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TRENDS

By Elizabeth Hilla

Do GPO
contracts help
manufacturers
grow their
business?
Though they often
don’t want to admit it,
the answer is yes

I’ve been around the healthcare
distribution business long enough
to have heard some heated conversations about group purchasing organizations (GPOs). Some suppliers
yearn for GPO contracts, while others
– or sometimes the very same ones –
loudly gripe about the administrative fees that fund the GPO model.
Interestingly, I think the tide
is turning, at least a little. I don’t
mean that suppliers love admin
fees any more than they used to,
but most now seem to accept that
providers will always want to pool
4
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their purchasing power to
get better pricing – and
that GPOs help that happen. And many now view
GPOs as partners in reaching healthcare customers.
I recently led a webinar on
working with GPOs, and
during it we did an audience poll. With about 100
manufacturers and distributors on the line, I asked
how folks felt about the
importance of GPO contracts for their business:

Often, regional
aggregation
groups ask
for further
concessions
in return for a
more certain
volume
commitment.

• More than 32 percent

as necessary only in the hospital
market, while 35 percent saw
them as necessary in all
market segments.
• Only about 16% percent said they
believe they can succeed without
GPO contracts.
Still, winning and managing GPO
contracts isn’t easy. And even if a supplier wins a bid, they aren’t guaranteed
to get the business. Often, regional aggregation groups ask for further concessions in return for a more certain
volume commitment.
The webinar participants offered
some great insights on navigating these

said “GPO partnerships help us significantly grow our business,”

challenges, and we recorded the pro-

the most positive response that was available.

gram. If you’d like the recording, email

• O thers felt the contracts were necessary (if not a huge
benefit). Seven and a half percent saw GPO contracts

Cindy Chen (chen@hida.org) and she’ll
send it to you.

Elizabeth Hilla is senior vice president, Health Industry Distributors Association
6
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What to Do
About Rising
Healthcare
Costs?
Business leaders
have some ideas
Faced with an expected
5 percent increase in
healthcare benefit costs, a
growing number of large
U.S. employers plan to
focus more on how health
care is delivered and paid
for while still pursuing
traditional methods of
controlling costs, such
as cost-sharing and plan
design changes, according
to an annual survey by the
National Business Group
on Health.

8
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HEALTHCARE
COSTS

A total of 148 large employers participated in the

health services, more than double the percent-

“Large Employers’ 2018 Health Care Strategy and

age this year. Telehealth utilization is on the rise,

Plan Design Survey” between May and June 2017.

with nearly 20 percent of employers experiencing

Collectively, they represent a wide range of indus-

employee utilization rates of 8 percent or higher.

tries and offer coverage to more than 15 million employees and their dependents. Two-thirds of respon-

•A
 ccountable Care Organizations. Twenty-

dents belong to the Fortune 500 and/or the Global

one percent of employers plan to promote

Fortune 500, and 42 belong to the Fortune 100.

ACOs in 2018, but that number could double

Including

by 2020, as another 26 percent are consider-

premiums

and out-of-pocket costs
for employees and dependents, employers estimate
the total cost of healthcare will average $13,482
per employee this year,
and $14,156 in 2018. Employers will cover nearly
70 percent of those costs
while employees will bear
about 30 percent, or nearly $4,400 in 2018. For the
second consecutive year,

More than half
(56 percent)
plan to offer
telehealth for
behavioral
health services,
more than
double the
percentage
this year.

ing offering them. Employers are slightly more
confident about the ability of ACOs to improve
healthcare quality beyond what the system
does today, compared to reducing costs.
• Onsite health centers. More than half of employers (54 percent) said they would offer onsite or nearsite health centers in 2018, and that number could
increase to nearly two-thirds by 2020. These centers
are said to often result in decreased absenteeism.
•C
 enters of Excellence. Almost nine in ten
employers (88 percent) expect to use COEs in

employers ranked specialty pharmacy (26 percent) as

2018 for certain procedures, such as transplants or

the top driver. Eight in ten employers ranked it among

orthopedic surgery. Bundled payments or other

the top three cost drivers.

types of alternative payment arrangements will be

“Employers are recognizing that traditional cost
control techniques alone aren’t able to reduce costs

used by 21-48 percent of COE contracts, depending
on the medical procedure or condition.

to the point where they are no longer a drain on the
bottom line,” said Brian Marcotte, president and CEO
of the National Business Group on Health.

