted to be in a 
position to make a difference in the communities we serve.”

Hosting fairs such as those in Louisiana takes work, “but 
they are so rewarding,” says Martin. “[They] support our 
outreach strategy. The goal is to educate our community 

suppliers on how to do business with CHRISTUS Health 
and other community partners/companies, and understand 
the importance of  certification.” To make such events hap-
pen, he relies on support from others. In Louisiana, for ex-
ample, KaZette Enterprises – one of  CHRISTUS Health’s 
Diversity Supplier Council members – and the Louisiana dis-
trict office of  the U.S. Small Business Administration aided in 
the vendor fairs.

Another component of  CHRISTUS Health’s supplier 
diversity program is the Diversity Supplier Council. Cre-
ated in 2014, the Council consists of  minorities, women, 
and veterans who are small-business-certified suppliers, as 
well as suppliers that are nationally recognized for efforts to 
diversify their own supply chains. The Council offers mem-
bers and their organizations access to CHRISTUS Health, 
mentoring and coaching, and opportunities to improve 
CHRISTUS Health’s vendor relationship management.

“ You can’t sit at a desk and be 
effective in this kind of work.” 

– Kevin J. Price

Kevin Price
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Education
Mentoring and coaching are two of  the diversity director’s 
primary duties, according to those with whom JHC spoke. 

Diversity vendors are often unfamiliar with the com-
plexity of  large organizations, such as health systems, says 
Martin. His education strategy “assures us that the suppli-
ers we are doing business with obtain the business-savvy 
skills needed in order to be successful and grow within the 
communities they oper-
ate,” he says. “Such a pro-
gram helps identify certain 
skills that might be lack-
ing, and appropriate action 
plans can be put into place 
to address. Ultimately, we 
want our suppliers to suc-
ceed with us.”

Novant Health’s Price 
identifies three groups who 
need continuing education 
on diversity supplier issues: 
supply chain leaders, large 
healthcare suppliers, and 
diverse business owners. 

“Supply chain lead-
ers still have this thought 
that doing business with 
diverse suppliers will cost 
more money,” he says. 
“That’s simply not true.” 
It may be true that in 
some cases, the health 
system may need to make accommodations for smaller 
suppliers with smaller volumes of  business, who may 
not always be able to offer best-in-class pricing. “That’s 
why it’s important to also engage large healthcare sup-
pliers – which is the second piece.”

Due to the pressure to cut supply chain costs, many 
health systems gravitate toward big suppliers, who can of-
fer greater market share and lower prices, says Price. “But 
as they do that, we are losing diverse suppliers.” To slow 

down that trend, Price and his team encourage buyers in 
the healthcare system to accommodate diverse companies 
as Tier 2 suppliers, and to enlist the big Tier 1 suppliers 
to help their smaller counterparts in the process. “Tier 1 
suppliers have to own it with us,” he says. “Our customers 
(patients) and our communities are asking questions about 
how good a partner in the community we are. We think 
larger suppliers can be part of  that equation.”

The third group is comprised of  the diverse business 
owners themselves, many of  whom need to learn how 
to successfully compete in the healthcare supply chain. 
“There are nuances in healthcare. I want to help them un-
derstand the players and build relationships with sourcing 
managers and others.”

In 2014, Novant Health partnered with the Tuck 
School of  Business at Dartmouth, the Healthcare Sup-
plier Diversity Alliance and Novation (now Vizient) in a 
week-long course designed to improve the business skills 
of  diverse business owners and senior executives.

The idea arose several years earlier, as Price – who 
sat on Novation’s supplier diversity council – and others 
wrestled with how to engage more diverse suppliers in the 
healthcare supply chain. “We all had a common issue – 
that was, the pushback we were getting from the health-
care supply chain, who was asking, ‘Does this [diverse] 
supplier have healthcare experience?’” he recalls.

“I had an old boss tell me, ‘No one is born with experi-
ence. Someone has to give it to you.’ For diverse suppliers, 
which never had the advantage of  being engaged in the 
first place, being passed over for lack of  experience was a 
challenge. “We wanted to level the playing field a little bit.

“If  I sit down with a diverse supplier and a sourcing 
manager, and the sourcing manager asks, ‘Do you have a 
GPO agreement?’ and the suppliers says, ‘What’s a GPO?’ 
the conversation is over, mentally” he says. “We have to 
get these suppliers to the point of  understanding what 
they’re getting engaged in and how to compete.”

Novant Health and Tuck School of  Business have 
done two programs since, with better attendance than the 
first. With help from the Healthcare Supplier Diversity 
Alliance, Price and colleagues have collected scholarship 

“Supply 
chain 

leaders still 
have this 
thought 

that doing 
business 

with diverse 
suppliers will 

cost more 
money. 

That’s simply 
not true.”  

– Kevin J. Price
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money for diverse owners who can’t afford the cost of  the 
week-long course.

“Once they leave the class, we want them to be con-
nected to a community, so they can be nurtured and grow,” 
Price continues. For that reason, participants are encour-
aged to join the Healthcare Supplier Diversity Alliance.

Sustaining a strong program
Martin and Price agree that without CEO support, diver-
sity programs will most likely fail over the long term.

“Supplier diversity is part of  the DNA of  CHRISTUS 
Health” says Martin. “Support of  the program starts at 
the highest level in that of  our CEO, Ernie Sadau, who 

also serves as our chief  diversity officer. It’s that support 
from top management that ensures we have buy-in.”

Another “must” for a successful program is regular 
monitoring and reporting.

“It is my responsibility to track and report our prog-
ress to senior leadership on a monthly basis,” says Martin. 
“I work closely with the regional leaders to assure we’re 
meeting established goals. The goals are published month-
ly via company operational dashboard. Each region is held 
accountable for meeting their goal.”

For FY 2016, CHRISTUS Health set a target of  8 percent 
of  total spend committed to diverse suppliers, and ended the 
year at 11.2 percent of  spend related to diverse suppliers.

Price lists six keys to sustaining a vibrant diverse supplier program:
1.  Broaden the understanding or description of  “sup-

plier diversity” to include many groups. Rather than 
use the word “minority,” Price prefers “diversity,” 
because it includes women-owned businesses, 
veteran-owned businesses, LGBTQ-owned busi-
nesses, small businesses and others. When all these 
constituencies are drawn into a program, the com-
munity becomes stronger, as does the economic 
impact of  the health system’s diversity program.

2.  Tie the business case to the health system’s strategic 
plan, goals, mission and values. “This goes back to 
our values of  diversity and inclusion.” But words 

aren’t enough, he says. The health sys-
tem has to quantify its goals and results. 

3.  Encourage and insist on healthy 
competition. “Bringing in diverse 
suppliers keeps us in supply chain 
honest that we’re getting the best 
value and price.”

4.  Provide education, including pro-
grams such as those that Novant 
Health runs with Tuck School of  
Business.

5.  Communicate your strategies, 
goals and rationale, not only with 
suppliers, but with the com-
munity, with the health system 
staff, and even competitive health 
systems that share similar goals.

6.  Engage internal customers. Novant Health’s Diver-
sity Action Committee and supplier work group are 
two ways to do so. “What motivates them are the 
stories we can tell, that this small business got start-
ed because of  us, and now they are now patients of  
ours. That demonstrates community investment.”

Says Martin, “We continue to align our efforts with 
our mission – To extend the healing ministry of  Jesus 
Christ – and ensure supplier diversity is a part of  every-
thing we do.” JHC

“ Providing opportunities for 
diverse businesses to grow 
and develop enhances the 
remarkable patient experience 
and supports the economic base 
of the communities we serve.”  

