
Meet  9leaders who will 
shape tomorrow’s

healthcare
supply chain

October 2017 | Vol.14 No.5

Providing Insight, Understanding and Community



Learn how we worked with one medical center to:

Lowering
total cost of

together.

Read the full case study:
cookmedical.com/tcotogether

Increase efficiencies Reduce freight costs Lower packaging costs

ownership

Reduce shipping weight

cookmedical.com

© COOK 01/2017 HBS-D33288-EN



The Journal of  Healthcare Contracting
is published bi-monthly 

by Share Moving Media
1735 N. Brown Rd. Ste. 140

Lawrenceville, GA 30043-8153
Phone: 770/263-5262
FAX: 770/236-8023

e-mail: info@jhconline.com
www.jhconline.com

Editorial Staff
Editor

Mark Thill
mthill@sharemovingmedia.com

Managing Editor
Graham Garrison

ggarrison@sharemovingmedia.com

Art Director
Brent Cashman

bcashman@sharemovingmedia.com

Publisher
John Pritchard

jpritchard@sharemovingmedia.com

Vice President of Sales
Jessica McKeever

jmckeever@sharemovingmedia.com

Director of Business Development
Alicia O’Donnell

aodonnell@sharemovingmedia.com

Sales Executive
Tyler Moss

tmoss@sharemovingmedia.com

Sales Executive
Lizette Anthonijs

Lizette@sharemovingmedia.com

Circulation
Wai Bun Cheung

wcheung@sharemovingmedia.com

The Journal of  Healthcare Contracting (ISSN 
1548-4165) is published bi-monthly by Share 
Moving Media, 1735 N. Brown Rd. Ste. 140, 
Lawrenceville, GA 30043-8153. Copyright 
2017 by Share Moving Media. All rights 
reserved. Subscriptions: $48 per year. If  
you would like to subscribe or notify us of  
address changes, please contact us at the above 
numbers or address. 

POSTMASTER: Send address changes to 
Share Moving Media, 1735 N. Brown Rd. Ste. 
140, Lawrenceville, GA 30043-8153. Please 
note: The acceptance of  advertising or products 
mentioned by contributing authors does not 
constitute endorsement by the publisher. 
Publisher cannot accept responsibility for 
the correctness of  an opinion expressed by 
contributing authors. 

The Journal of Healthcare Contracting | October 2017 3

Future 
Supply Chain 
Leaders

CONTENTS »» OCTOBER 2017

4 Publisher’s Letter 

6 3D Printing
A revolution in manufacturing may 
affect the healthcare supply chain

12   Understanding Purchasing 
Coalitions and Current Trends

16  Pharma Power
Mountain States Pharmacy Network shows that 
‘power in numbers’ works for pharmaceuticals 
just as it does for med/surg products

20  Future Supply Chain Leaders

31  The Distributors in Your Future

42 HSCA
Progress made on generic drug costs and 
competition, but more work remains

43 View Costs and Care Through a UDI Lens 

47 Calendar of Events 

50  Flight Pattern
HealthTrust aims to be members’ co-pilot 

54  Observation Deck: 
Addressing Violence

pg20



PUBLISHER’S LETTER

October 2017 | The Journal of Healthcare Contracting4

John Pritchard

Recently, I interviewed Steve Kiewiet, vice president, supply chain operations and 
interim co-chief  supply chain officer with BJC HealthCare, for the Healthcare Supply Chain Ra-
dio podcast. Steve is one of  this year’s Ten People to Watch in Healthcare Contracting, and has a 
lot of  valuable insights. 

One-point Steve made in our conversation really stuck with me – the idea that his job is to 
ensure all the clinicians his department supports operate at the top of  their licensure. Said an-
other way, if  we had frontline caregivers giving more care and doing less searching, procuring, and 
evaluating supplies, an incredible amount of  time and focus could be given back to the patient. I 
have heard estimates as high as 30 percent of  a nurse’s time is consumed chasing down supplies. 
This seems like an incredible waste. How great would it be if  we could give 8, 10 or 12 percent 
of  a clinician’s time back so they could focus on care, outcomes, and quality of  life for patients?

It’s a simple but powerful notion of  trying to get everyone to work at the top of  their capabili-
ties. I think it is a lofty goal and a great way for Supply Chain Leaders to see how they are con-
tributing to clinical quality and patient outcomes. If  you’d like to listen to the entire conversation, 
you can find the podcast at www.JHConline.com, Click on podcast, or go to iTunes and search 
Healthcare Supply Chain Radio.

On another note, our December issue will have a feature story on Women in Healthcare Sup-
ply Chain. In this feature, we will profile the women leaders of  today and tomorrow working 
in the Healthcare Supply Chain. Nominations are now open and we have many highly qualified 
and interesting candidates. If  you would like to nominate someone, please drop me an email at 
jpritchard@ShareMovingMedia.com and I will direct you to the nomination page.

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

Functioning at the  
Top of Your Licensure

Is this what keeps you up at night?
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EXECUTIVE 
INTERVIEW

Did you catch this spring’s an-
nouncement that Adidas has part-
nered with 3D printing firm Carbon 
to unveil the Futurecraft 4D shoe? 
The midsoles are crafted with light 
and oxygen using a 3D printing pro-
cess called digital light synthesis.

It’s a safe bet that we will see more 
– and more complex – 3D-printing 
applications in the consumer world in 
the years to come. 

Already, the technology has affected 
the development and manufacturing of  

3D Printing
A revolution in manufacturing may 
affect the healthcare supply chain

Steve Pollack

instrumentation, implants (e.g., cranial 
plates or hip joints) and external prosthe-
ses, such as hands. Some day, 3D printing 
may be used to create living organs. And 
when the U.S. Food and Drug Admin-
istration issues a draft guidance for the 
industry on the subject (as it did in May 
2016), you know this thing is for real.

It’s too early to tell how 3D 
printing will affect Journal of  Health-
care Contracting readers, but it could 
change the way in which medical de-
vices are developed, manufactured 
and acquired.

What it is
3D printing is a process that creates 
a three-dimensional object by build-
ing successive layers of  raw material. 
Each new layer is attached to the 
previous one until the object is com-
plete. Objects are produced from a 
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digital 3D file, such as a computer-aided design (CAD) drawing or a Magnetic 
Resonance Image (MRI).

Says the FDA, the flexibility of  3D printing allows designers to make changes 
easily without the need to set up additional equipment or tools. It also enables 
manufacturers to create devices matched to a patient’s anatomy (patient-specific 
devices) or devices with very complex internal structures.

3D printing can be used to fabricate complex geometric structures, “allow-
ing the creation of  engineered porous structures, tortuous internal channels 
and internal support structures,” something that isn’t possible – certainly not 
easily – with traditional, injection-mold manufacturing, says the FDA. 

Significantly, the technology speeds up the design process. Rather than going 
through the much-longer and expensive process of  design, prototype, machine tools 
and finally production, manufacturers 
can go directly from design to produc-
tion. That means that manufacturers 
– and perhaps health systems some 
day – can design or modify devices to 
satisfy individual provider’s preferences 
quickly – far more quickly and far less 
costly than they could with traditional 
injection molding. 

Want a new handle for that trocar? 
Coming right up.

Like a jet printer
Here’s how to think about 3D printing, 
explains Steve Pollack, research scien-
tist, Carbon, Redwood City, California, 
developer of  additive manufacturing 
processes and materials. Traditional 
manufacturing calls for the manufac-
turer to take a chunk of  steel or other 
material and essentially carve away 
anything that shouldn’t be part of  the 
finished piece or device. “But with ad-
ditive manufacturing, you start with a 
liquid or molten solid, maybe even a gas, and only introduce solid material where 
you want it; and where you don’t want it, you don’t introduce it.”

Pollack knows about the medical world. Prior to joining Carbon in 2015, he 
was director of  the Office of  Science and Engineering Laboratories (OSEL), part 
of  the U.S. Food and Drug Administration’s Center for Devices and Radiological 
Health. His early work experience was with American Hospital Supply, for whom 
he performed analysis of  polymeric materials for such American units as American 
Edwards and American Bentley. 

3D printers essentially operate 
like ink jet printers, continues Pol-
lack. Whereas the ink printer lays 
down a set of  dots of  ink which 
represent a character, then moves to 
the next one, the 3D printer solidi-
fies a liquid (or powder) in the X-Y 
(that is, two-dimensional) plane, 
then lays down a layer on top of  
that, and another, and another, until 
the piece is complete.

The technology dates back to 
1984, when Chuck Hull filed his 
patent for Stereolithography Ap-
paratus (SLA). Two years later, he 
founded 3D Systems, said to be 
the first 3D printer company in the 
world. The company commercial-
ized the first 3D printer – the SLA-
1 Stereolithography (SLA) printer 
– in 1987.

Another pioneer in the field is 
Scott Crump, founder of  Stratasys, 
who in 1988 invented a process 
called Fused Deposition Modeling 
(FDM) by mixing wax and plastic 
in the family kitchen. 3D printers 
that run on FDM technology build 
parts layer-by-layer from the bot-
tom up by heating and extruding 
thermoplastic filament.

Pollack describes the three basic 3D 
printing technologies today:

•  Stereolithography. Light is 
shone onto liquid; a chemical 
reaction solidifies the liquid.

•  Powder fusion. Powder is 
spread in a thin layer, then heat-
ed selectively either with a laser 
or through a chemical “mask” 
that controls temperature rise, 
and then solidified.

“You start with 
a liquid or 

molten solid, 
maybe even a 
gas, and only 

introduce solid 
material where 

you want it; 
and where 

you don’t want 
it, you don’t 
introduce it.”
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•  Fused Deposition Modeling, some-
times called plastic jet printing, in which 
a strand of  solid polymer is heated to 
melting and solidified in the desired 
shape, layer upon layer.

Carbon’s process – Digital Light Synthesis, 
or DLS – is a variant of  the liquid-to-solid, or 
stereolithography, process, says Pollack. DLS 
is driven by Carbon’s CLIP technology, which 
works by projecting light through an oxygen-
permeable window into a res-
ervoir of  ultraviolet-curable 
resin. As a sequence of  UV 
images are projected, the part 
solidifies and the build plat-
form rises. Carbon says the 
process improves surface qual-
ity and creates isotropic me-
chanical properties (the same 
in all directions) of  the device 
being printed.

Faster, less expensive
Traditional manufacturing finds designers 
drawing an object, making a model, showing 
it to others, then making necessary changes, 
explains Pollack. At that point, engineering 
goes back to the drawing board to figure out 
how to turn this model into something that 
can be manufactured through injection mold-
ing. They have to figure out how to make the 
“negative” of  the shape, so it can be molded 
in the factory. “Mold engineering is a very 
tedious, complicated process,” he continues. 
And it’s expensive. After the mold has been 
engineered, the team examines the prototype 
and requests necessary changes, at which point 
the process starts again. 

“But with additive manufacturing, you con-
ceive of  the part, print iterations of  it until 
you’re satisfied, then start manufacturing it with 
the same machine,” says Pollack. By removing 
the intermediate steps, the manufacturer can 

release new products in weeks. That means if  surgeons request a new 
handle for a trocar – say, one that is more textured – the manufacturer can 
conceive and produce it fairly quickly, without spending thousands of  dol-
lars (sometimes hundreds of  thousands of  dollars) creating a mold, then 
a prototype, then a new mold, etc.

In some medical centers, 3D printing has been used largely for mak-
ing models, most notably, for preoperative surgical planning, says Pol-
lack. Based on radiographic images, the surgeon prints a model of  the 
patient’s anatomical feature and, in essence, is able to “practice” on the 
patient before the actual procedure. “We’ve had a lot of  requests for that 
[application], and I suspect we’ll be in that space,” he says.