• Value-based benefit design. Nearly 40 percent
of employers have incorporated some type of valuebased benefit design in which employees receive

10

According to the survey, an increasing number of

reduced cost sharing or premium reductions when

employers plan to adopt the following strategies:
• Telehealth. Virtually all employers (96 percent) said

they take steps to manage chronic conditions or obtain higher-quality or more efficient care. There has

they would make telehealth services available in

been some increase in the use of value-based ben-

states where it is allowed next year. More than half

efit design to steer employees toward telehealth

(56 percent) plan to offer telehealth for behavioral

(18 percent in 2018 versus 16 percent in 2017).
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Emergency care
and primary care:
A match for rural
populations.
12

Do freestanding emergency departments improve or degrade rural
healthcare delivery? Do they encourage
rural populations to seek episodic care in
an emergency setting instead of seeking
regular, preventive primary care – leading to a deterioration of primary care in
areas that need it?
Emergency physicians in Michigan
propose a new healthcare delivery model for rural populations that depends on
November 2017 | The Journal of Healthcare Contracting
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a partnership between emer-

It is a 43,000-square-foot

gency medicine and primary

space built around an ED and

care, and seeks to reverse

primary care clinic that share

the trend of failing health

the same space. There are no

in underserved parts of the

walls between the ED and pri-

country. Their proposal was

mary care; all patient rooms

published online in Annals of

are in one bay, with staffing

Emergency Medicine (Aug. 9).

stations in the middle. The

“Our emergency medicine-

ED side is a 24-hour, 10-bed

primary care model embraces

area with one trauma room.

the role that emergency de-

The primary care side has 11

partments play in providing

rooms and an additional space
for specialists, such as cardi-

“Rural hospitals can serve as a hub
for emergency care, primary and
preventive care, and social services for
improving rural population health.”
– Margaret Greenwood-Ericksen, M.D., MPH

ologists, obstetricians, and endocrinologists to treat patients
on a rotating basis. They average two or three inpatients a
night, with a typical stay of 48
to 72 hours, primarily for observation. Acute patients are
transported to larger hospitals.
An ED nurse and a physician assistant screen each pa-

primary care in rural areas while also connecting patients to

tient on arrival to determine what kind of

other physicians and resources in the community,” said the pa-

care he or she needs. The hospital employs

per’s lead author Margaret Greenwood-Ericksen, M.D., MPH, of

a patient navigator and uses behavioral

the Department of Emergency Medicine at the University of

health and care coordination services out

Michigan in Ann Arbor. “Rural hospitals can serve as a hub for

of their emergency medicine–primary care

emergency care, primary and preventive care, and social ser-

core. The approach moves patients who

vices for improving rural population health.”

traditionally would receive episodic care

No more walls

in the ED into a patient-centered medical
home, according to the researchers. The

The paper cites Carolinas HealthCare System Anson in Wades-

hospital has enrolled more than 2,500 pa-

boro, North Carolina, as an example of a new rural hospital

tients into its medical home primary care

designed to provide both emergency and primary care.

system (Carolinas Primary Care).

For more information, go to http://www.annemergmed.com/article/S0196-0644(17)30788-6/fulltext

14
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You’re
in the flu
business
now
Stephanie Hunt and the Lake
Health supply chain team
learn what it means to provide
full service to physician offices
If you have supply chain responsibility 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 vaccination among
children (65 percent) and adults (37 percent). Expect more of the same this year.

16
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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-acutecare sites. The IDN services two acute-care medical centers, 35
non-acute-care physician offices, 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 pharmaceuticals 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.

“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.”

“That partnership would
include other efficiencies,

– Stephanie Hunt,
director of materials
management for Lake Health

with desktop delivery and automation of receipts and invoices,”
she continues. “This would create real-time expenses in our financial system and produce timely monthly budget expense reports.”
Lake Health was already familiar with McKesson, as the
acute care hospitals 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 pediatric 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
The Journal of Healthcare Contracting | November 2017
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ordered items were added to the supply chain’s software item

agreements or our local contracts,” says

master and subsequently, the offices’ order templates. “This made

Hunt. What she found is that more than

it easy to load and manage contract pricing.”

90 percent of the offices’ purchasing vol-

“It was a change for them,” she explains, referring to the physician

ume is for vaccines and drugs. “We knew

offices’ staffs. For example, orders now had to travel an approval path

it would be a lot,” she says. “But we didn’t

through Lake Health’s purchasing department. “We didn’t want deliv-

think it would be that high.”

ery to the group delayed by a day or two.”

The Rx world is different than med-surg,

But the trial went well. So well, in fact, Hunt received phone

she explains. Unlike med/surg supplies and

calls from other practices asking supply chain to include them in

equipment, pricing for pharmaceuticals

the new McKesson Medical-Surgical ordering system.

changes rapidly – quarterly and sometimes

Checklist for your
non-acute Rx distributor

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

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.

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 pharmaceutical expertise can be valuable.
“We carry pharmaceuticals in our medical-surgical distribution centers, and all those
products ride along to the customer with our
med-surg products,” says Darrell Rawlings,
vice president, pharmaceuticals, McKesson

“We didn’t take away any of the offices’ functionality for order-

Medical-Surgical. What’s more, McKesson

ing items, nor did we worry about trying to standardize,” she says.

Medical-Surgical can leverage the spend of

“We just wanted to centralize their orders so we could get a handle

theentirecompanytobringthebestproducts

on what they were spending.” Furthermore, the centralized pur-

and prices to the alternate site, he adds.

chasing system relieved the offices of the hassle of paying invoices
with their credit card, then submitting expenses to the IDN.