– Kevin J. Price
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The National Minority Supplier Development Council was one of the first corporate membership organizations 
to certify businesses as minority business enterprises. Many other organizations – public and private – assist 
underrepresented groups, including: 

For a list of additional resources, go to www.hpoe.org/supplierdiversity

Source: “Increasing Supplier Diversity in Health Care,” Health Research & Educational Trust, Chicago, Ill.  
(Sept 2015), www.hpoe.org/supplierdiversity

• U.S. Small Business Administration 
•  Minority Business Development Agency  

(U.S. Department of Commerce)
• National Black Chamber of Commerce 

• National Gay & Lesbian Chamber of Commerce 
• U.S. Hispanic Chamber of Commerce 
• Veteran and Military Business Owners Association 
• Women’s Business Enterprise National Council 

To increase supplier diversity, a healthcare organiza-
tion should consider these steps:

Define goals for a supplier diversity program and draft 
a clear mission statement. Create a code of  conduct that 
ensures fair access to all suppliers. 

Incorporate these goals 
into the hospital’s or health 
system’s strategic plan and 
include specific targets for 
diversity spending. Frame 
supplier diversity goals as 
strategic and business im-
peratives, rather than simply 
“the right thing to do.” 

Communicate with your 
group purchasing organiza-
tion to ensure its practices 
reflect your hospital’s goals. 

Consider opportunities to diversify other hospital con-
tracts, such as those for advertising and marketing. 

Ensure that at least one minority candidate is always 
considered for a supplier position. 

Appoint a champion within the organization who 
will be accountable for implementing supplier diversity 
and tracking performance goals and dollars spent on 
diverse suppliers. 

Cultivate relationships with diverse suppliers through 
favorable financial terms, technical and managerial ser-
vices and educational seminars. 

If  your hospital or health system isn’t doing so already, 
consider working with a group purchasing organization to 
gain access to a wide network of  diverse suppliers. 

Avoid framing the supplier diversity program as a quo-
ta system or social program. Instead, emphasize its impor-
tance as a business strategy that will provide a competitive 
advantage to the organization. 

Identifying diverse suppliers

Action steps

Source: “Increasing Supplier Diversity in Health Care,” Health Research & Educational Trust, Chicago, Ill. (Sept 2015), 
www.hpoe.org/supplierdiversity
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Supplier diversity is a goal not only 
for supply chain executives, but for 
their distributors as well.

“It is our policy to ensure mean-
ingful inclusion of large and small 
businesses owned by ethnic mi-
norities, women and veterans in 
our procurement process,” says 
Abigail Kofete, manager of supplier 
diversity at Cardinal Health. “For our 
organization, maintaining a diverse 
supplier base spurs 
competition, gener-
ates innovative think-
ing and facilitates the 
exchange of ideas that 
have the potential to 
produce value-added 
solutions. Partnering 
with best-in-class di-
verse suppliers is es-
sential to our work.”

Cardinal Health mentors 
and coaches suppliers on a 
formal and informal basis, says 
Kofete. “Our mentoring activi-
ties are driven by the federal 
government, corporate cus-
tomers and organizations that 
promote supplier diversity. 
Our mentoring programs en-
courage true partnerships for 
learning, growth and sustain-
ability, and have enabled us to 
contribute to the development 
of diverse supplier capabilities 
and operational excellence.

“Additionally, we deliver train-
ing internally to our sourcing 
organization and those who 
influence the sourcing process. 
Externally, we provide learning 
opportunities for diverse suppli-
ers that focus on understanding 
the sourcing process at Cardinal 
Health and developing the tools 
needed to successfully navigate 
an RFx process.

“Lastly, we provide informa-
tional sessions to our corpo-
rate customers as they seek to 
understand how our supplier 
diversity program is a differen-
tiating strength as we work to 
service their contract and build 
a lasting relationship.”

Building and maintaining a 
supplier diversity program comes 
with challenges, says Kofete. “The 
most prevailing challenge we face 
is locating medical manufactur-
ers of scale to do business with 
who are also headquartered in the 
United States. There are a wealth 

of suppliers who support the busi-
ness operations of Cardinal Health; 
however, there are fewer suppliers 
in manufacturing and other cus-
tomer-facing sourcing categories.”

Even so, the future looks bright 
for diverse suppliers in healthcare. 

“More and more, healthcare 
companies are promoting the idea 
of supplier diversity as a means to 
impact their organization and the 

community,” says Kofete. “Ten 
years ago, supplier diversity was 
not as prevalent in healthcare. Di-
verse suppliers are understand-
ing the opportunities within the 
healthcare space and are seek-
ing information and guidance as 
they navigate the complexities 
of this industry. Additionally, we 
are seeing more formal business 
training programs add a health-
care component as a means to 
provide this information.

“We truly feel this is an ex-
citing time in healthcare for 
supplier diversity.”

“ Diverse suppliers are 
understanding the opportunities 
within the healthcare space and 
are seeking information and 
guidance as they navigate the 
complexities of this industry.”

Distributor’s Perspective of Supplier Diversity

Abigail Kofete
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Most supply chain executives want to work with diverse suppliers, but 
they don’t want to be in the “minority/diverse supplier education & develop-
ment” business. That’s OK, because Mark Cartwright, MBA, CPSM, CPSD, does.

Cartwright is senior director of  supplier diversity strategic programs for Vi-
zient Inc. His job is to identify and seek contracts with minority-, women- and 
veteran-owned businesses on behalf  of  Vizient’s members. Much of  that job 
entails coaching small, diverse companies on the complexities of  the healthcare 
supply chain. That’s where “supplier education and development” comes in.

It’s a job for which Cartwright is well-suited. Prior to 
joining Vizient in 2013, he served as director of  supplier 
diversity for the Commonwealth of  Virginia, and before 
that, creator of  the supplier diversity program at his alma 
mater, Virginia Tech. He chairs the diversity committee 
for the Institute for Supply Management, serves on the 
board of  the Healthcare Supplier Diversity Alliance and 
sits on the Healthcare Industry Group Subcommittee of  
the National Minority Supplier Development Council. 
He was among the first individuals to achieve the status 
of  Certified Professional in Supplier Diversity from the 
Institute for Supply Management.

Complicated supply chain
The healthcare supply chain may lag behind those of  
other industries in terms of  minority/diversity contract-
ing, but that’s not for lack of  concern or commitment, 
says Cartwright. Providers understand that buying goods 
and services from local, small and diverse suppliers creates jobs – and hence, insured 
individuals, he says. In addition, health systems serve diverse patient and workforce 
populations, and they want their supply chains to mirror those populations.

But to many small and diverse companies, the healthcare supply chain 
seems overwhelmingly complex. Instead of  dealing solely and directly with 
buyers, such companies have to learn where group purchasing organizations 
and distributors fit in.

Connecting with  
Diverse Suppliers
GPOs act as a bridge between supply chain executives and  
diverse/veteran-owned suppliers. Case in point: Vizient and Mercury Medical

In addition, some suppliers – par-
ticularly those who are new to the 
healthcare market – believe that sign-
ing a GPO contract is a guarantee of  a 
certain amount of  business, says Cart-
wright. They initially may fail to under-
stand that although having a GPO con-
tract opens doors, the contract supplier 
remains primarily responsible for selling 
its product(s) and company to providers.