The challenge for the medical manufacturing community is ensuring 
that 3D printing can produce devices with: 1) advanced mechanical and 
physical properties, 2) biocompatibility, and 3) the ability to be sterilized, 
if  necessary. 

Sweet spot
Chances are, 3D printing won’t have much of  an impact on simple con-
sumables, such as syringes, which can be made economically through 
traditional injection molding, says Pollack. But it could be used before 
long to produce new cushion materials for hospital beds, wheelchairs, 
etc., for the prevention of  pressure ulcers. 

“Something like a trocar handle, which has internal fluid flow, a cam-
era, complex plumbing, lots of  negative space – that’s our sweet spot,” 
says Pollack. Already the technology has been used by others on an 
emergency basis to provide upper airways to babies born without one. 
But producing implants demands long-term testing, animal testing…
and regulatory hurdles.

In fact, in May 2016, the FDA issued preliminary recommendations for 
manufacturers of  additive manufactured devices. But the questions remain, 
Will the agency regulate hospitals as manufacturers of  medical devices? And 
if  so, how? “No one knows the answer to that,” says Pollack. JHC

“ Something like a trocar handle, 
which has internal fluid flow, 
a camera, complex plumbing, 
lots of negative space – that’s 
our sweet spot.”
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Engineers have been using 3D 
printers in the lab to make mod-
els of, and even replacements for, 
many parts of the body, reports 
the National Institutes of Health. 
Researchers have fabricated a 
single blood vessel, which is no 
more than a long and slender 
tube. The next hurdle is to create 
complex, branching networks of 
blood vessels.

A team of engineers led by Dr. 
Shaochen Chen of the University 
of California, San Diego, devised 
a system that used digital 3D de-
signs to guide a 3D printer’s fab-
rication of blood vessels using 
biocompatible hydrogel materi-
als. The device relied on ultraviolet 
light and about 2 million micro-
scopic mirrors to guide the polym-
erization of the hydrogel materials 
into particular solid shapes. Their 
research was supported by NIH’s 
National Institute of Biomedical 
Imaging and Bioengineering.

The engineers created two 
versions of their 3D blood vessel  

network. One was made using two 
hydrogels. The other was made 
with the two hydrogels plus two 
types of living cells. Each version 
measured about 4 mm by 5 mm 
(about the size of a pencil eraser) 
and was 0.6 mm thick.

The team implanted both 
versions under the skin of mice. 
Within two weeks, the engineered 
blood vessel network made with 

the living cells had joined with the 
mouse blood vessel network, al-
lowing blood to circulate through. 
Less evidence of this joining was 
seen in the version made without 
living cells.

Artificial ovaries
Meanwhile, an NIH-funded team 
led by Drs. Teresa Woodruff and 
Ramille Shah of Northwestern Uni-
versity explored how to construct 
3D-printed artificial ovaries that 
could host follicles, which produce 
eggs and hormones. 

Eggs are produced in the ovary 
within follicles. After an egg matures, 

the follicle releases it from the 
ovary and it passes to the fallopian 
tube, where it can be fertilized by 
sperm. Follicles also make hor-
mones, which travel through the 
bloodstream to other parts of the 
body. When girls or women are 
treated for cancer, their follicles 
may be destroyed, causing the 
ovaries to lose the ability to release 
eggs and hormones. 

The team first set out to deter-
mine the ideal 3D architecture of 
a structure to hold follicles. Using 
gelatin, the scientists engineered 
3D structures with three different 
grades of porosity to determine 
which configuration would best 
cradle follicles and enable them 
to survive. They punched out tiny 
cylinders from the squares and 
seeded the structures with follicles 
from mice. 

Ovaries were removed from 
nine mice. Seven received artificial 
ovaries – structures that had been 
seeded with follicles. Two received 
structures without follicles. After 
mating with male mice, three of 
the mice with artificial ovaries had 
litters. The artificial ovaries also en-
abled the female mice to make the 
female hormones needed for milk 
production. Mouse blood vessels 
successfully connected with the 
artificial ovaries so that the hor-
mones were able to travel through 
the bloodstream to breast tissue 
and trigger milk production.

3D printing and artificial organs

The engineers created two versions 
of their 3D blood vessel network. 
One was made using two hydrogels. 
The other was made with the two 
hydrogels plus two types of living cells.
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ANNUAL CONFERENCE

Purchasing coalitions are more 
relevant today than ever as they evolve 
to meet and support the expanded role 
that supply chain leaders are playing. 
Although purchasing coalitions may 
have initially formed in order to aggre-
gate spending to drive down pricing, 
these groups now focus on far more 
advanced initiatives, according to sup-
ply chain leaders who spoke on a panel 
at this year’s Association of  National 
Account Executives meeting.

Understanding 
Purchasing  

Coalitions and 
Current Trends 

By Alan Cherry

October 2017 | The Journal of Healthcare Contracting12



“It is not just about bottom-line savings 
today,” said Kim Moon, director of  supply 
chain for Tucson Medical Center, part of  Vi-
zient’s West Coast Purchasing Coalition. “We 
have to look at healthcare across the contin-
uum of  the patients’ lives and we need sup-
pliers to partner with us to drive down the 
length of  stay and bring quality products at 
the most economic value.”

For Moon and TMC, being a part of  an 
RPC is key, not just to better pricing, but to the 
health provider’s survival. “The bottom line is 
that we have to provide quality patient care at 
a reasonable price, or our stand-alone facility 
won’t be standing for much longer.” For this 
reason, she believes that the future will con-
tinue to see coalitions grow and merge and get 
bigger and better. 

The starting point
One of  the primary values RPCs provide to 
their members is by working to extract addi-
tional value out of  GPO contracts. 

“When [our GPO] goes out and negoti-
ates national contracts, the idea at CCG is 
not to come off  any of  those awarded suppli-
ers – it is to extract the best value out of  one 
of  those suppliers,” said Shaun Clinton, SVP, 
supply chain, Texas Health Resources. “I think 
15 years ago I would have just said, ‘Give us 
your best price.’ I think value is really starting 
to change on that and hopefully will become 
less transactional.”

Moon said she and her organization view 
the GPO as a starting point. “It’s where we 
look to compliance and to make sure that, 
when we are looking at who we want to speak 
with around a certain commodity or product 
line, we are looking at who are we currently 
aligned with. It’s important that we remain 
compliant with our standardization programs 
for continuing to earn rebates.”

J.R. Kyle, director of  sourcing integra-
tion for BJC HealthCare noted that, “[GPOs] 

have the ability to negotiate national contracts, which provides signifi-
cant value to the MSS coalition. I think that there is valuable insight 
into pricing that is brought forward through the GPO… but we have 
to be able to work more aggressively together.” He cautioned that it 
was not as important to work aggressively to get a certain number 
of  suppliers on contract, but rather to get suppliers on contract that 
provide higher value. 

Looking to the future, Kyle thinks GPOs will change dramatically. 
“We find great value within our GPO, Vizient, today. Will this GPO be 
the same today as it is tomorrow? I don’t believe so.” He said he does 
believe that GPOs are going to morph into providing more services and 
that their business model will revolve less and less around contracting. 

Changing relationships
As times change, so too will the 
relationships between purchas-
ing coalitions and suppliers. For 
Moon, this means providers and 
suppliers “need to be honest and 
fair with each other. We need you 
to work within the boundaries of  
[our] RFPs and bring transparency 
and bring your best value forward 
to begin with.” Companies that 
don’t bring their best value to the 
table to start with are likely to get 
left behind.

Kyle echoed the sentiment. 
“We’re going to have to learn to 
trust each other, work more aggres-
sively together and make those win-
win contracts,” he said. 

“For MSS, the way we negoti-
ate contracts is going to change. 
Owners will be more active in the 

negotiation process … I think we will be looking to bring forth one 
statement to suppliers and it is that, ‘We are a unified force, we support 
each other, we want to support you as well, but we want to negotiate 
contracts that are going to be beneficial to us, not just the GPO world 
itself.’ I think that’s going to be a big change.”

Shaun Clinton, SVP, supply chain for Texas Health Resources, said in 
the future, the discussion will, “not be so much around price [as it will be 
that] we have got to start using less stuff  in healthcare. I think that will 
be one of  the focuses for CCG moving forward. We might pay a little 

“All of that 
risk can’t sit 
on our side 
and all that 
risk can’t sit 

on your side. 
We need 

to meet in 
the middle 

somewhere.” 
– Shaun Clinton, SVP,  

supply chain for Texas 
Health Resources
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more for a particular item but if  we know that, over the long haul, we’re going 
to use less of  it and be able to drop that to the bottom line – that’s going to be 
much more impressive.”

All the panelists agreed that being transparent and sharing best-practices is 
going to be vitally important and that the days of  transactional relationships are 
long gone.

The emphasis on having good relationships is about more than being friend-
ly; there is a very practical purpose as well as providers looking more thoroughly 
at risk sharing agreements. 

“All of  that risk can’t sit on our side and all that risk can’t sit on your side,” 
said Clinton. “We need to meet in the middle somewhere.” 

Clinton also predicted that, “at some point we are going to have to start 
contracting with our suppliers around episode-of-care… I can’t look at bundled 
payments around episodes of  care and not be able to contract on the back end 
around that. That will get horribly disjointed and it will continue perpetuating the 
bureaucracy that adds cost.”

To that end, he noted that there are many pieces that are difficult for both 
providers and suppliers because of  the longstanding tradition of  contracting on 
a transactional basis. “If  we move into a risk-sharing environment, we have to 

‘level-set’ and establish the baseline, 
and that’s been the hardest part for 
us… I think risk-sharing is coming, I 
just don’t think we’re that good at it, 
on either side, right now.”

Moon recognized that the rela-
tionship has to be a two-way street. 
“If  [suppliers] can guarantee market 
share and/or work with us to enable 
the supplier to bring additional value, 
whether it’s through market share or 
spend or possibly through utilization 
– it has to be a partnership. Because 
[suppliers] can’t continue to drive 
pricing down and we can’t just expect 
that to happen. [You suppliers] have 
to be able to run your business profit-
ably, and we need to partner with you 
on that.” JHC

Graham Medical is the leading manufacturer of  disposable paper and nonwoven medi-
cal products. Located in Green Bay, Wisconsin, Graham Medical has experience in pa-
per dating back to 1894 and is the only vertically integrated supplier in the market. 
Graham Medical has been converting paper for the medical industry for over 40 years 
and has complete control over the supply chain process, from paper to finished product. 

Graham Medical is a reliable partner for healthcare systems and continues to create solutions that reduce cost and complex-
ity without compromising quality. Single-use products help minimize cross-contamination, promote faster room turnover, 
and reduce the overall waste and cost of  re-laundering services. Graham Medical uses recycled materials in the manufac-
turing process, and all paper-based products are biodegradable and decomposable. To receive more information on how 
Graham Medical can help improve your healthcare services, visit grahammedical.com or call 1-800-558-6765.
 

Premier Inc. (NASDAQ: PINC) is a leading healthcare improvement com-
pany, uniting an alliance of  approximately 3,600 U.S. hospitals and 120,000 
other providers. With integrated data and analytics, collaboratives, supply 
chain solutions, and advisory and other services, Premier enables better care 

and outcomes at a lower cost. Premier, a Malcolm Baldrige National Quality Award recipient, plays a critical role in the 
rapidly evolving healthcare industry, collaborating with members to co-develop long-term innovations that reinvent and 
improve the way care is delivered to patients nationwide. Headquartered in Charlotte, N.C., Premier is passionate about 
transforming American healthcare.
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Supply chain executives aren’t the only ones feeling the heat about 
the rising costs of  providing healthcare. Ask your pharmacy director.

Pharmaceutical prices keep going up, not simply because of  rapscallions who 
jack up their prices simply because they can, but because of  all the Rx advances 
being made today, such as those in antineoplastics, or anti-cancer drugs.

And on the horizon is so-called “personalized medicine,” using genomics. 
This summer, the U.S. Food and Drug Administration approved a type of  im-
munotherapy called CAR-T cell therapy for kids and young adults with B-cell 
acute lymphoblastic leukemia, the most common childhood cancer in the United 
States. Immunotherapy harnesses the natural ability of  the body’s own immune 
cells to attack and kill tumor cells.

Pharma Power
Mountain States 

Pharmacy Network 
shows that ‘power in 

numbers’ works for 
pharmaceuticals  
just as it does for  

med/surg products
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The drug, Kymriah, is marketed by Novar-
tis. The catch? Treatment with Kymriah can 
cost close to half  a million dollars.

GPO pharmacy programs are nothing new. 
But more recently, pharmacy directors – like 
their supply chain counterparts – are band-
ing together (often under the auspices of  a 
national GPO) to form super-committed re-
gional purchasing coalitions. A case in point is 
the Mountain States Pharmacy Network, one 
of  13 Vizient pharmacy networks.

Lessons from Billings
Vizient’s Ed Kent, executive director for 
Mountain States Pharmacy Network, joined 
the company in 2008 with more than 10 
years of  pharmacy experience – in-
cluding director of  pharmacy ser-
vices – at Billings Clinic in Mon-
tana. His years at Billings Clinic 
made him well-qualified to kick off  
and grow the pharmacy network.

“During my time there, we 
morphed, expanded and integrat-
ed clinical pharmacy services into 
all aspects of  care delivery across 
the organization,” he says of  his Billings 
Clinic experience. “We also grew our geo-
graphic pharmacy footprint to a 500-mile 
east-to-west region.”

In so doing, he picked up some important lessons:
•  Pharmacy is one of  the few hospital de-

partments considered both a cost center 
and a revenue generator. Because of  this 
dual role, pharmacy must not operate in 
a silo. The focus every day must be to 
deliver unique value. 

•  Healthcare is a team sport. Pharmacy 
must have a supportive leadership team 
and work closely with all clinical stake-
holders in order to deliver maximum 
benefit to the patient and organization.

•  Servant leadership must be practiced with humility and pragma-
tism. Strive to put each employee in the best position to play to 
their strengths.

•  Change is a constant, and those who don’t adapt will become extinct. 

At Billings Clinic, Kent was part of  an initiative that led to the forma-
tion of  a steering committee of  pharmacy directors who worked togeth-
er with what was then VHA to establish the first network to standardize 
to one pharmacy distributor. “This brought immediate and significant 
improvement in both cost reduction and improved service to all hospi-
tals in the network,” he says.

Later, as chair of  the Mountain States Pharmacy Council, he 
proposed forming a virtual integrated pharmacy network. “The net-
work was not defined by common ownership, but by our collective 
market performance. By standardizing our medication formularies 

and aligning with strategic supply partners – both manufacturers and 
distributors – we were able to create economies of  scale, generat-
ing unique value for all partners, with hospitals being rewarded in 
the form of  additional upfront discounts, backend rebates, and im-
proved service. These incentives were facilitated and sustained by 
our hospitals’ ability to commit and rapidly convert super-system ag-
gregated sales volume and market share that otherwise would never 
have occurred naturally.”

In April 2008, the Mountain States Pharmacy Council decided to 
hire a full-time Performance Services pharmacy consultant to drive ini-
tiatives for the network. Kent assumed the position in October 2008.

Defining a brand
Mountain States Pharmacy Network was Vizient’s first pharmacy net-
work. Founded in late 2008, it originally comprised 31 health systems 
representing 41 hospitals in seven states in the Rocky Mountains region 
with an aggregated drug spend of  $380 million. Today, the network 
represents more than 100 hospitals in 10 states: Arkansas, California, 

“ I believe we will soon see most specialty 
medications being co-marketed and 
patented with a genotype test to determine 
whether that expensive agent is worth the 
$150,000 to $250,000 annual treatment cost.”
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Colorado, Idaho, Mississippi, Montana, Nebraska, New Mexico, Ten-
nessee and Wyoming, who collectively spend more than $900 million 
on pharmaceuticals.

The network faced its share of  challenges in the first years – chal-
lenges that may sound familiar to supply chain executives building re-
gional purchasing coalitions for med/surg products.

“Initially, we needed to de-
fine our ‘brand’ with suppliers in 
the marketplace,” says Kent. “We 
needed to demonstrate to both 
suppliers and distributors that we 
were, in fact, an ‘integrated deliv-
ery network,’ defined not by com-
mon ownership, but instead by our 
collective performance honoring 
our commitment to convert super-
system aggregated volume and 
huge shifts in market share that 
otherwise would not be possible.”

As executive director for Moun-
tain States Pharmacy Network, 
Kent represents and manages the 
members’ best interests with all 
key stakeholders. “I interact with 
the supplier, GPO (contracting and 
legal review), and the distributor so 

that each member has access to the necessary 
supplies, is paying the correct super-tier con-
tract price and is purchasing those medications 
that offer the most value. By actively identifying 
opportunities, assessing the potential for sav-
ings and providing critical market management, 
I align all interests to their collective benefit.”

In addition, he “provides peer-to-peer con-
nections, comparisons for benchmarking, and 
other data necessary to gain physician accep-
tance and overcome barriers to change and 
speed to adoption by sharing what has worked 
for other hospitals.”

Since its inception, Mountain States mem-
bers have saved more than $150 million annually. 

Multi-network approach
A growing majority of  the network’s contracts 
are now, in fact, multi-network in nature. And 
with good reason, says Kent. 

“Suppliers can increase their market share 
and financial impact from becoming a part-
ner with one or two early-adopter networks,” 
he says. “Sometimes bigger targets require 
more marketplace leverage. The Vizient 
Pharmacy Networks’ committed volume  

“We needed to 
demonstrate to 
both suppliers 

and distributors 
that we were, in 

fact, an ‘integrated 
delivery network,’ 

defined not 
by common 
ownership, 

but instead by 
our collective 
performance.”
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currently comprise approximately 12 per-
cent of  the U.S. health system acute care 
drug spend; we project this will grow to 15 
percent within six months.

“With more than 750 members, that means 
that we have over 1,500 dedicated and highly 
collaborative pharmacy directors, clinical 
managers, pharmacy analysts, and pharmacy 
buyers identifying potential savings opportu-
nities to our network directors. This increases 
the speed to value for all network members. 
In addition, we are able to use a crowd-sourc-
ing approach when there are drug shortages 
to benefit our network members.”

Challenges of personalized medicine
Medicine continues to advance, but there is – 
literally – a price to pay. Providers and suppli-
ers will adapt accordingly, says Kent.

“Manufacturers are developing new spe-
cialty life-sustaining and life-improving medi-
cations for cancer, neurological disease, heart 
disease and orphan indications, but many of  
these agents are so incredibly expensive that 
few will be able to afford the deductibles and 
copays,” he says.

“In one form or another, personalized medicine is a reality in cancer, 
hepatitis C and AIDS treatments today. Due to the increased under-
standing of  our genome, receptor sites, critical enzymes and proteins, 
the role of  pharmacogenomics has become truly remarkable.

“I believe we will soon see most specialty medications being co-mar-
keted and patented with a genotype test to determine whether that ex-
pensive agent is worth the $150,000 to $250,000 annual treatment cost.

“We can start to move things in the right direction by choosing a 
value-based formulary of  medications that will increase the availability 
of  cost-effective, quality care.”

In addition, “pharmacy networks will continue to focus on sharing 
standards and best practices. Members will share those medications, 
tests, technologies, and supply partners that will maximize the value 
equation for our patients and their health systems.”

At the same time, pharmacy directors will be expected to play a 
bigger role in what has come to be called population health, or the 
continuum of  care, says Kent.

“One of  our primary goals is to empower and encourage our 
pharmacy directors and clinical managers to break down silos, im-
prove the transitions of  care and increase access to affordable, quality 
care across their health systems; whether it be inside or outside their 
four walls. For example, when the hospital pharmacy department is 
given ownership of  all aspects of  medication management, just by 
optimizing the site of  care for drug delivery, they are able to substan-
tially decrease cost, improve utilization, enhance patient access and 
increase revenue.” JHC

“ One of our primary goals is 
to empower and encourage 
our pharmacy directors 
and clinical managers to 
break down silos, improve 
the transitions of care and 
increase access to affordable, 
quality care across their 
health systems.”
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Future 
Supply Chain 
Leaders

Meet tomorrow’s supply chain 
leaders. Earlier this year, the 

Journal of Healthcare Contracting 
asked for nominations of  

young people with the energy, 
dedication and courage to shape 

tomorrow’s healthcare supply 
chain. As you can see, the supply 

chain will be in good hands.
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Future Supply 
Chain Leaders

A consolidated service center 
is not just a building—

swisslog.com/csc | healthcare.us@swisslog.com

It means control. It means quality. 
It means long-term financial viability. 
For many integrated delivery networks, centralizing distribution of supplies and medications is driving waste 
out of the healthcare supply chain. 

At Swisslog Healthcare, our business is designing your ideal distribution model. From warehouse solutions like 
facility design and inventory automation to chain-of-custody integration through delivery tracking, we help 
you create connections across the healthcare continuum. 

Discover your best distribution model at swisslog.com/csc. 

CONCEPT & BUSINESS CASE DESIGN & LAYOUT COLLABORATION 
& DEVELOPMENT

LAUNCH

It’s a business model.

Nomination submitted by Kelly Bouckaert, sourcing manager,  
BJC HealthCare:

Jessica has come into our Sourcing group with enthusiasm, energy, and 
a wonderful work ethic. From day one, she was looking to work hard 
and have an impact. When I would give her a project or task, she would 
not only complete it quickly and accurately, she would dig deeper and re-
ally learn and understand what she was doing and why. She is extremely 
analytical, which is valuable in a Sourcing role that supports 15 hospitals. 
She is able to review and/or create data and see trends, value, and make 
assessments from this data that are very accurate and concise. She has 
a good eye for pointing out discrepancies or areas to pay attention to. 
Jessica works well with everyone, and in her young career, really under-
stands how to work with all levels of  management in a respectful and 
professional manner. She takes constructive feedback well, and learns 
from it. She learns and understands her portfolios to the best of  her 
ability, allowing her to speak to it precisely, and she is always able to 
answer questions from senior leadership without hesitation. She shows 
that she enjoys her job, and her positive attitude and outlook on work 
is contagious to others around her. Jessica just started the BJC MBA 
Cohort through Webster University, again demonstrating her drive and 
willingness to learn and continue developing into a future leader.

Jessica Campbell
Contract coordinator, supply chain

BJC HealthCare
St. Louis, Mo.

Nomination submitted by Randy Sportel, senior project specialist, 
Spectrum Health:

Bill has been in his role since February 2017 and has made numerous 
upgrades within the Sourcing Department. Bill brings supply chain ex-
perience from both outside of  healthcare (Target) and also from the 
healthcare insurance industry (Priority Health). Bill has increased staff  
engagement through a number of  process improvement events, in-
cluding streamlining the contracting/legal process flow, increasing the 
number of  master contracts in development, decreasing non-value add 
processes, and increasing the education offerings for staff  – such as 
Michigan State negotiation seminars – on the Spectrum Health prem-
ises. Bill has also worked with the major spend departments to be more 
deeply engaged in the budget and contracting processes to effectively 
align departments with Supply Chain for decreasing costs for our new 
fiscal year.