“We spend a lot of  time helping 
these suppliers get prepared to enter 
the hospital market,” says Cartwright. 
“That’s why national GPOs have 
dedicated supplier diversity staffs 
and programs, which are built around 
furthering awareness, opportunity 
and development.” Through their 
membership in such organizations 
as the Healthcare Supplier Diversity 
Alliance, the National Minority Sup-
plier Development Council and the 
Women’s Business Enterprise Na-
tional Council, GPOs are in a good 
position to identify and mentor mi-
nority/diverse suppliers who are new 
to the healthcare market. 

Suppliers themselves aren’t the only 
ones who fail to understand the chal-
lenges of  providing products and ser-
vices to hospitals and health systems. 
In their well-intentioned effort to pro-
mote opportunities for small, minority 

Mark Cartwright

Doug Smith
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or veteran-owned businesses, for example, state governments sometimes 
impose unrealistic goals on their agencies, including hospital systems. 
Lawmakers in such states often don’t realize that diverse suppliers have a 
relatively small presence in the manufacturing of  goods in high-spend cat-
egories, such as physician-preference-items, pharmaceuticals and medical 
devices. True, many of  these suppliers do provide general medical/surgical 
commodities and support services, such as IT consulting or staffing. Still, 
that may not be enough for state hospitals to meet certain goals. GPOs 
have to educate these entities as well, says Cartwright.

The business case
Not all diverse companies are small, nor are they all unfamiliar with the 
healthcare supply chain. A case in point is Clearwater, Fla.-based Mercury 
Medical, maker of  critical care, respiratory, 
anesthesia and EMS products and technol-
ogies. Through a direct sales force as well 
as specialty distributors, the company sells 
products throughout the United States. 

Mercury Medical is certified as a Vet-
eran-Owned Small Business (VOSB) by 
the U.S. Department of  Veterans Affairs, 
Center for Verification and Evaluation. 
That’s because its owner, Stan Tangalakis, 
is a veteran of  the Korean conflict, who 
served in a MASH unit as a pharmacist.

“Our message is clear,” says Vice 
President of  Sales and Marketing Doug 
Smith. “Mercury Medical is a healthcare organization specializing in 
introducing emerging technologies to the market that improve patient 
outcomes. These innovations align with supply chain goals in provid-
ing their facilities and clinicians with new, evolving technologies to 
improve patient outcomes; solutions designed to increase efficiencies 
and throughput; and solutions designed to reduce costs and inherent 
liabilities, resulting in superior patient care.

“The VOSB certification creates greater visibility of  the value 
propositions we can provide aligning our strategic objectives with our 
business partners.”

Mercury Medical has dedicated sales and marketing resources toward 
creating awareness of  its VOSB certification status, says Smith. “At indus-
try trades shows and local, regional and national healthcare meetings, we 
proudly market our VOSB certification. We work closely with organizations 
that are supporting and developing diversity supplier programs. GPOs such 
as Vizient promote VOSB and other diversity suppliers throughout their 

networks. Some have dedicated diversity sup-
ply managers that assist companies like Mercury 
through their contracting programs.

“[GPOs] aggressively assist their members 
in developing and sourcing minority-owned 
businesses,” he says. “Vizient markets these 
types of  organizations within their vast mem-
ber organization, assisting their members in 
selecting diversity suppliers based upon their 
business strategy. They also provide forums at 
national meetings, where members and suppli-
ers come together and share best practices.”

But providers sometimes struggle when 
implementing minority/diverse supplier busi-
ness initiatives, Smith points out. “One of  the 
hurdles some of  our customers face is that 
they haven’t developed robust policies and 
procedures regarding how to engage and sup-
port diversity business groups that are avail-
able to them.” They may lack clearly defined 
goals and objectives as they relate to contract-
ing and purchasing.

“With clearly defined targets and metrics, 
they can measure and ultimately determine the 
effectiveness of  their programs focused on the 
VOSB and minority owned businesses.”

Says Cartwright, “All of  this takes a will-
ingness on the part of  hospital supply chains 
to say, ‘This is important to us; let’s take a 
look at our spend and our opportunities.’ It 
has to be on a strategic, almost product-level 
basis. It takes forethought, collaboration and 
effort.” Without dedicated resources, hospi-
tals or health systems will find it difficult to 
create and sustain a minority purchasing pro-
gram. Instead, the program will be transac-
tional, not strategic. 

“Often, we have to work with a supplier 
over a period of  time. Sometimes you have to 
go where the suppliers are; you can’t always 
sit and wait for them to come to you.

“Sometimes we get lucky, and there’s an 
immediate opportunity for a contract.” JHC

“The VOSB 
certification 

creates greater 
visibility of 
the value 

propositions 
we can 
provide.”  
– Doug Smith
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SUSTAINABLE 
PRODUCTS

By John Strong

As you shake the sleep off, you realize that the sounds of your 12-year-
old daughter’s latest asthma attack woke you. You determine immediately that 
this is going to require another trip to your local healthcare provider’s emer-
gency room. When you pull up to the door of  the emergency room, housed in 
a brand-new facility built by the largest integrator of  care in your state, you feel 
palpable relief. There’s no wait – and soon a physician, nurses and others have 
her situation under control.

No one – neither you nor the healthcare professionals treating your daughter – 
realizes that this modern emergency room was made with construction materials 
and furnished with products that contain chemicals known to cause asthma, can-
cer or reproductive harm. The carpets contain stain-resistance chemicals called 
perfluorinated compounds (PFCs) that can impair the development of  children1, 

while the flooring adhesives contain 
Toluene Diisocyanate (TDI), a known 
trigger for asthma that is linked to 
lung damage.2 In fact, a study of  asth-
ma cases by occupation in the British 
medical journal The Lancet found that 
nurses and healthcare facility cleaning 
staff  had the highest rates of  asthma 
of  all occupations studied both inside 
and outside healthcare.3 

Is it possible that the same patient 
health issues we are treating in our 
facilities are linked to the construc-
tion materials we use to build them 
and the supplies we purchase for our 
daily operations? Unfortunately, the 
answer is yes. That’s why Practice 
Greenhealth and its affiliated orga-
nization, Health Care Without Harm 

In Search of 
Sustainable Products
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(HCWH), created Greenhealth Exchange 
(GX), a green purchasing organization de-
signed by and for healthcare facilities. 

Sourcing sustainable products
You may be thinking that you don’t have 
the time or expertise to specify, and ulti-
mately procure, sustainable products for 
your facility. Staff  time is at a premium 
these days. The Greenhealth Exchange can 
help your healthcare facility easily access 
environmentally preferable products at dis-
counted prices by aggregating the purchas-
ing power of  several hospital systems that 
are committed to purchasing products that 
meet high sustainability standards.

Greenhealth Exchange was launched on 
May 16, 2016, at HCWH’s annual CleanMed 
conference in Dallas. It is a Public Benefit 
Corporation (“B” Corp) being operated as a 
for-profit cooperative. A “B” Corp is an IRS 
special-designation organization that requires 
its board to take an extra measure of  fidu-
ciary responsibility, including making deci-
sions based on the welfare of  the staff, the 
customers they serve and the environment. 
Additionally, the corporation must operate in 
a highly transparent fashion, and produce an 
annual public benefit report. 

To date, six of  the nation’s environmen-
tally leading healthcare systems and Practice 
Greenhealth have joined GX as “members” 
(owners). GX is actively seeking other health 
systems to become founding owners of  the 
effort to more rapidly and completely green 
the supply chain.