Bill Selles
Director of supply chain sourcing

Spectrum Health
Grand Rapids, Michigan
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Future Supply 
Chain Leaders

Nomination submitted by Kevin Markech, regional client executive, Vizient:

Eric shows a consistent progression in an ever-changing healthcare envi-
ronment. As a leader of  one of  the most exceptional hospital supply chain 
teams, Eric leads by example and pushes his team not only for results but 
to integrate themselves throughout the health system. Eric and his team 
are well respected by clinical leaders and have gained trust, allowing the 
clinical teams to focus on patient care while Eric and his team ensure the 
right products are on contract at the most competitive price and available 
for the end users. Eric participates in various councils, task forces, and is 
often sought for his strategic insight. Many hospitals I work with want to 
know what the University of  Chicago Medicine (UCM) is doing and how 
they are doing it. Eric is always open to knowledge-sharing with peers 
and does so through conferences, phone calls and site tours at UCM. Eric 
is at the forefront of  technology and will make the right investments to 
bring forth speed and efficiency to their process. He wears many hats 
and has most recently taken on responsibility to build out a network af-
filiate program for the UCM Supply Chain. I have been in some of  those 
conversations with other hospitals and they are always impressed with the 
high level of  expertise that Eric and his team display.

Eric Tritch
Executive director, strategic sourcing,  

supply chain
University of Chicago Medicine

Chicago, Illinois

Nomination submitted by Robert H. Saunders, Director materials man-
agement, logistics administration, Sentara Healthcare:

Without question, Matt Almeida is a “Future Supply Chain Leader of  
2017.” In July 2014, he began his Sentara Healthcare career in Sup-
ply Chain Customer Service. During that time, Matt demonstrated his 
leadership skills and was soon promoted to warehouse manager of  
second shift picking operations. He quickly mastered the Lucas Pick-
to-Voice technology, along with the IRMS WMS,  and began to drill 
down on productivity and fill ratios. Under his leadership, fill rates 
moved well into the 99 percent range. Matt is currently managing our 
day shift operations and has been instrumental in focusing on receiving 
accuracies. He also serves as a team member for our DNV ISO9001 
accreditation. Matt is the “Future Supply Chain Leader.”

Matthew Almeida
Manager, SCC warehouse

Sentara Healthcare
Norfolk, Virginia
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Future Supply 
Chain Leaders

See what our core components can mean to your quality of clinical care.
Contact your Brewer representative or visit brewercompany.com to request a quote or demo.

The patient/caregiver interaction is at the heart of everything we do. As a result,
we are able to consistently introduce the clinical care innovations that really matter to 
patients and staff. Advancing safety. Improving comfort. And enhancing the dignity 
and satisfaction levels of patients and staff alike. 

We consistently advance clinical care by 
focusing on three critical components.

Safety. Comfort. And a healthy respect for patients & staff.
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Nomination submitted by Christi Wilts, receiving/distribution clerk, 
Brookings Health System:

Cody has changed the way the hospital operates by implementing an 
electronic requisitioning program as well as the two bins/Kanban sys-
tem. Hospitalwide, staff  – especially nurses – have had more time to 
focus on patient quality of  care, knowing all of  their needed supplies 
will be there. Departments know that if  they need anything, Cody is 
approachable and can be depended on to get the task done. Cody has 
also changed the culture and morale with his outgoing and energetic 
personality. He is a smart and effective young leader who makes work 
fun. FYI: Cody just completed the Lean Horse 100 Mile Race Course in 
Custer, South Dakota.

Nomination submitted by Steve Huckabaa, vice president  
supply chain, Avera Health:

Coming to corporate supply chain in May 2014 after 10 years in finance, 
Sara tackled our item master by leading a virtual rewrite of  our new MEDI-
TECH platform, consolidating eight healthcare information systems into 
one. She persuaded finance and surgery constituents to align 11 reporting 
modules into our item master, creating a single source of  truth. She or-
ganized a major shift from our Value Analysis Team to Evidence & Val-
ue Committee with physician engagement. She is leading our $13 million 
systemwide savings initiative. She presented “Patient Charge and Revenue 
Management within Supply Chain” at the Spring SMI Forum with rave re-
views and request for nationwide webinar.

Nomination submitted by Robert Hines, director of  
national accounts, Angelica:

Lee is not only a future supply chain leader; he is going to be an innova-
tor in segments of  healthcare that need a refreshing new look/view. He 
has been tasked with several major contracts and initiatives for Tenet 
Nationwide. I worked with Lee as a supplier on a specific Tenet initia-
tive regarding consolidation of  linen and laundry vendors. Lee worked 
diligently and quickly through a process that normally takes two to three 
times longer to complete, with an end result of  gaining nationwide sav-
ings for all Tenet locations. His industry knowledge and ability to direct 
the process are a true testament to his abilities now and in what the 
future will bring.

Cody Williams
Supply chain director

Brookings Health System
Brookings, South Dakota

Lee Dubois
National director, purchase services

Tenet Healthcare Corp.
Dallas, Texas

Sara Henderson
Executive director, sourcing and procurement

Avera Health
Sioux Falls, South Dakota
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Future Supply 
Chain Leaders

Nomination submitted by Tony Scanio, MBA, CGBP, director, data 
management & business intelligence, International Operations; and 
David Burboa, director, logistics & operations, International Opera-
tions, CHRISTUS Health:

Mercedes utilizes her vast, diverse background in a variety of  indus-
tries to obtain outstanding results in the International Supply Chain for 
CHRISTUS Health. Never afraid to change the status quo, she is leading 
positive change throughout the international supply chains of  CHRIS-
TUS Health in Chile, Colombia and Mexico, while navigating distinct 
cultures, regulatory environments, and logistical and purchasing models. 
In her time with CHRISTUS, this includes significant hard dollar sav-
ings, important efficiency improvements, better personnel management, 
and improved communication and decision-making with clinical staff.

Mercedes Flores
System director, International Supply Chain

CHRISTUS Health
Irving, Texas

Nomination submitted by Jack Medkeff, vice president operations/
supply chain, Mercy Health Services:

As a consultant to Mercy, in 2011, David successfully brought together a 
disparate group of  physicians and administrators, and created a business 
process that lives to this day. Later, when he became director of  con-
tracting for Mercy, he proved to be a quick study, learning the concepts 
of  contract law, and he had the appetite and energy to take on industry 
giants as well as the various medical specialty vendors. Mercy writes the 
great majority of  its agreements, thus agreement terms must be able 
to stand the test of  the courts. David presently has a stable of  about 
$400 million worth of  supply, software, lease, service and consulting 
agreements in his portfolio. Accumulated savings well exceed $10 mil-
lion over the past few years. He has been a featured speaker at several 
regional and national conferences on topics covering contracting prin-
cipals, the need for accurate supply data, and advanced techniques for 
maximizing healthcare supply chain information system data collection. 
He is pursuing his MBA from Loyola University.

David Forbes
Director of contracting
Mercy Health Services

Baltimore, Maryland
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Future Supply 
Chain Leaders

What will it take to be a sup-
ply chain leader of the future? 
The Association of Health-
care Resource and Materials 
Management (AHRMM) and 
the Strategic Marketplace 
Initiative (SMI) conducted 
research, including exten-
sive interviews, to come up 
with some answers. They 

identified four key building blocks for tomorrow’s 
leader: qualifications, competencies, experience, 
and personal traits. 

Qualifications
Future supply chain leaders must possess qualifi-
cations that demonstrate they are capable of lead-
ing a supply chain program, according to AHRMM 
and SMI.

Formal academic qualifications are a “must.” 
•  A post-graduate degree is considered  

a minimal qualification. 
•  Academic concentrations in healthcare  

administration and/or supply chain will help.
•  Attainment of an advanced degree, such as an 

MBA, can prepare the professional to engage in 
high level and executive duties.

Leadership training is desirable. Future supply chain 
leaders can bolster their qualifications with profession-
al training in such topics as:

• Lean principles.
• Six Sigma.
• Group facilitation.
• Quality improvement methods.

Attainment of the CMRP designation (Certified 
Materials & Resource Professional) from the Ameri-
can Hospital Association demonstrates seriousness 
in healthcare supply chain practices, as well as a level 
of professionalism.

Competencies
Communication. As supply chain leaders interact with 
CEOs, physicians, nurses, life science professionals, exec-
utives, groups, etc., communication is a key competency. 
Communication can be by the spoken word, written 
word, non-verbal and the use of graphs or charts. 

Negotiation. Developed through practice, mentoring, 
or formal training, negotiation competencies reveal an 
ability to persuade others, strategize, align incentives, 
protect assets, and achieve positive outcomes for all in-
volved, according to AHRMM and SMI.

Analytics. Supply chain leaders should understand how 
data is managed, how metric formulas are developed, 
and how to apply analytics to various business needs.

Experience
Aspiring supply chain leaders should seek to learn 
from a variety of experiences, both within and beyond 
healthcare supply chain. Every experience – whether 
performing a physical inventory, leading a project team, 
implementing a new system or technology, working with 
clinicians, presenting to an audience, or simply managing 
people – helps to build that body of experience.

Personal traits
The positive traits of a leader can be seen by others in a 
person’s actions, attitudes and behaviors. They include:

•  An ability to see the “big picture” and to ensure that 
others see it too, by building and sharing their vision.

• A strong ethical background. 
• Intellectual curiosity.
• Self-motivation.
• Positive thinking.
• The ability to be an active listener.
• Flexibility.

“The Healthcare Supply Chain Leader of the Future” 
may be downloaded free of charge at www.smisup-
plychain.com/tools or www.ahrmm.org/supply-chain-
leader-of-the-future

Four building blocks for tomorrow’s leaders
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The 
distributors 
in your 
future

Editor’s note: Just as supply 
chain executives, clinicians and 
healthcare administrators keep 

changing and moving forward, so 
do your distributors. The Journal 
of Healthcare Contracting asked 
Matt Rowan, president and CEO 

of the Health Industry Distributors 
Association, as well as leaders of 

several HIDA advisory councils, to 
offer their take on the relationships 

between tomorrow’s distributors and 
their supply chain customers.
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The distributors 
in your future

Journal of Healthcare Contracting: Describe the independent 
distributor of 2027. How will that distributor resemble – and 
differ from – today’s distributor?
Dennis Clock: The independent distributor of  2027 will be oriented 
towards servicing the products they sell. This is much more than the 
free in-service of  the past; it is an ala-carte-priced services menu that 
allows materials managers to select the level of  service appropriate to 
the product choice. 

Pricing transparency is a given. In this relationship, pricing is tied to 
the ability to outsource labor and expertise on the setup, maintenance, 
use, and final disposal of  a product. 

Full integration will be a significant difference as well. Purchasing 
products from the independent distributor will be an experience in 
a cloud-based interface from your phone or other device, with full 
approval processes, accounting integration, pricing verification, and 
contracted guarantees and warranties tied out in back-end systems. 
If  the product is tied to the IoT (Internet of  Things), and all of  the 
supply chain’s systems support integration, the supply chain executive 
will have visibility into the use of  all of  their products throughout the 
supply chain.

Today’s independent distributor is selling its customers on the prod-
uct plus a cost markup that covers the basic services. The distributor of  
the future will actually back up this service claim with real, traceable, and 
ultimately accountable services, which customers are willing to pay for, 
because they see the value.

JHC: How are today’s independent distributors moving toward 
that vision for 2027? What obstacles do they face in doing so?
Clock: They are moving quickly toward that vision by enhancing and 
beginning to value the service experience. Many are working with part-
ners in the EHR and EMR world toward interoperability, so information 
can flow between providers and their flexible, independent partners, 
who can assist them with the patient across the care spectrum. Finally, 
they are upgrading their systems and IT resources to be able to handle 
the flow of  information and to turn it into usable and executable items. 

Tomorrow’s  
Independent Distributor

Dennis Clock
President

Clock Medical Supply
Winfield, Kansas

Co-chair, independent distributors  
council, HIDA
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An obstacle that they face is the lack of  
commitment on the part of  some software 
companies to open, non-revenue-based trans-
actions, which EMR/EHR adoption promised 
in the first place.

JHC: How will the supply chain execu-
tive’s (or department’s) relationship 
with that distributor of 2027 differ from 
the typical relationship of 2017?
Clock: The relationship will be a three-faceted one.

The first will be with the 
IT department of  the dis-
tributor, which ensures that 
interoperability standards are 
being met and the highest lev-
el of  integration is achieved. 

The second will be with 
the sales representative. Cur-
rently, a supply chain execu-
tive sees the sales represen-
tative when needed, and 
annually at an executive level 
review. The very nature of  this relationship will 
change. This change will be due to the sophisti-
cation of  sales representatives in understanding 
and reporting on the activity between providers 
and distributors. Supply chain executives may 
seldom see distributor reps, but those reps will 
be “on demand” to answer questions, complete 
in-service and other training needs, and execute 
contracting compliance. 

The third facet of  the relationship will be 
with the distributor’s services team, which spe-
cializes in the products selected, monitoring 
IoT infrastructure, and servicing the product 
throughout its lifecycle. 

JHC: How can/should supply chain executives be preparing 
themselves, their departments and their institutions for a mu-
tually productive relationship with the independent distribu-
tor of 2027?
Clock: Supply chain executives need to value the service proposition that 
the independent distributor offers, looking at flexibility as “key” to posi-
tive integration in this new era. As pricing transparency occurs in the mar-
ketplace, with technology being the major driver, they need to be mindful 
not to lose these hard-won gains on inefficiencies created by the “buy ev-
erything commodity” national provider set. Look at the full bottom line, 
not the price on the invoice, when selecting and valuing your partnerships. 

JHC: What is the biggest “wild card” in your prediction? In other 
words, what one or two factors or events could occur to cause 
your prediction to be dead wrong?
Clock: The foremost challenge to independent distribution is contin-
ued, unabated consolidation in all phases of  the healthcare supply chain, 
from manufacturers to end user customers. 

Another is one-stop shopping for all phases of  the supply chain 
(“Amazonation”), which will drive many suppliers out of  the business 
prior to making the shifts described above.

A third wild card would be full adoption of  bundled payments/
accountable care organizations (ACOs), which may lead to disinter-
mediation throughout the supply chain, transforming ACOs into 
full-service entities, which self-procure and distribute throughout 
the system. 

Today’s independent distributor is selling its 
customers on the product plus a cost markup 
that covers the basic services. The distributor of 
the future will actually back up this service claim 
with real, traceable, and ultimately accountable 
services, which customers are willing to pay for, 
because they see the value.
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The distributors 
in your future

Journal of Healthcare Contracting: Describe the physician 
distributor of 2027. How will that distributor resem-
ble – and differ from – today’s distributor?
Maryellen Cullity: The physician distributor of  2027 
will have the ability to service customers nationally, will 
have an advanced e-commerce infrastructure, a sensa-
tional technology platform, a decreased sales force, and 
some sort of  vertical integration. The core of  the com-
pany will be similar to the distributor model of  today, 
but I believe the emphasis will be on standardization, 
automation, data sharing, declining costs, manufacturer 
relationships and infrastructure. 

The customer of  2027 will be highly educated, centralized, 
and will rely on automated versus manual processes. They will 
be driven by data and outcomes. They will be responsible for a 
continuum of  care, so the distributor will have one call point. Be-
cause of  the diversity of  the customer, the distributor will need 
to be nimble in their ability to service all markets. The physician 
distributor that lacks an acute presence today will have to make 
itself  visible to these new customers, who will be in the acute 
space or business space. 

JHC: How are today’s physician distributors moving 
toward that vision for 2027? What obstacles do they 
face in doing so?
Cullity: Physician distributors are investing in infrastructure 
and technology to better align themselves with their growing 
customers. They are adapting to the increased geographical 
footprint of  their customers while providing them with the 
data they need to help them standardize and implement chang-
es that will result in cost savings. Distributors are supporting 
their customers’ goals of  standardization and then negotiating, 
on behalf  of  their customer, for volume discounts. Distribu-
tors are investing heavily in technology that will help them excel 
at process improvement, electronic order exchange, automatic 
procurement processes, and invoicing.  

The Physician  
Distributor of Tomorrow

Maryellyn Cullity
Sales manager

Claflin Co.
Warwick, Rhode Island

Vice chair, HIDA Physician Advisory Council
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Building the infrastructure to support the 
size of  some of  these healthcare giants is not 
an easy task. It requires a huge investment and 
a dedicated team to succeed.  

JHC: How will the supply chain executive’s 
(or department’s) relationship with that 
distributor of 2027 differ from the typical 
relationship of 2017?
Cullity: The supply chain executive of  2027 
will have a partnership with their distributor. 
They will have transparent 
goals, which both will work 
to achieve. The focus, as we 
are starting to see today, will 
be standardization of  prod-
ucts throughout the net-
work, price parity, contract 
compliance, better inven-
tory management, negotia-
tions with manufacturers for 
lower costs, and providing 
products that will result in 
value and the best clinical 
outcomes. The price negotiator of  today will 
disappear and partnerships will take precedence. 

JHC: How can/should supply chain ex-
ecutives be preparing themselves, their 
departments and their institutions for a 
mutually productive relationship with 
the physician distributor of 2027?
Cullity: Supply chain executives should be 
partnering with their physician distributors 
now. They should consolidate as many of  
their purchases through this prime partner 

and eliminate excess vendors. They should be requesting data from their 
suppliers that will help them to standardize high-spend items. 

Their distributor should be presenting them options and should 
be negotiating, on their behalf, to drive down cost. Data should 
also be provided and analyzed to forecast usage and reduce waste 
and excess. Supply chain executives should expect and rely on their 
distributors to bring to them products that will favorably impact 
clinical outcomes. 

The physician distributor has focused on and figured out the ambu-
latory world. The supply chain executive should rely on their distributor 
to help strategize the most cost-effective, service-oriented program to 

best meet the needs of  their new continuum of  care. The supply chain 
executive should view their distributor as an ally and a resource.  

JHC: What is the biggest “wild card” in your prediction? In other 
words, what one or two factors or events could occur to cause 
your prediction to be dead wrong?
Cullity: If  we see the continuum of  care ceasing to exist, my predic-
tions could be invalid. However, most forecasts predict this will not be 
the case, and we will continue seeing hospitals partner with ambula-
tory care sites to expand their continuum of  care. I believe we will see 
the retail market expanding and even see healthcare emerging in the 
business setting. 

The customer of 2027 will be highly educated, 
centralized, and will rely on automated versus manual 
processes. They will be driven by data and outcomes. 
They will be responsible for a continuum of care, so 
the distributor will have one call point. Because of the 
diversity of the customer, the distributor will need to be 
nimble in their ability to service all markets. 
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Journal of Healthcare Contracting: What are the two or three biggest 
concerns of HIDA members today? How – if at all – do those con-
cerns differ from the concerns they had, say, five to 10 years ago?
Matt Rowan: Distributors are concerned with “where the puck is 
headed.” They are closely monitoring the shifting trends in healthcare: 
Where is care provided? How will it be delivered? Who will pay? This 
knowledge informs their go-to-market strategies and ultimately, their 
profitability and growth.

HIDA members are asking themselves, “How can we provide 
broader value to the provider organization? The distributor’s value as 
the “one-stop shop” might be defined more broadly in the future. For 
example, distributors might handle products that traditionally have gone 
direct from the manufacturer. 

JHC: Let’s assume that holding the line on healthcare costs will 
remain an issue for at least the next 10 years, probably longer. 
Can you name two or three innovative things HIDA members 
are doing to help healthcare providers do so?
Rowan: Distributors are increasing their involvement in handling phy-
sician-preference items. They are also supporting providers as provid-
ers follow the patient throughout the continuum of  care. The patient’s 
home is often the preferred care setting from the standpoints of  quality 
of  care, patient satisfaction and cost. HIDA realized we needed to more 
effectively cover the traditional segments in home care, such as DME/
HME, but also expand into self-pay as well. That’s why we have formed 
the Home Care Channel Council.

JHC: In turn, what would HIDA members like to encourage 
healthcare providers to do in order to help keep a lid on supply 
chain costs?
Rowan: The low-hanging fruit has largely been picked. So, the entire sup-
ply chain will have to expend more energy to continue to drive new im-
provements and value. There is much to be gained from strategic, ongoing 
collaboration and communication. Understand how you influence costs 
and efficiencies for your trading partners. Help them understand where 
they drive savings, cost and inefficiencies within your organization. 

Matt Rowan
President and CEO

Health Industry Distributors Association
Alexandria, Virginia

Distributors, providers 
seek mutual value

Distributors are increasing 
their involvement in 
handling physician-

preference items. They are 
also supporting providers 

as providers follow the 
patient throughout the 

continuum of care. 
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SPONSORED:  
MCKESSON

You’re  
in the flu 
business 
now

If you have supply chain respon-
sibility for physicians’ practices, you 
need to start thinking flu – right now.

Flu season is here, and the Centers 
for Disease Control and Prevention’s 
early reports indicate that in the 2016-
2017 season, the doctor’s office was 
the most common place of  vaccina-
tion among children (65 percent) and 
adults (37 percent). Expect more of  
the same this year.

Stephanie Hunt and the 
Lake Health supply chain 
team learn what it means 
to provide full service to 
physician offices
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Stephanie Hunt, director of  materials management for Lake Health, 
located about 25 miles east of  Cleveland, Ohio, knows all about the 
supply needs – including flu vaccine – of  non-acute-care sites. The IDN 
services two acute-care medical centers, 35 non-acute-care physician of-
fices, and several rehabilitation facilities, as well as urgent care facilities 
and walk-in centers.

About a year and a half  ago, Hunt met with a small internal group to 
discuss centralizing purchasing of  med/surg supplies and pharmaceuti-
cals for Lake Health’s non-acute sites. “The [outlying clinic] offices had 
been purchasing independently, and their purchase history and volume 
was an unknown,” she says.

“Materials Management had been testing the option of  using our e-
requisitioning platform with the capability to ‘punch out’ to a vendor’s 
website, order items and pull them back onto our internal requisition. 
In this instance, McKesson 
Medical-Surgical had that 
capability with our supply 
chain software platform, 
and would be able to deliver 
on the criteria needed to 
make this successful. 

“That partnership would 
include other efficiencies, 
with desktop delivery and au-
tomation of  receipts and in-
voices,” she continues. “This 
would create real-time ex-
penses in our financial system 
and produce timely monthly 
budget expense reports.”

Lake Health was already 
familiar with McKesson, 
as the acute care hospi-
tals were purchasing from 
McKesson Pharmaceutical, and many of  the physician offices had 
been buying independently from McKesson Medical-Surgical prior to 
their acquisition by the health system.

“The decision was made to trial centralized purchasing for our pe-
diatric group in May 2016,” explains Hunt. There was initial training on 
the ordering system and building of  order templates, and the ‘punch-
out’ feature was utilized. During the trial period, frequently ordered 
items were added to the supply chain’s software item master and sub-
sequently, the offices’ order templates. “This made it easy to load and 
manage contract pricing.”

“What started out 
with four offices 
has now turned 
into 35 offices 

– a 673 percent 
increase in volume. 

Our next phase 
is to bring in our 
urgent care and 
walk-in centers.”

– Stephanie Hunt,  
director of materials  

management for Lake Health
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Checklist for your  
non-acute Rx distributor

Make sure the distributor for your non-acute facilities:
•  Sources, inventories and distributes all flu vaccine brands  

and presentations.
• Offers customized delivery options, including next-day delivery.
• Has an “Order Now Ship Now” program for on-demand ordering.
•  Complies with requirements for pharmaceutical chain of custody 

and cold chain storage.
•  Maintains necessary DSCSA (Drug Supply Chain Security Act) 

regulatory data.
•  Offers time-saving services such as a DEA-compliant  

controlled-substance ordering program or a pharmaceutical 
sample program. 