GX is not designed to replace or chal-
lenge any health system’s use of  their na-
tional group purchasing organization. That 
said, we are pursuing contracts with suppli-
ers of  green products, which members can 
take advantage of. Currently, GX is accept-
ing Member Patron applications. There is a 

one-time capitalization fee of  $150,000 to join, but Member Patrons 
can sponsor and add an unlimited number of  affiliates to the pro-
gram, and presently receive a seat on the board of  directors, the con-
tracting committee and each product subcommittee.

GX is creating an all-green product catalog that will include a wide 
array of  goods that are highly energy-efficient, have a high percentage 
of  recycled content, and are devoid of  toxic chemicals of  concern.

GX is evaluating the sustainability attributes of  each supplier’s prod-
ucts as well as the merits of  their sustainability programs, including the 
ability to offer resource- and fuel-efficient packaging and shipping ser-
vices as well as product takeback and recycling programs.

GX will help purchasers measure 
the impact they are having through 
the elimination of  chemicals of  con-
cern, the reduction of  energy and 
greenhouse gas emissions, and report 
them as public benefits.

Meaningful evaluation of  products 
and the establishment of  detailed met-
rics to measure results takes a team of  
people with a wide variety of  interests 
and talent. To accomplish this, GX is 
engaging more than 60 subject-matter 
experts from HCWH and Practice 
Greenhealth as well as more than 40 
seasoned purchasing agents and sus-
tainability staff  from our members. 
In addition, GX has retained several 
outside specialists to help inform its 
work. This includes highly respected 

environmental organizations such as the Responsible Purchasing Net-
work and the Healthy Building Network.

Energy consumption: 10 percent of U.S. consumption annu-
ally, and twice as much as traditional office space6

Waste generation: 5.9 million tons annually

Greenhouse gas emissions: 8 percent annually

Healthcare’s impact on the 
environment (percent of total U.S.)

There is a 
pervasive 
feeling in 

healthcare 
that 

green and 
sustainable 

products 
need to cost 

more. We 
believe just 

the opposite.
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SUSTAINABLE 
PRODUCTS

On the watch list
One of  the first medical product areas on which GX is focusing are sys-
tems to scrub anesthetic gas. “Most anesthetic gases – including N20 and 
halogenated inhalation gases – employed in hospital operating rooms are 
permitted to escape to the atmosphere during use, a serious problem con-
sidering that these gases are extremely potent greenhouse gasses (especially 
the halogenated gases). Some have a global warming impact 1,900 times 
that of  C02. Capturing and recycling these gases reduces these emissions.11

Another product area being explored are disposable food service-
ware products, which include plates and bowls made from sugarcane, 

wheat straw and other agricultural waste products. While these prod-
ucts are certified as compostable, the GX team discovered that un-
acceptable additives were typically added to the “slurry” before it is 
molded into food serviceware products. With help from the Green 
Science Policy Institute and a lab at Hope College in Michigan, GX 
had several products tested to confirm whether they contain concen-
trated amounts of  fluorine, which points to the use of  PFCs. Perfluo-
rinated compounds are used to make many food serviceware products 

resistant to grease. These chemical additives, 
which are similar to chemicals often found in 
non-stick cookware, are highly persistent and 
have been linked to reproductive harm in de-
veloping fetuses, infants and children.9 

There is a pervasive feeling in healthcare 
that green and sustainable products need to 
cost more. We believe just the opposite: By 
effectively aggregating their volume and con-
tracting for better products, we can actually 
bring the price down below those of  less-de-
sirable products and those manufactured with 
chemicals of  concern. 

Over the past 20 years, HCWH and Prac-
tice Greenhealth have made tremendous strides 
in telling the story of  healthcare’s impact on the 
health of  patients, visitors, and staff  – as well as 
offering solutions. Yet, as Gary Cohen – founder 
and president of  HCWH and Practice Green-
health – says, “We’re just getting started.” The 
mission of  GX is to create an ecologically sustain-
able, equitable and healthy world by accelerating 
the adoption and use of  safer, greener products 
by leading healthcare systems; catalyzing innova-
tion in next-generation product development, 
and inspiring similar action in other sectors.

Healthcare providers and suppliers can 
learn more by registering on the GX website: 
www.greenhealthexchange.com. JHC

John Strong is a principal of  John Strong, LLC and serves as president of  Greenhealth Management, a limited liability company owned by 
Practice Greenhealth designed to operate GX. You can reach him at john@greenhealthexchange.com.

1  Chemicals of  Concern Identified by the U. S. EPA at http://safer chemicals.org/get-the-facts/the-chemicals-of-concern-identified-by-the-u-s-epa/
2 Ibid.
3  Lancet. “Exposures to substances in the workplace and new-onset asthma: an international prospective population-based study (ECRHS-II). July 28, 2007; 

370: 336-41. Available at http://www.real.cat/pdf/dossier_lancet_def_eng.pdf
4 HTPPS://medium.com/@HCWH/20-years-in-were-just-getting-started-dbaa8e25ab954#.id2fdbkh1
5  Wolff, Jessica and Sheehan, Kaleigh, ”A Greener Operating Room”, blog at http://www.huffingtonpost.com/jessica-wolff-mba-msn/a-greener-operating-

room_b_8183386.html?utm_hp_ref=impactx
6  U.S. Department of  Energy: 2003 Commercial Building Energy Consumption Survey
7 Wharton School of  Business of  the University of  Pennsylvania, “Greener Hospitals: Building Consensus for Health Care Sustainability”, February, 2015
8  Cited in Rossi, Mark, PhD and Lent, Tom: “Creating Safe and Healthy Spaces: Selecting Materials that Support Healing” by The Center for Health Design, 

September, 2006
9 McMichael, Anthony, et. al., “Climate change and human health: present and future risks” at www.the lancet.com/Vol367/March 11, 2006
10 ILO: The Institute for Innovation in Large Organizations: “The Business Case for Green Healthcare Facilities”, January 10, 2008
11 Health Care Without Harm and Practice Greenhealth: “Addressing Climate Change in the Health Care Setting” 

•  Dartmouth-Hitchcock Health System, Lebanon, N.H.
• Dignity Health, San Francisco, Calif.
• Gundersen Health, LaCrosse, Wis.
• Partners HealthCare, Boston, Mass.
• Practice Greenhealth, Reston, Va.
•  University of Vermont Health Network, Burlington, Vt.

Greenhealth owners
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INFILTRATE WITH GREATER

EXPAREL® (bupivacaine liposome injectable suspension) has a broad indication that 
doesn’t limit your use by surgery type or surgical site. It is indicated for administration 
into the surgical site to produce postsurgical analgesia.

By providing long-lasting pain control with less need for opioids, EXPAREL may 
help you reduce the opioid burden to your patients. In our soft tissue trial, more 
EXPAREL patients were opioid-free compared with placebo patients: 28% vs 10%, 
respectively (P<0.0008).*  

If you want to use EXPAREL with bupivacaine HCl, you can administer both in the same 
syringe as long as the milligram dose ratio of bupivacaine HCI to EXPAREL does not 
exceed 1:2.

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. Full Prescribing Information 
is also available at www.EXPAREL.com.

For more information, please visit www.EXPAREL.com or call 1-855-RX-EXPAREL (793-9727).
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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 
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This resulted in a decrease in opioid consumption, the clinical benefit of 
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ProMedica’s Food at Discharge program ensures that patients  
in need get a three-day supply of  nutritious food upon discharge. 
Toledo, Ohio-based ProMedica buys the non-perishable food items, 
and Concordance inventories, packs and ships them to each of  
ProMedica’s 12 hospitals. The program is designed to help patients 
deal with food scarcity and to potentially prevent readmission to the 
hospital due to poor or unavailable nutrition.