“It was a change for them,” she 
explains, referring to the physician 
offices’ staffs. For example, orders 
now had to travel an approval path 
through Lake Health’s purchasing de-
partment. “We didn’t want delivery to 
the group delayed by a day or two.”

But the trial went well. So well, in 
fact, Hunt received phone calls from 
other practices asking supply chain to 
include them in the new McKesson 
Medical-Surgical ordering system. 

“We didn’t take away any of  the 
offices’ functionality for ordering 
items, nor did we worry about trying 
to standardize,” she says. “We just 
wanted to centralize their orders so 
we could get a handle on what they 
were spending.” Furthermore, the 
centralized purchasing system relieved the offices of  the hassle of  paying in-
voices with their credit card, then submitting expenses to the IDN. 

“What started out with four offices has now turned into 35 offices – a 673 
percent increase in volume,” says Hunt. “Our next phase is to bring in our urgent 
care and walk-in centers.” 

Focus on flu
“The more they ordered, the more 
we added items and connected their 
purchases to our group purchasing 
organization’s agreements or our lo-
cal contracts,” says Hunt. What she 
found is that more than 90 percent 
of  the offices’ purchasing volume is 
for vaccines and drugs. “We knew 
it would be a lot,” she says. “But we 
didn’t think it would be that high.”

The Rx world is different than med-
surg, she explains. Unlike med/surg sup-
plies and equipment, pricing for pharma-
ceuticals changes rapidly – quarterly and 
sometimes even monthly. “It’s a lot to 
stay ahead of, and to make sure we have 
accurate prices in our system,” she says. 

Then there’s the need to pre-book 
flu vaccine from suppliers, which 
means estimating – and committing 
to buy – a certain amount of  vaccine 
prior to the start of  flu season. That’s 
where leveraging a distributor’s phar-
maceutical expertise can be valuable.

“We carry pharmaceuticals in our 
medical-surgical distribution centers, and 
all those products ride along to the cus-
tomer with our med-surg products,” says 
Darrell Rawlings, vice president, pharma-
ceuticals, McKesson Medical-Surgical. 
What’s more, McKesson Medical-Sur-
gical can leverage the spend of  the en-
tire company to bring the best products  
and prices to the alternate site, he adds.

Says Hunt, “The result has been tre-
mendous. We have been able to achieve 
a 9 percent supply savings by connect-
ing [vaccine and drug] purchases to con-
tracts and contract pricing. This helped 
justify the addition of  a buyer for the 
non-acute-care business and continue 
the growth of  the non-acute-care cen-
tralized purchasing model.” JHC

“We carry 
pharmaceuticals 
in our medical-

surgical distribution 
centers, and all 
those products 

ride along to the 
customer with 
our med-surg 

products.” 
– Darrell Rawlings, vice president, 

pharmaceuticals, McKesson 
Medical-Surgical

The Future of Non-Acute Care – 
Is your supply chain ready to perform?
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To address the unique needs of non-acute care, your supply chain 
needs to deliver — and without your clinicians playing shipping 
manager in between seeing patients. With McKesson Medical-
Surgical’s supply chain technology, you can return clinical hours to 
patient care, increasing productivity while controlling costs. From 
inventory management and automation to systems integration and 
contract management, take delivery of greater efficiency for your 
non-acute supply chain today.

Let McKesson Medical-Surgical help drive inefficiencies  
out of your supply chain.  

Visit mms.mckesson.com or call 866.MCK.ANSWer.

*Source: Health, United States, 2015. US Department of Health and Human Services, 
Centers for Disease Control and Prevention.

© 2017 McKesson Medical-Surgical Inc. All rights reserved.

As care shifts 
to non-acute 
facilities* of patient visits 

happen beyond  
the hospital

85%
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HSCA

Generic drug price spikes and prescription drug 
shortages continue to jeopardize patient access to care. Presi-
dent Trump and bipartisan congressional leaders recently 
took steps to help address the problem as part of  the FDA 
reauthorization process, but there is still more to be done to 
preserve patient and provider access to critical treatments.

Price spikes often occur when a lack of  competition 
among manufacturers allows high prices to go unchecked. 
As part of  the new FDA reauthorization bill, Congress 

included provisions to require that the FDA give priority review, within eight 
months of  submission, to abbreviated new drug applications (ANDAs) for drugs 
with three or fewer approved alternatives, which will streamline the process of  
additional manufacturers entering the generic drug market.

HSCA applauds President Trump for signing the FDA Reauthorization Act 
into law, and we applaud bipartisan House and Senate leaders – including Sena-
tors Alexander (R-Tenn.), Murray (D-Wash.), Collins (R-Maine), McCaskill (D-
Mo.), and Franken (D-Minn.), and Representatives Walden (R-Ore.), Pallone (D-
N.J.), Bilirakis (R-Fla.), and Schrader (D-Ore.) – for their efforts to find solutions 
to generic drug price spikes and ongoing prescription drug shortages.

HSCA and its members are committed to lowering costs and increasing 
competition and innovation in the healthcare marketplace. We recommend that 
policymakers take additional common-sense steps to address obstacles to com-
petition in the generic drug market, including expediting supplemental manu-
facturing requests, eliminating so-called “pay-for-delay” tactics, and addressing 
loopholes in the FDA’s Risk Evaluation Mitigation Strategies (REMS) program.

Supplemental manufacturing requests made to FDA – including requests to im-
prove, modernize, or expand manufacturing – are currently treated by the Agency 
as ANDAs, which significantly delays their review and approval. Additionally, the 
FDA has sometimes been unresponsive to questions and requests about the pend-
ing applications, which further slows down the approval process. Supplemental 
manufacturing requests should be handled separately from ANDAs, and should 
only be evaluated on the areas that will be changed or enhanced. Expediting these 
supplemental requests will allow manufacturers to produce drugs more efficiently.

Some brand name pharmaceutical manufacturers are attempting to pay the manu-
facturer of  the first generic alternative not to enter the market. Also known as “pay-

for-delay,” this practice allows the brand 
name drug to remain the only product 
on the market, which delays patient ac-
cess to cheaper alternatives. HSCA sup-
ports a legislative solution, the “Preserve 
Access to Affordable Generics Act” 
(S.124), which would eliminate the tactics 
that allow brand name manufacturers 
to prevent or delay generic manufactur-
ers from entering the marketplace with 
competitor products.

Additionally, some brand name 
manufacturers are exploiting a loop-
hole in the FDA’s REMS program to 
prevent generic and biosimilar manu-
facturers from accessing the product 
samples they need to obtain FDA ap-
proval and market entry. HSCA sup-
ports the “FAST Generics Act of  
2017” (H.R. 2051) and the “CREATES 
Act” (S.974), which provide generic 
and biosimilar drug manufacturers a 
clear and efficient pathway to obtain 
samples and to combat these anticom-
petitive practices, and empower courts 
to award damages to the affected ge-
neric and biosimilar manufacturers.

HSCA represents the nation’s lead-
ing healthcare group purchasing orga-
nizations (GPOs), the sourcing and 
purchasing partners to virtually all of  
America’s 7,700+ hospitals, as well 
as the vast majority of  the 68,000+ 
long-term care facilities, surgery cen-
ters, clinics, and other healthcare pro-
viders. Our GPO members have a 
unique line of  sight over all aspects of  
the healthcare supply chain. We look 
forward to continuing to work with 
policymakers and all supply chain 
stakeholders to find additional solu-
tions to the ongoing challenges of  
generic drug price spikes. JHC

Progress made on generic-
drug costs and competition, 
but more work remains

By Todd Ebert

Todd Ebert, R.Ph., is president and CEO of  the Healthcare Supply Chain Association.
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By Jeff Girardi, HIDA
HIDA  

PRIME VENDOR:Getting the Most from Your Most Important Supplier

I was fascinated by a joint presentation 
given by Chris Toomes, Acting Vice President 
of  Supply Chain and Sterile Processing Op-
erations, Memorial Hermann Healthcare Sys-
tems (MHHS), and Dennis Black, Director of  
e-Business, BD. The basis of  their case study 
described how MHHS installed BD’s automat-
ed, closed inventory management systems for 
its surgical supply chain in an effort to track 
and standardize inventory processes across 11 
of  its locations. This program reduced excess 
inventory carrying costs, limited returned or 
“round tripped” supplies, and increased care-
giver satisfaction due to ease of  using the sys-
tem and reducing instances of  stockouts. 

On its own, this success story might easily 
warrant inclusion on a conference agenda or 
further examination within this column. But 
that’s not what interested me so much about 
the session. Rather, it was the hidden – or at 
the very least unintended – benefit of  MHHS’s 
ability to have fuller surveillance over its inven-
tory and product barcode data, and how this fits 
into BD’s ongoing efforts to educate industry 
partners on complying with the FDA’s Unique 
Device Identification (UDI) regulation. In fact, 
Memorial Hermann is now succeeding in lever-
aging UDI, according to Black.

The UDI rule intends to adequately identify 
medical devices through their distribution and 
use throughout the supply chain. Medical devices 
are incredibly diverse and the healthcare supply 
chain is very complex. Manufacturers and dis-
tributors have learned that products deployed 
through low-unit-of-measure (LUM) or just-in-
time (JIT) inventory programs sometimes get re-
moved from UDI-compliant packaging in order 

to be delivered in smaller quantities. As a result, some products no longer 
have a full UDI label on the primary packaging for the “each” level and there-
fore would no longer fully comply with the UDI rule’s intended purpose.

It was interesting to note that Memorial Her-
mann is exploring processes using BD’s inventory 
management system to enable them to track UDI, 
even when a portion of  the UDI information has 
been removed due to LUM distribution practices. 
Manufacturers need a better understanding of  
LUM/JIT to determine best practices for further 
UDI implementation that safely supports these 
programs and the products that will eventually get 

used on patients. HIDA is working closely with its members, device manufac-
turers, and the AHRMM UDI Learning Community to collaborate on solu-
tions to further enable UDI for LUM inventory programs.

By going through its conversion, MHHS now has a significant role to 
play in UDI implementation as the direct contributor toward patient care. 
Using collected data around specific product characteristics and usage fre-
quency in its JIT program, Toomes and his team can provide their suppli-
ers better insight into the impact that complying with UDI requirements 
has on patient care. Additionally, their input and reimbursement require-
ments can help trading partners identify why a certain product rather than 
another typically gets distributed via LUM/JIT programs.

Black emphasized to attendees that harnessing UDI and data stan-
dards can help achieve supply chain efficiencies and clinical improve-
ments beyond the triple aim. For providers looking to further integrate 
or automate their supply chains, much more value can be realized both 
internally and for trading partners participating in these initiatives. JHC

Viewing Costs and  
Care Through a UDI Lens
Every year, the AHRMM Annual Conference and Exhibition 
presents one of  healthcare’s best opportunities to learn from and net-
work with leading supply chain executives and materials managers from 
across the country. Countless examples of  providers and suppliers 
teaming up to achieve various aspects of  the triple aim – reducing costs, 
improving patient care quality, and improving population health out-
comes – are occurring every day in our industry, and the event provides 
attendees focused glimpses into these relationships.

Medical 
devices are 
incredibly 

diverse and 
the healthcare 

supply 
chain is very 

complex. 
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SUTURE EXPRESS

Journal of Healthcare Contracting: What are the most frequent 
challenges supply chain teams face when creating and operat-
ing a self-distribution system? 
Jason Pedaci: Typically, the supply chain team is focused on one or more key 
objectives. The first is control. Consolidating purchasing, inventory and logistics 
within self-distribution helps IDNs control what products get purchased and 
used within the health system. They can now collect incredibly valuable data to 
monitor contract compliance, guide manufacturer negotiations and contracting, 
track contract commitments and benchmark best practices. The self-distribution 

model enables a higher level of  so-
phistication for the IDN.  

The second is cost. That sounds like 
an obvious answer, but as the industry 
evolves and becomes more complex, 
the sources of  value and savings evolve 
commensurately. Every supply chain 
executive has an annual savings goal, 
and most have long ago agreed there is 
only so far you can go with price. Self-
distribution strikes me as an investment. 
It enables additional sources of  savings 
and benefits for the IDN.  

JHC: From a vendor’s perspec-
tive, how do the demands or ex-
pectations of the self-distributing 
health system typically differ from 
those of other hospitals or IDNs? 
How do they resemble them?
Pedaci: The customer’s customer is 
the same. Our job is to help Materials 
Management supply the departments, 
procedural areas and clinicians. It’s 
critical to keep that top of  mind. It’s 
safe to say there are similar expecta-
tions of  cost, reliability and quality, but 
we pride ourselves on understanding 
the unique needs of  any health system 
(self-distributing or not) and to tailor a 
solution accordingly. I think it comes 
down to understanding what makes 
each health system unique.  

JHC: For self-distribution custom-
ers, Suture Express has launched 
a hybrid model combining the 
efficiencies and benefits of a dis-
tributor with the economic ad-
vantages of a direct supplier. Can 
you describe that model?
Pedaci: Let’s start with the two end-
points of  serving a hospital supply 
chain. On one end, you have traditional 

Making self- 
distribution work

Jason Pedaci, chief commercial officer for Suture Expres
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distribution, and on the other is manufacturer-di-
rect. Our hybrid model carefully merges the two.

First, we mimic manufacturer-direct by sup-
plying high velocity SKUs with a regular sched-
uled bulk delivery (typically once a week or once 
every two weeks) from our warehouse to the 
customer’s consolidated service center. There are 
efficiency and economic advantages here for the 
customer, but that’s only a portion of  the value.  

Typically, it’s not feasible or practical to 
stock 100 percent of  your products in the 
CSC, yet you need a solution for 100 percent, 
so how do you supply products not stocked in 
the CSC? Enter the “distributor” portion of  
our hybrid model.  

We service the balance of  the products in our traditional next-day 
distribution model. In some cases, we distribute directly to the hospital 
(bypassing the CSC). In others, we distribute the balance of  the prod-
ucts overnight into the CSC for cross-docking and internal redistribu-
tion by the customer. The IDN benefits from a flexible, reliable, low-
cost solution to meet 100 percent of  its needs, including ever-changing 
and emergent needs that are so common in healthcare today.  

The real key to our model is collaboration and customization. We 
work with the customer to determine which products are serviced in the 
CSC and which are in traditional distribution. This allows the IDN to 
build its sourcing logic accordingly, and we can anticipate the customer 
demand patterns and are ready with our 99.4 percent fill rates.  

JHC: Since you began ser-
vicing them, what has Su-
ture Express learned about 
working with self-distri-
bution health systems?
Pedaci: The saying, “If  
you’ve seen one IDN, you’ve 
seen one IDN” is true for a 
reason, especially with self-
distribution. There are so 
many variables to consider, 
including number of  SKUs, 
number of  manufacturers, 
number of  locations (both 
acute and non-acute), acuity, 
academic teaching status, re-
search labs and geographic 
footprint (metro area or 
multi-state). Add to that the economic factors, such as the cost of  capi-
tal, real estate, labor and available storage space. That mix of  variables is 
unique to each health system and that’s what, as a vendor, you need to 
understand. It’s not enough to say you want to partner with a customer; 
you have to mutually develop a valuable solution to demonstrate it.

JHC: Any predictions about where self-distribution is headed?
Pedaci: Based on our market conversations, self-distribution seems 
to be at an all-time high and continuing to increase. Certainly, industry 
consolidation amongst healthcare providers favors self-distribution. As 
health systems merge and get larger, it’s easier to reach the critical mass 
necessary to justify self-distribution. But, we’re also seeing it in mid-
sized IDNs as well, as they find what works for them. JHC

Talk of self-distribution is in the air. 
That’s to be expected, as IDNs and 
health systems grow in size. Supply 
chain executives and financial officers 
have to answer many questions be-
fore embarking on a program, among 
them: “Are our vendors capable of 
supporting us in self-distribution?”

Jason Pedaci is chief commercial 
officer for Suture Express, the lead-
ing specialty distributor of suture, 
endomechanical and other surgical 
supplies. He believes that each self-
distribution program, like each IDN 
itself, has particular needs, and that 
vendor partners must adjust their 
offerings accordingly.

As chief commercial officer, Peda-
ci focuses on expanding the compa-
ny’s sales to meet the growing needs 
of today’s healthcare providers. He 
has more than 20 years of experience 
in the healthcare industry, including 
previous roles in operations, finance, 
sales and account management at 
Cardinal Health. He joined Suture Ex-
press in September 2011.

As health 
systems merge 
and get larger, 
it’s easier to 
reach the 
critical mass 
necessary to 
justify self-
distribution.
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The successful consolidated service center

What are the key success factors for self-distribution? The 
Journal of Healthcare Contracting asked someone who 
should know – supply chain consultant John Strong. 

In 1985, as chairman of the division of materials 
management for Lutheran General Hospital in subur-
ban Chicago, Strong – in conjunction with Harris Hos-
pital Supply (now Concordance Healthcare Solutions) 
– set up Health Care Materials Corporation (HCM), one 
of the first hospital-owned, captive consolidated ser-
vice centers in the country. 

HCM delivered to two hospitals (approximately 
1,000 beds) and about 1,000 clinics on a daily (or less) 
low-unit-of-measure basis. The consolidated service 
center also provided printing, mail, durable medical 
equipment and outsourced supply chain services to 
others. In 1992, HCM was sold to Stuart Medical, which 
was later acquired by Owens and Minor. 

As principal of John Strong LLC, Fontana, Wiscon-
sin, Strong continues to devise innovative supply 
chain solutions on behalf of clients. He serves as a 
board member of Suture Express. He can be reached 
at johnstrongllc@gmail.com. 

Keys to success: Prior to formation
•  Develop a solid business plan, including the mis-

sion, vision and goals of the organization.
•  Obtain buy-in from the C-suite of every partici-

pant, and determine board representation from 
this group and supply chain.

•  Settle on contracting and delivery plans, such as: 
sole, dual or multi-source contracting; type (bulk, 
LUM, etc.) and frequency of delivery; metrics and 
goals for service standards; and determination 
of service economy. (Some CSC operators get 
deliveries of fast-moving items to the warehouse, 
and B and C items direct to facilities.)

• Relentlessly pursue product standardization.
•  Perform continuous value analysis to drive prod-

uct standardization among participants.
•  Develop a realistic new-products evaluation tool for 
all participants, to guard against “SKU-creep,” which 
leads to unnecessary inventory holding costs.

•  Determine with the board realistic financial expec-
tations. Logistics is hard work, and costs money. 
Big profits are difficult to come by. Profitability 
should not be the only expectation of operating a 
CSC, although it can be one opportunity of many.

•  Get board agreement on the metrics needed to 
measure the progress of the organization.

•  Get agreement from the board that members may 
have to convert products or make really tough 
decisions to participate. Unless the CSC is set up 
by a single health system, there needs to be can-
did conversations among the participants. If you 
can’t effectively standardize and move vendors, 
you probably should not attempt to participate. 
Plus, the value you receive from participation will 
be less, because folks who can’t comply become a 
drag on the cost-savings efforts of the CSC.

Keys to success: After formation
•  The board needs to police and enforce the 
requirements of each participant, which are set 
forth in the business plan.

•  Management should review metrics with the 
board on an ongoing basis.

•  Realistic measures should be used for inventory, 
cost savings, and logistics. Include value with the 
metrics.

•  Service levels should be part of the metrics. 
Service demands (such as daily delivery) must be 
correlated with costs and capital to ensure that 
everyone is receiving the services they need—
but also contributing the cost of services that are 
beyond the CSC standard.

•  Ensure that the services being provided best 
meet the needs of far-flung operations. For 
example, does it make sense to outsource certain 
logistics services to others? If the CSC is making 
once-a-week deliveries to far-flung places, per-
haps some items should be outsourced for more 
direct delivery.

•  Ignore “loss-leader” pricing at retail, and stick to 
using the CSC.
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Send all upcoming events to Graham Garrison, managing editor, at ggarrison@sharemovingmedia.com

Association for Healthcare Resource  
& Materials Management (AHRMM)

The AHRMM Conference & Exhibition

Aug. 12-15, 2018

Chicago, Ill.

Federation of American Hospitals

Public Policy Conference & Business Exposition

March 4-6, 2018

Marriott Wardman Park Hotel

Washington, D.C.

Health Industry Distributors Association (HIDA)

Executive Conference

March 20-23, 2018

Hyatt Regency Grand Cypress

Orlando, Fla.

HealthTrust

The HealthTrust Innovation Summit

Oct. 5-6, 2017

Sawgrass, Fla.

Share Moving Media

Market Insights Supply Chain Forum

Nov. 9-10, 2017

Miami, Fla.

IDN Insights East

Dec. 4-5, 2017

Houston, Tx

Premier

Premier 2018 Breakthroughs Conference and Exhibition

June 19-22, 2018

Gaylord Opryland Resort & Convention Center

Nashville, Tenn.

GHX

2018 Healthcare Supply Chain Summit

May 7-9, 2018

Red Rock Resort,

Las Vegas, Nev.

Intalere

Elevate 2018

May 20-23, 2018

Gaylord Palms & Convention Center

Orlando, Fla.

CALENDAR
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For many years physician offices 
and clinics have weighed patients on 
mechanical balance beam scales or low 
capacity/small platform digital scales. 
With many providers seeing an increase 
in aging adult and heavier patients, larg-
er and more accommodating scales are 
necessary to provide a safer and more 
comfortable weighing experience. 

Aging adult and obese patients of-
ten have impaired mobility, which is 
defined as lower extremity weakness 
and decreased balance. This limits 
their ability to easily and safely step 
onto a scale’s platform while maintaining their balance. To 
increase safety, facilities should utilize large platform scales 
that are specifically designed for patients with low mobility. 
These scales feature low platform heights and “live” hand-
rails. Low platform heights require only a minimal step-up, 
reducing the risk of  tripping. “Live” handrails allow pa-
tients to hold on for security and provide a more stable and 
accurate weighing experience. Large platform scales also 
offer a higher capacity to provide flexibility and accuracy 
when weighing any patient. 

Wheelchair scales are another excellent option for patients 
with impaired mobility. These scales may be used with wheel-
chair-bound patients as well as for those with limited mobil-
ity. For wheelchair-bound patients, patients can remain safely 
seated in their wheelchair while being weighed. The scales use 
a “tare” function to subtract the weight of  a wheelchair and 
display only the patient’s weight.  Unsteady patients can also 
be weighed on a wheelchair scale, using the ramp to walk onto 
the platform, rather than having to step up. If  using a cane 

or walker, the weight of  the item can 
be deducted from the patient weight 
using the tare function. Alternatively, 
some wheelchair scales have optional 
attached chair accessories  for patients 
who wish to remain seated during the 
weighing process; this option is help-
ful for patients who are unable to hold 
still, which is important for capturing 
accurate weights. For smaller physician 
offices, some wheelchair scales include 
convenient storage features such as 
folding ramps or adjustable tracks.

In addition to patient safety and 
comfort, upgrading a facility’s scale 
can help providers participating in the 
Medicare Shared Savings Program. 
The CMS (Centers for Medicare and 
Medicaid Services) states that “Before 

an Accountable Care Organization (ACO) can share in any 
savings generated, it must demonstrate that it met the quality 
performance standard for that year.”*** One of  the qual-
ity measures within those performance standards is “ACO-
3 CAHPS: Patients’ Rating of  Provider”. Among the many 
factors in a patient’s rating of  a provider is the patient’s expe-
rience and feeling of  being treated in an environment that is 
comfortable and safe. This includes their experience with the 
devices and equipment used during the exam. An uncom-
fortable experience may reflect poorly on a provider’s rating.  