Post-Acute Nutrition

POST-ACUTE

ProMedica and 
Concordance Healthcare 
Solutions have combined to 
take the concepts of post-
acute care and population 
health to a new level.
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POST-ACUTE

Items included in ProMedica’s 
Food at Discharge kits include:

• Applesauce
• Mixed fruit cups
• Honey graham crackers
• Cheerios cereal
• Lorna Doone cookies
• Unsalted saltine crackers
• Peanut butter
•  Low-sodium  

vegetable soup
•  Low-sodium chicken 

noodle soup
• Ritz Bits crackers
• Grape jelly
• Vanilla soy milk
• Apple juice
• Grits
• Strained bananas
• Strained chicken
• Strained green beans
• Strained pears
• Strained beef
• Strained carrots
• Cutlery kit
• Barn box
• Plastic bag For more information about ProMedica’s services to communities,  

visit www.promedica.org. 

“ProMedica is constantly building programs to benefit our communities 
across northwest Ohio and southeast Michigan,” says Dave Myers, Concordance 
executive vice president. “They put words into action, and they place the pa-
tient first.” (Concordance was formed in December 2015 when three distributors 
merged – Seneca Medical, Kreisers and MMS—A Medical Supply Company.)

ProMedica President of  Supply Chain 
Kathleen Krueger introduced the concept 
to Seneca in December 2014. “The issue was 
presented as, how can Concordance use its 
skills, strengths and excellence in logistics to 
partner with ProMedica and efficiently put 
these kits together and expand a unique pro-
gram across all of  our hospitals?” says Myers. 

Now, when a patient is admitted to a Pro-
Medica hospital, the admissions team identifies 
their potential need for food help and – just 
as important – their willingness to accept it. 

Upon discharge, they get food, a nutritional guide and a guide to community services. 
Concordance employees pack the food kits on their own time. They pack 

three days’ allotment in a box to be given to the patient at discharge. Concor-
dance packs two kinds of  kits: one for people with dysphagia (that is, difficulty 
in swallowing), and another for those without. Concordance then delivers the 
food kits to each hospital as part of  its normal daily replenishment process.  

“Everybody talks about wellness and following the patient,” says Myers. 
“ProMedica is actually doing it.”

ProMedica presented its Mission Partner of  the Year Award to Concordance 
at the first annual ProMedica Philanthropy Awards this spring. ProMedica is also 
spreading the word about hunger as a health issue nationally through The Root Cause 
Coalition summits and other educational campaigns and research initiatives. JHC

Food at  
Discharge

“ Everybody talks 
about wellness 
and following 
the patient. 
ProMedica is 
actually doing it.”  

– Dave Myers

Let Swisslog help you take it down to size. 
From pharmaceutical and device manufacturers to distributors, Swisslog software and automation 
solutions have transformed the warehouses of healthcare’s largest suppliers.
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TRENDS

Consolidated service centers are no fad, says supply chain 
consultant Jamie Kowalski. They may not be for everybody, and they 
shouldn’t be attempted without analysis, planning and upper-level sup-
port. But for the right system, with the right resources and support, 
they are worth the effort.

This summer, Kowalski, of  Jamie C. Kowalski Consulting, LLC, 
Milwaukee, Wis.; and PerformanSC Supply Chain Ltd, Dublin, Ireland, 
published the third edition of  their research of  healthcare providers 
that use a consolidated service center model for their supply chain and 
other support services. (The previous studies were published in 2012 
and 2014). TECSYS Healthcare sponsored the latest edition.

“Over the three surveys, we have worked with provider supply 
chain executives to identify a clearer picture of  the supply chain trans-
formation that is taking place in the industry,” says Kowalski. “During 
that time the number of  identified health systems with a CSC has risen 
from 30 to over 60, demonstrating both feasibility and sustainability 
of  the model.”

The right fit
Setting up a CSC isn’t rocket science, says 
Kowalski. Still, it should only be pursued by 
those that have the right situation. “It’s not a 
good fit for everybody.”

For example, very small hospital systems 
or IDNs probably can’t support a CSC be-
cause they lack scale and volume. Neither 
can those whose facilities are dispersed 
across a very large geography (though there 
are exceptions). 

“Fit actually transcends supply chain,” 
he says. A CSC might falter in a corpo-
rate culture that is completely risk-averse 
or that lacks the discipline to execute the 
model – which will require change. Nor 
will it work without someone at the execu-
tive level who expects the CSC to be good 
for the system, and who expects everyone 
to support the effort.

Some early CSCs failed, says Kowalski. Com-
mon reasons include:

•  Failure to recognize that a CSC is not 
just a distribution alternative; rather, 
that it is part of  an overall supply chain 
strategic plan

•  Lack of  commitment and  
corporate discipline

•  An inadequate feasibility analysis and 
poor (or lack of) design, implementa-
tion and operational plans

“[But] most of  the more recently de-
veloped CSCs are actually expanding as we 
speak,” he adds.

Management challenge
Those embarking on a CSC model must rec-
ognize that CSC operations are bigger than 
the typical hospital storeroom. And with size 
comes complexity. That, in turn, presents 
management challenges.

Consolidated 
Service Center?  
If the shoe fits…
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TRENDS

“It’s a matter of  scale,” says Kowalski. A large hospital storeroom 
might be 10,000 square feet and hold 2,000 or 3,000 items, serving 50, 
60 or 70 customers. But a CSC can range in size from 60,000 square 
feet up to 250,000 square feet or more. “You’re taking a quantum leap 
in size, including the number of  products you carry.” After consoli-
dating and standardizing products from multiple hospitals, ambulatory 
care centers and other sites of  care, a CSC might stock 60,000, 70,000 
or even 100,000 items. “You’re going to add items that you used to call 
nonstock, and you’re going to a 30 to 70 customers per facility of  the 
IDN, instead of  60 or 70 in one hospital.”

Supply chain executives contemplating building a CSC should visit 
sites that are operating, to research and learn from their experience, he 
says. That’s the only way to find out about the landmines they might 
encounter and what successes they can replicate.

Nor are CSCs irreversible, says Kowalski. “If  they fail, you can 
go back to a distributor model, find someone who wants to buy your 
building, or run out the lease or pay it off. A change in CEO or CFO 
might call into question the CSC model, even if  it is performing well. 
The culture and philosophy of  the new executives might be to only re-
tain those operations that are – as they believe them to be – “core com-
petencies.” But for those providers with the ‘right stuff,’ this model has 
resulted in compelling financial and operational benefits. And that is 
usually what CEOs and CFOs like to see.”

ROI
The payoff  of  a successfully run CSC comes largely from savings, says 
Kowalski. “Even if  it’s only 2 percent, saving 2 percent of  $400 million 
is a lot of  money. If  you save 4 percent, even better.” Those savings can 
be realized by the ability to leverage volume, buy in bulk, and reduce 
distribution costs by minimizing points of  delivery for the supplier (to 

the CSC rather than all the care sites). “And 
you can investigate whether investments in 
automation can make you that much more ef-
ficient and productive,” he adds.

There’s another payoff  – improved ser-
vice to internal customers. 

“One hundred percent of  those operating 
a CSC stated they would go through the ef-
fort again,” says Kowalski. “They also learned 
that it is critical to have everything planned 
and to follow that plan.” The right sequence 
of  events and activities is critical for success.