It’s time to think about the features of  your current 
scales. Take a close look at your patient rosters. Do you 
feel you can accommodate your aging adult and obese pa-
tients safely and comfortably? Health o meter® Profession-
al Scales, the #1 Medical Scale Brand, offers several mod-
els that are designed to help providers weigh their aging 
adult and obese patients. To learn more about the compre-
hensive line of  large platform and wheelchair scales, visit  
www.homscales.com or call 1-800-815-6615. 

The Increasing Need for Large Platform  
and Wheelchair Scales in the Primary Care Setting

Did you 
know…?
There are approximately 46 
million people aged 65 and 

older in the United States. By 
2029 more than 20 percent of 
the total U.S. population will 

be over the age of 65.*

More than 2/3 of Americans 
are overweight or obese.**

* https://www.census.gov/prod/2014pubs/p25-1141.pdf
**https://www.niddk.nih.gov/health-information/health-statistics/overweight-obesity
***https://www.cms.gov/medicare/medicare-fee-for-service-payment/sharedsavingsprogram/quality-measures-standards.html

With the aging of America’s baby boomers and an average BMI score 
in the obesity range, patient populations are presenting new challenges for 
healthcare facilities. Are you considering these patients’ needs when purchas-
ing new equipment?
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HEALTHTRUST UNIVERSITY 
CONFERENCE

An aviation theme for this summer’s HealthTrust University Confer-
ence in Las Vegas – “Navigating with Insight” – underscored HealthTrust’s role 
as a co-pilot to its members as they navigate the complexities of  a constantly 
evolving healthcare landscape, according to the company.

The conference hosted nearly 4,000 HealthTrust members, staff, speakers 
and supplier representatives. HealthTrust hosted more than 60 education ses-
sions. Topics included the clinically integrated supply chain, cost management, 
pharmacy, big data and analytics, antibiotic stewardship and the opioid epidemic. 
Again this year, attendees and exhibitors rated the conference very high, citing 
that it is unique compared to other tradeshows they attend, the company said.    

At the conference, President and CEO Ed Jones shared his perspective on 
the escalation of  healthcare costs, the impact of  healthcare reform, and macro 
and demographic dynamics in the marketplace. To keep pace with the rate of  

change occurring in healthcare, the 
progressive operator will continue 
to leverage the collective wisdom of  
its membership through innovation, 
thought leadership and best practices, 
he said.  

HealthTrust executives discussed 
initiatives to advance its clinical 
integration agenda, leverage its 
operator-informed advisory capa-
bilities and provide members with 
expanded contracting visibility. For 
HealthTrust, the clinically inte-
grated supply chain is one in which 
all stakeholders – clinicians, physi-
cians, pharmacists, administrators 
and supply chain personnel – are 
engaged in sourcing and contracting 
decisions, utilization and tracking 
clinical and financial outcomes.

Flight Pattern
HealthTrust aims to be members’ co-pilot
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Prevantics® brand has them both covered

SKIN SITE

©2017 PDI     PDI05168527 PATIENT CARE    ENVIRONMENT OF CARE    INTERV ENTIO NAL  CARE

3.15% Chlorhexidine Gluconate (CHG) and 
70% Isopropyl Alcohol (IPA) Swab

Assured protection against blood stream infections (BSI)
Skin: Antiseptic Swabstick and Maxi Swabstick’s 7 day continued  
antimicrobial activity correlates well with many dressing change protocols1

Site: Device Swab’s 5 second scrub – 5 second dry time improves compliance

For a FREE sample kit, visit pdihc.com/SkinPlusSite

1. Prevantics Clinical Compendium. PDI, Orangeburg, NY. 2012.



HEALTHTRUST UNIVERSITY 
CONFERENCE

Outstanding Member: Recogniz-
es members who have demonstrated 
exceptional fiscal improvement by 
leveraging HealthTrust savings ini-
tiatives, maintaining contract com-
pliance and adopting new contract 
categories. The recipient was RCCH 
HealthCare Partners, Brentwood, Ten-
nessee, represented by:

•  Rob Jay, executive vice president, 
operations and group president.

•  Brian Hitchcock, vice president, 
materiel resource operations.

•  Steven Boyett, manager, materiel 
resource operations.

Operational Excellence: Recog-
nizes members who have implement-
ed best practices in streamlining and 
maximizing supply chain opera-
tions and/or cost-savings initiatives. 
The recipient was RWJBarnabas 
Health, West Orange, New Jersey,  
represented by:

•  John Doll, corporate CFO and 
executive sponsor.

•  Bob Taylor, senior vice presi-
dent of  supply chain.

•  Paula Strollo, vice  
president of  supply chain  
consolidated operations.

•  Mary Twomey, vice president of  
clinical resource management.

•  John Tomocheck, vice president 
of  data management  
and analytics.

•  Tracy Burrell-Hancock, vice 
president of  supply chain  
facility operations.

•  Richard Hill, vice president of  
supply chain integration.

•  Phil Maneri, system vice  
president of  contracting  
and sourcing.

At the Conference, HealthTrust recognized 21 individuals with its highest hon-
or, the annual Member Recognition Award, which acknowledges member organi-
zations that demonstrate best practices and achieve operational excellence benefit-
ting providers and their patients. Awards were presented in five categories.   
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Clinical Excellence: Recognizes members 
who have demonstrated best practices in ex-
ecuting clinical initiatives leading to improve-
ments in care outcomes, physician engagement, 
operational efficiency and/or financial savings. 
The recipient was Hackensack University Medi-
cal Center, Transitions of  Care team, Hacken-
sack, New Jersey, represented by:

•  Nilesh Desai, MS, RPh, MBA, administra-
tor of  pharmacy and clinical operations.

•  Jewell Thomas, PharmD, supervisor of  
Transitions of  Care.

•  Dianne Aroh, MS, RN, FACHE, NEA-
BC, executive vice president, chief  clini-
cal and patient experience officer.

Social Stewardship: Recognizes members for 
impactful contributions in the areas of  environ-
mental sustainability, supplier diversity or com-
munity outreach. Recipient was Marissa Wilson, 
BSN, RN, CPhT, patient assistance coordinator, 
CHI Memorial Hospital, Chattanooga, Tennessee.

Gita Wasan Patel Pharmacy Excellence Award: Named in honor 
of  former HealthTrust Pharmacy Clinical Advisory Board member Gita 
Wasan Patel, the award recognizes members who have implemented 
and demonstrated best practices in pharmaceutical initiatives, including 
improvements in patient care outcomes, operational efficiency and/or 
financial savings. The recipient was Ardent Health Services, Nashville, 
Tennessee, represented by:

•  Tom Chickerella, vice president of  supply chain.
•  Travis Lawler, PharmD, director of  pharmacy, BSA Health  

System, Amarillo, Texas.
•  Amber Elliott, PharmD, BCPS, pharmacy clinical coordinator 

and residency program director, BSA Health System,  
Amarillo, Texas.

•  Luke Barnett, PharmD, clinical manager, BSA Health System,  
Amarillo, Texas.

•  Roland Plude, director of  materials management, BSA Health 
System, Amarillo, Texas.

•  Kara Fortune, corporate director of  pharmacy services.

HealthTrust announced that its 2018 HTU Conference would be held 
July 23-25 at the Gaylord Opryland Resort & Convention Center in 
Nashville, Tennessee. JHC

Scripps Health, a nonprofit integrated healthcare 
delivery system based in San Diego, California, 
was awarded a HealthTrust Innovation Grant at 
the 2017 HealthTrust University Conference in Las 
Vegas, Nevada. HealthTrust established the annual 
grant three years ago to sponsor and reward new, 
scalable ideas for advancing healthcare by improv-
ing care delivery, health outcomes, cost savings, 
operational efficiency and/or population health. 

The $50,000 award provides a $25,000 grant 
and $25,000 in HealthTrust service line expertise 
to support the replication of best practices across 
the membership. Scripps Health was selected for 
its innovative idea to address the overuse of opioid 
analgesics in patients undergoing surgery. 

Scripps’ perioperative opioid stewardship ini-
tiative involves education-oriented interventions 

across episodes of care, beginning with patients’ 
initial discussion with the surgeon and continu-
ing three months post-surgery. The overriding 
goals are for patients to have realistic expecta-
tions of postoperative pain and a clear under-
standing of the side effects of opioids, including 
the potential for addiction. The focus initially will 
be on general surgery, expanding next to spine 
surgery and orthopedics.

Success will require physicians to embrace the 
multimodal pain management approach, and 
the need to limit and monitor post-discharge 
opioids. Physicians, nurses and pharmacists at 
Scripps will be working collaboratively with one 
another, community-based primary care physi-
cians and a county-wide prescription drug abuse 
task force. 

HealthTrust Awards Scripps Health an Innovation Grant for 
Perioperative Opioid Stewardship Initiative
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OBSERVATION DECK

Mark Thill

Through webinars, meetings, 
educational materials and sharing 

of best practices, the AHA is helping 
hospitals address what it considers 

one of the major public health  
and safety issues throughout  

the country – violence.

Addressing Violence

•  Sept. 12: A 49-year-old man is arrested 
for allegedly shooting and killing his 
70-year-old mother at around 1:30 p.m. 
in the ICU at Dartmouth-Hitchcock 
Medical Center in Lebanon, N.H. 

•  Sept. 10: A man fires multiple shots at 
11:40 p.m. in Novant Health Hunters-
ville (N.C.) Medical Center before he is 
killed by police.

•  July 26: The head nurse at the University 
of  Utah Hospital is arrested – violently, 
as we all saw on the video – by police 
for (correctly) telling a police detective 
he wasn’t allowed to draw blood from an 
unconscious patient without a warrant.

•  And a recent article by Washington Post colum-
nist Petula Dvorak reports that 75 percent 
of  nurses who responded to a recent survey 
said they had been subject to physical or 
verbal abuse. Turns out it’s not sales reps 
who are roughing them up. It’s patients.

In August, I recounted some acts of violence committed in hospitals in the pre-
ceding months. By way of  bringing you up to date:

All of  which makes me wonder, as I did last 
time: Why do we have such stringent protocols 
in place for the sales reps calling on our nation’s 
health systems, but there are so few safety mea-
sures in place to deal with the guy who walks 
through the door with a gun or a knife, or the 
patient who takes a swipe at a nurse? 

Seems like we should call vendor creden-
tialing by its true name – vendor management 
– and deal with it as such. Perhaps then we can 

turn our attention to a real problem – violence in hospitals and surrounding communities.
The American Hospital Association’s Hospitals Against Violence initiative (www.aha.org/vio-

lence) is trying to do just that. Through webinars, meetings, educational materials and sharing of  
best practices, the AHA is helping hospitals address what it considers one of  the major public 
health and safety issues throughout the country – violence.

Addressing violence inside and outside the hospital’s walls is tougher than making sure the reps 
who call on you have been vaccinated against TB. It just seems like time and money better spent. JHC





YOU PILOT A COMPLEX 
ENTERPISE.

Trust us to be your co-pilot. 
When you need a seasoned co-pilot for a special mission, there is a big 
difference between hiring a consultant and partnering with an expert 
with operator accountability.  Our inSight Advisory team is responsible for 
the performance of leading healthcare providers.  Count on our proven 
insights and specialized knowledge of today’s operating environment to 
chart the best course for you.

Experience Our Unique Advantage.
For an assessment of your performance, contact an inSight Advisory  
expert at 615.344.3000 or healthtrustpg.com/insight