Most CSCs report that they have de-
cided to maintain some relationship with 

a distributor, says Kowalski. 
This would include the dis-
tributor handling selected cat-
egories of  products, and serv-
ing as an emergency backup 
source. They also can use the 
knowledge of  the distribu-
tor’s prices as a benchmark 
for the prices available to the 
CSC. But many CSCs choose 
to self-distribute.

The role a GPO might play 
is similar to that of  a distribu-

tor, Kowalski adds. “A CSC might decide to 
use a GPO to be the source of  contracts 
and prices for categories of  products – com-
modities or drugs – that the CSC prefers 
to not handle itself. Many CSCs choose to  
completely self-contract.

“Based on the findings of  the three sur-
veys, the trend appears to show that growth 
will continue at a fairly rapid pace, at least for 
the next 10+ years,” he says. “Of  course, the 
consolidated, centralized, standardized sup-
ply chain model that a CSC represents might 
mimic what happens in corporations: They 
centralize for a time, then de-centralize; they 
grow and contract, and repeat the process  
every X years.” JHC

Fit actually transcends supply chain. A CSC 
might falter in a corporate culture that is 
completely risk-averse or that lacks the 
discipline to execute the model – which 
will require change. Nor will it work without 
someone at the executive level who expects 
the CSC to be good for the system, and who 
expects everyone to support the effort.
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MARKET INSIGHTS

2020
Joel T. Allison, FACHE, president and 
CEO, Baylor Scott & White Health, 
described the IDN’s “Vision 2020.” 
Allison envisions Baylor Scott & White 
becoming a top healthcare system, 
“strategically positioned as a fully in-
tegrated delivery network for provid-
ers implementing population health.” 
It is well on its way, he said, pointing 
to Scott & White Clinics, Baylor Scott 
& White Quality Alliance, HealthTexas 
Provider Network and other initiatives.

Three healthcare models are emerg-
ing, said Allison: 

•  Super-regionals, including 
Baylor Scott & White.

•  Academic aggregators, such as 
Partners HealthCare.

• Nationals (e.g., Tenet or HCA).

Think Ahead
Market Insights forum challenges supply chain 
leaders to consider what’s to come

A picture of healthcare – specifically, the health-

care supply chain – of  today and tomorrow emerged 
from the two-day Market Insights Supply Chain Fo-
rum in Dallas, sponsored this fall by the Journal of  
Healthcare Contracting. That picture included shades 
of  consolidation, value-based reimbursement, and 
– not surprisingly – cost control.
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Market Insights Sponsor
Vizient, Inc., the largest member-driven health care performance improvement com-
pany in the country, provides innovative data-driven solutions, expertise and collabora-
tive opportunities that lead to improved patient outcomes and lower costs. Vizient’s 

diverse membership and customer base includes academic medical centers, pediatric facilities, community hospitals, 
integrated health delivery networks and non-acute health care providers and represents almost $100 billion in annual 
purchasing volume. The Vizient brand identity represents the integration of  VHA Inc., University HealthSystem Con-
sortium and Novation, which combined in 2015, as well as the recently acquired MedAssets’ Spend and Clinical Resource 
Management (SCM) segment, which includes Sg2. In 2016, Vizient received a World’s Most Ethical Company designa-
tion from the Ethisphere Institute. Vizient’s headquarters are in Irving, Texas, with locations in Chicago and other cities 
across the United States. Please visit www.vizientinc.com as well as our newsroom, blog, Twitter, LinkedIn and YouTube 
pages for more information about the company.

The “winners” will be those providers 
that understand consumers, the significance 
of  patient experience, and the move to “re-
tail healthcare,” he said. Care coordination 
throughout the continuum will be another 
marker of  success. Expect telehealth and 
telemedicine to take off, particularly as new 
payment models emerge. And capital will be 
largely directed to health systems’ ambulatory 
strategies, including physician practices, retail 
clinics, and urgent and emergency care.

Waste
There’s a new normal in healthcare – a relent-
less focus to reduce the total cost of  care, 
said Brent Petty, consultant, Lexmark Inter-
national, and former IDN supply chain ex-
ecutive. As much as 25 percent of  total U.S. 
healthcare spending – or about $750 billion 
– is wasted, he said. Unnecessary services, ex-
cess administrative costs and inefficient care 
delivery are at the top of  the list. 

Key areas of  focus will be:
•  Cutting direct costs  

(e.g., FTEs, drugs, services).
• Reducing variation of  care.
•  Leveraging size to negotiate better pricing.

•  Increasing operational efficiencies.
• Value-based purchasing.
• Physician engagement.
•  Creating value through population health management.

Vendors need to help out, said Petty. They must understand the clini-
cal and economic impact of  their products.

A new way of talking
Poor communication. Broken promises. Transactional nature. Too of-
ten, those were the hallmarks of  supply chain relationships, said Sean 
Poelinitz, director, contracting and resource utilization, supply chain 
management, CHRISTUS Health. But that’s not good enough any-
more. Rather, we should be building strategic relationships with our 
trading partners, he said. They are long-term; they thrive on mutual 
benefits; and they call for shared resources, open communication, 
shared risks and rewards, and senior leadership involvement.

Do you know a strong strategic supplier relationship when you see 
one? Look for these clues. In such relationships:

•  Selection of  the relationship must be defensible.
•  The relationship must be exclusive but not entitled.
•  The relationship must be measurable with a formal  

rewards/recognition process.
• The relationship must be intentional.
•  The best aspect of  the relationship is replicable to  

the supplier community.
•  Expectations for the relationship must grow. JHC
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PRIME VENDOR
By Jeff Girardi, HIDA

Getting the Most from Your Most Important Supplier  

Improving Pricing Accuracy 
Requires Four-Way Coordination

HIDA’s principles for improved contract administration processes
•  Automation: 100 percent of communications and transactions should be electronic. Any process that cannot be 

automated should be redesigned. 

•  Standards: For transactions, EDI (electronic data interchange) formats are the gold standard for communicating 
information; CSV files matched to EDI formats are acceptable alternatives.  For product and location identification, 
GS1 standards (GTIN/GLN) are strongly encouraged, followed by alternate third-party standard identifiers as accept-
able cross-reference data points. 

•  Timeliness: Trading partners must embrace contract negotiation deadlines that allow timely notice of contract 
changes. Distributors must have 45 days’ notice prior to a contract’s effective date to load pricing, communicate to 
providers, and allow providers the opportunity to review and load pricing.
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A little over four years ago, my organization, the Health Industry Distribu-
tors Association, launched an initiative to streamline healthcare contracting com-
munications. This was a top-priority issue for our distributor members who sit in 
the middle of  the process, between the manufacturers and GPOs who negotiate the 
prices and the end customers who just want to get the right price on their invoice. 

Our ultimate goal is to ensure everyone has the right price, one that matches 
their trading partner’s price. But we also wanted to improve business processes for all 
trading partners – GPOs, distributors, manufacturers and providers – along the way.

After years of  work, we haven’t yet “fixed” the healthcare contracting pro-
cess, but we have made progress.

We’ve learned that inefficient contract management practices create cost 
and rework not only for our distributor members, but also for manufacturers, 
providers, and GPOs. Everyone is spending too much time trying to resolve 
pricing mismatches and errors. We heard this from six GPO executives who 
spoke at a recent HIDA Contract Administration Workgroup meeting, and 
we’ve heard it from providers at conferences like AHRMM.

We’ve elevated the discussion, by bringing together suppliers, providers, 
and GPOs to share their pain points and discuss solutions. Our second-annual 
Contract Administration Conference will take place April 19-20, providing a 
forum for trading partners to collaborate on process improvement.

And we’ve determined that the guiding principles with which we started are still 
the most important keys to improving contract administration:

•  Automated, electronic  • Industry • Timely  
processes    standards    communications

There’s a lot more to it, but clearly we still need to embrace these basic principles. 
Instances of  providers and suppliers using email, fax, or even handwritten orders still 
occur in healthcare and lead to costly errors or rework. Even if  materials managers 

can’t justify the cost of  investing in EDI 
systems, adopting standardized formats 
for communicating contract changes 
can greatly improve end-to-end auto-
mation efforts.

We recognize that some of  these 
principles are harder to adopt than oth-
ers for certain constituents. Some require 
changes to information systems, busi-
ness processes, or even company culture. 
But the hardest truth is that the costs 
of  not embracing and adopting these 
three pillars, or demanding them from 
your trading partners, will only multiply 
for organizations operating beyond the 
scope of  what are quickly becoming ac-
cepted as the industry standard.

Healthcare as a whole continues 
to experience unprecedented change, 
and will only become more sophis-
ticated as customers demand more 
than the status quo. HIDA will soon 
release updated contract communi-
cation standards resources for man-
ufacturers, distributors, providers, 
and GPOs. Visit www.Streamlining-
Healthcare.org/Improving-Pricing-
Accuracy for more information and 
to start taking action. JHC
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MODEL OF  
THE FUTURE

BJC HealthCare is creating a talent development approach focused 
on strengthening its supply chain’s current and future leaders.

“What we’re trying to do is teach our team members how to go about de-
veloping both themselves and the people that work for them,” says Nancy Le-
Master, vice president of  supply chain transformation.

Rather than think of  it as a program, a term she 
feels is prescriptive, LeMaster prefers to think of  it 
as a process of  developing unique plans for each 
person. “We’re trying to create individualized plans, 
but also create structure so everyone isn’t starting 
from scratch.”

These plans – which she hopes will ultimately 
be implemented with all supply chain employ-
ees – cover concepts across three tracks: leader-
ship skills, technical skills and certification, and 
project-based learning. Managers participate in a 
mix of  BJC development courses, local university 
classes, and national conference attendance, as 
well as on-the-job training.

“We are working with each individual to deter-
mine what leadership courses they need to take and 
then what supply chain-specific skills they want to 
enhance,” says LeMaster.

Developing supply chain leaders
The defining qualities of  a good supply chain leader 
are authenticity, integrity, respect, and the ability to 
build trust while generating results, says LeMaster.

“You don’t want to set up a culture that says the end 
justifies the means,” she notes. But at the same time, 
“you don’t want to set up a culture where…nothing 
gets done.” A leader must be there to help their staff  
succeed, and they do so by practicing such skills 
as collaboration, persuasion, critical thinking, and  

communication. The talent develop-
ment program aims to help them do so.

“Technical skills are always going 
to be important. We always want to 
grow and enhance them,” she says. But 
in order to get results in an increas-
ingly complex environment, managers 
will have to learn how to collaborate 
with team members outside the sup-
ply chain: physicians, nurses, adminis-
trators, etc. “We can’t work in a silo.”

The talent development program 
also focuses on employee retention. 
Traditionally, upward mobility has 
simply meant obtaining promotions 
and higher titles. LeMaster says the 
definition has expanded. “What I’m 
seeing today is the quest for meaning-
ful work and variety. People do want 
to move up, but they also want varied 
experiences.” For her, this includes 
exposing employees to a variety of  ca-
reer options, as opposed to a narrow 
path, for example, from manager to 
director to vice president.

She feels that the key to helping 
employees get meaningful work expe-
rience is to make sure that the supply 
chain’s mission is tied to the goal of  
the organization. “It’s about the pa-
tient,” she says. To that end, employ-
ees – including those in corporate of-
fice functions – should rotate through 
the entire hospital system, in order to 
see the work being done with patients.

BJC’s talent development initiative 
is still in its early stages. LeMaster says 
that the supply chain administration is 
busy moving it from concept to real-
ity. However, through the work, she 
hopes that the program will help BJC’s 
employees think of  healthcare “in the 
broadest sense of  the career.” JHC

Growing Leaders
BJC HealthCare’s talent development initiative 
emphasizes leadership skills, technical skills and 
project-based learning

“What we’re 
trying to 

do is teach 
our team 
members 

how to 
go about 

developing 
both 

themselves 
and the 

people that 
work for 
them.”

Nancy LeMaster
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A revolutionary new class of drug has the poten-
tial to increase patient access to life-saving treatments 
and to reduce costs for the entire healthcare system. Ear-
lier this year, the U.S. Food and Drug Administration 
(FDA) began approving biosimilar drugs, medications 
that are copies of  and have no clinically meaningful dif-
ferences from reference biologic products. If  patients 
and the healthcare delivery system are to realize the full 
public health and cost-savings potential of  biologics, 
however, the FDA needs to issue clear and timely guid-
ance to the market and create a pathway to market that 
prioritizes patient safety and encourages development 
and uptake of  these less-costly therapies.

By Todd Ebert

Biosimilar drugs 
critical to increasing 
access to life-saving 
treatments

Biologic drugs have revolutionized 
treatment for many living with serious 
chronic or life-threatening conditions. 
However, because they are made from 
living matter and are structurally com-
plex, they are more difficult to develop 
and manufacture and often come with 
a price tag that puts the medications 
beyond reach for many patients.

The advent of  biosimilars will in-
crease competition in the pharmaceuti-
cal marketplace and drive system-wide 
cost-savings. One recent study from 
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Todd Ebert, R.Ph., is the President and CEO of  the Healthcare Supply Chain Association.

Express Scripts projected savings of  $250 bil-
lion over 10 years should only the 11 likeliest 
biosimilars enter the market. In the European 
Union, where biosimilars have been safely avail-
able for years, the drugs cost, on average, 30 
percent less than their reference biologics.

The Healthcare Supply Chain Association 
(HSCA) believes that reference biologics and 
their biosimilars should share the same Interna-
tional Nonproprietary Name (INN). The FDA 
has proposed unique suffixes for biosimilars; 
however, HSCA is concerned that suffixes for 
biosimilars might lead to clinician confusion and 
hinder adoption of  biosimilars by creating the 
mistaken impression that a biosimilar product 
will behave differently than its originator.

In addition to limiting the cost-savings 
potential of  biosimilars, suffixes will also cre-
ate an additional financial burden to the sys-
tem, as existing software across the healthcare 
supply chain will require changes to account 
for the addition of  new suffixes to INNs. In 

comments filed with the FDA earlier this 
year, HSCA encouraged FDA to move 
quickly to finalize its naming guidance 
so that appropriate education of  supply 
chain stakeholders can take place.

The ability to safely substitute FDA-
approved biosimilars for reference biolog-
ics will be critical to realizing the full cost-
savings and access potential of  biosimilars. 
It is important for the FDA to issue clear 
and robust guidance on the requirements 
for a biosimilar product to obtain an “in-
terchangeable” designation. FDA’s guid-

ance on interchangeability will have an impact on state level substitution 
and, ultimately, provider and patient access to biosimilars.

HSCA and its members are committed to lowering costs and increas-
ing competition and innovation in the healthcare marketplace. We are 
working with the FDA to help ensure a pathway to market for biosimi-
lars that prioritizes patient safety and encourages development and up-
take of  these less-costly therapies. We urge the FDA to continue the 
progress it has already made by issuing the timely guidance necessary to 
create safe and expedient patient access to biosimilars. JHC

We are working 
with the FDA to 
help ensure a 

pathway to market 
for biosimilars 
that prioritizes 
patient safety 

and encourages 
development 
and uptake of 

these less-costly 
therapies. 
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CALENDAR OF EVENTS SEND ALL UPCOMING EVENTS TO GRAHAM GARRISON, MANAGING EDITOR, AT GGARRISON@MDSI.ORG
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AHRMM

AHRMM17 Conference

July 23-26, 2017

Walter E. Washington Convention Center

Washington, D.C.

Federation of American Hospitals

Public Policy Conference & Business Exposition

March 5-7, 2017

Marriott Wardman Park Hotel

Washington, D.C.

GHX

2017 Healthcare Supply Chain Summit

April 24-26, 2017

Gaylord National Resort

National Harbor, Md.

Intalere

2017 Intalere Member Conference

May 15-18, 2017

Walt Disney Swan and Dolphin

Orlando, Fla.

Health Industry Distributors Association (HIDA)

Executive Conference

March 28-31, 2017

Hyatt Coconut Point

Bonita Springs, Fla.

Streamlining Healthcare Conference

Sept. 26-28, 2017

Hyatt Regency O’Hare

Chicago, Ill.

HealthTrust

HealthTrust University Conference 2017

July 17-19, 2017

Las Vegas, Nev.

HealthTrust University Conference 2018

July 23-25, 2018

Nashville, Tenn.

Premier

Annual Breakthroughs Conference and Exhibition

June 27-30, 2017

Washington D.C.
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LETTER TO 
THE EDITOR

Long-term  
relationships will pay off
Dear Editor:

I was pleased to read your publisher’s letter “Mindset Change: Supply Chain is an asset” in the October 
edition of JHC.  The topic of  supply chain value is an important subject.

Eleven years ago, I was tasked by my company – now Atrius Health – to reengineer our procurement process with the 
goals of  long-term partnerships with reliable suppliers and vendors to provide value-added services to our agreements 
and contracts. Some value-added services did not cost us anything. 
Others we had to pay for. A service vendor that you know who will 
reliably respond in an emergency, even at a reasonable cost, also pro-
vides an important value-add. 

Some large national suppliers, like McKesson, offer multiple no-
cost value-adds to their services by doing general consulting and data 
analysis, lean basic certifications and exam room consulting. We have 
found real value in this work.

The old school purchasing method was to go out to RFP every 
year or two, and when a contract comes to term. There is value in 
conducting RFPs when you are implementing something new. For 
existing programs and services, you can extract better value-adds 
by building long-term business relationships.  

My experience has been that long-term relationships can be very 
beneficial. When you land the right companies in your procurement 
portfolio, they become extremely loyal to your company to keep the 
contract long term. That improved mindset for both parties lends to 
fostering a better relationship and partnership in good times and bad. In hard times, long-term vendors know they will 
be onboard long enough to recoup any loss through extra discounts given to their customer. Relationships foster trust.

Over time, most large organizations have done the easy part of  finding discounts. That is when they should be looking 
for their suppliers’ value-added programs. Viewing the supply chain as an asset and not just an organizational expense can 
further enhance the opportunity to maximize value received from suppliers.

Michael Cassaro
Manager, Office of Strategic Sourcing
Atrius Health
Newton, Mass.

Some large national 
suppliers, like McKesson, 
offer multiple no-cost 
value-adds to their services 
by doing general consulting 
and data analysis, lean 
basic certifications and 
exam room consulting.  
We have found real  
value in this work.
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OBSERVATION DECK

Time to take a bigger-picture 
view of healthcare?

Healthcare is always asking for more from ev-
eryone. Better outcomes. Greater access. Lower costs. 
Greater connection between patient and provider. 
Sometimes those demands directly impact those in 
supply chain. Sometimes the effect is less direct. 

Take population health. It’s an exciting topic – 
one that is forcing providers to take a much broad-
er view of  their mission than ever before. Here are 
two examples.

can also find everyday necessities, 
such as toiletries and pet food.

ProMedica believes that hunger is 
a health issue. In addition to Market 
on the Green, the IDN works with 
community agencies, faith organiza-
tions, businesses, and elected leaders 
to end hunger. Strategies include:

Food reclamation. ProMedica 
employs people to safely repackage 
unserved food from restaurants and 
other food services in the Toledo 
area. This food is then distributed 
by a local food bank to homeless 
shelters, communal feeding sites and 
food pantries. 

Food security screening. When 
ProMedica identifies hospital patients 
who lack consistent access to food, 
they send them home at discharge with 
an emergency food supply and connect 
them to other community resources 
for further assistance.

Food Council. ProMedica active-
ly participates in the Northwest Ohio 
Food Council, working together with 
other members to impact the food 
system from grower to end user. 

Revealing Hunger Exhibit. This 
traveling photographic exhibit, featur-
ing images by nine local residents fac-
ing hunger, was created to raise aware-
ness of  hunger in the community.

As I said, some of  these projects 
may involve supply chain, some may 
not. But all serve as challenges to take a 
much broader view of  healthcare today 
and tomorrow. JHC

Housing is Health
In September, six Oregon healthcare organizations announced they would invest 
$21.5 million in a partnership with Central City Concern to respond to Portland’s 
challenges in affordable housing, homelessness and healthcare. “This project re-
flects what we’ve known for a long time – health begins where we live, learn, work, 
and play,” Governor Kate Brown was quoted as saying. “Stable, affordable housing 
and healthcare access are so often intertwined, and I’m gratified to see collaborative 
solutions coming from some of  our state’s leading organizations.”

The investment will support 382 new housing units across three locations. 
The Eastside Health Center will serve medically fragile people and people in re-
covery from addictions and mental illness with a first-floor clinic and housing for 
176 people. The Stark Street apartments in East Portland will provide 155 units 
of  workforce housing. The Interstate apartments in North Portland will provide 
51 units designed for families; it is part of  Portland’s North/Northeast Neighbor-
hood Housing Strategy to help displaced residents return to their neighborhood. 

The healthcare organizations contributing $21.5 million to the initiative are: 
• Adventist Health Portland  • CareOregon 
• Kaiser Permanente Northwest  • Legacy Health 
• OHSU  • Providence Health & Services – Oregon 

Market on the Green
Toledo, Ohio-based ProMedica has partnered with philanthropist Russell Eb-
eid to establish ProMedica Ebeid Institute, dedicated to increasing access to 
healthy food, delivering nutritional education and providing job-training op-
portunities. Its cornerstone is Market on the Green in Downtown Toledo, a 
full-service grocery market offering fresh and affordable healthy food choices 
– many of  them grown or made locally – to a designated food desert. Shoppers 

Mark Thill



As the number one single-source provider of rapid, point-of-care 

diagnostic tests, we know the power of now. Having Alere products 

throughout your network means operational, clinical and economic 

efficiencies. Our comprehensive suite of diagnostics enables 

quicker decisions, allowing your staff to spend time doing what they 

do best—caring for patients.To see what Alere can do for your 

facility, contact your Alere Account Executive, call 1.877.441.7440  

or email clientservices@alere.com.
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epoc® Blood 
Analysis System

Knowing now leads to 
better outcomes for patients. 

And facilities.
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Mini for small-scale use