Says Hunt, “The result has been tremendous. We have been able to achieve

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

a 9 percent supply savings by connect-

offices – a 673 percent increase in volume,” says Hunt. “Our next

ing [vaccine and drug] purchases to con-

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

tracts and contract pricing. This helped
justify the addition of a buyer for the

Focus on flu

non-acute-care business and continue

“The more they ordered, the more we added items and con-

the growth of the non-acute-care centralized purchasing model.” JHC

nected their purchases to our group purchasing organization’s
18
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11

%

Point-of-care lab
testing in non-acute
sites can lead to*

fewer hospitalizations

36%

fewer inpatient days

With more and more laboratory testing conducted outside of
hospitals, patient benefits are clear. With a standardized approach
to your lab program, you can realize additional benefits — like
increased efficiency, growth and greater staff satisfaction. McKesson
Medical-Surgical offers a total lab solution to help with your goals of
peak performance, better patient outcomes and profitability for the
non-acute side of your health system.
What can help your lab succeed? See the full report on
the benefits of standardizing your lab operations.
Visit mms.mckesson.com or call 866.MCK.ANSWer.
* Source: Blue Cross Blue Shield of South Carolina, Palmetto Primary Care
Physicians Medical Home Pilot Study
© 2017 McKesson Medical-Surgical Inc. All rights reserved.
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U.S. Healthcare at a Glance
Health, United States, 2016 is the 40th report

information on selected measures of morbid-

on the health status of the nation and is compiled

ity, mortality, healthcare utilization and access,

by the Centers for Disease Control and Prevention’s

health risk factors, prevention, health insurance,

(CDC) National Center for Health Statistics (NCHS).

and personal healthcare expenditures. This year’s

The Health, United States series presents an an-

Chartbook focuses on long-term trends in health.

nual overview of national trends in health statis-

The complete report and related data products

tics. The report contains a Chartbook that assesses

are available on the Health, United States website

the nation’s health by presenting trends and current

at: http://www.cdc.gov/nchs/hus.htm.

Here are several charts from Health, United States, 2016.
20
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the mid-1990s for all four racial and ethnic groups before
either
continuing to increase (non-Hispanic Asian women),
TRENDS
Figure 19. Mammography use and colorectal cancer testing use, by race and Hispanic origin: United States,
Figure 19.years
Mammography
use and colorectal cancer testing use, by race and Hispanic origin: United States, selected years 1987–2015
selected
1987–2015

Health Care Resources
100

Use of any colorectal test or procedure among adults
of mammography
the past 2 years among
ActiveUseaged
Primary
CareinGeneralist
andwomen
Specialist Physicians
aged 50–75: United States, selected years 2000–2015
40–74: United States, selected years 1987–2015
90

Between 1975 and 2013, the number
of only,
primary
care generalist
Black
not Hispanic
80
physicians
per 10,000 population increased by 53% and the
Hispanicby 90%.
number of specialists per 10,000 population increased
70

Percent

An adequate supply of physicians is necessary to provide
quality health care. In addition to the number of physicians,
60
the geographic
distribution and specialty mix affect the
adequacy of the supply. The need for physician services is
50 due to population growth, higher utilization due to
growing,
only, not
Hispanic
higher rates of insurance coverage, andAsian
the aging
population
(84). 40
Research suggests that the supply of primary care
physicians is notWhite
keeping
up with this demand (85–87).
only, not Hispanic

Since 1975, the overall supply of active physicians in the
United States nearly doubled, from 15.5 to 27.0 physicians
per 10,000 population in 2013. Between 1975 and 2013, the
number of primary care generalist physicians per 10,000
population increasedBlack
by 53%
the number of specialists
only,and
not Hispanic
per 10,000 population increased by 90%. Because of the faster
growth in specialist physicians compared with primary care
White
only, notduring
Hispanic
generalist
physicians
this period, the percentage of
physicians who were specialists increased from 57.4% in 1975
to 62.6% in 2013.
Hispanic

30
Asian only, not Hispanic

20
10
0
1987 1990 1993

1998

2003

2008

2013 2015

2000

2003

2005

2008

2010

2013

2015

NOTES: Prior to 1999, data were tabulated according to the 1977 Standards with four
and procedures may be used for diagnostic or screening purposes. It is not possible to
racial groups, and the Asian category included Native Hawaiian or Other Pacific Islander.
determine the purpose of the test in NHIS. See data table for Figure 19.
Mammography data for Asian only, not Hispanic in 1987 are not shown because they
are unreliable.
for colorectal
testing
are generalist
presented starting
in 2000
due to changes
SOURCE:
National Health Interview
SurveyUnited
(NHIS). States,
Figure
21. Data
Active
primary
care
and
specialist
physicians,
by NCHS,
self-designated
specialty:
in available examinations prior to 2000. Mammograms and colorectal cancer testing

SOURCE: NCHS, National Health Interview Survey (NHIS).

selected
Figure 21.years
Active1975–2013
primary care generalist and specialist physicians, by self-designated specialty: United States, selected years 1975–2013
Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2016.htm#fig19

30

100

Chartbook on Long-term Trends in Health

29

Health, United States, 2016

Number per 10,000 population

Total active physician
20

15

Specialist physician

10

5

0

Primary care generalist physician

Percent distribution of active physicians

25

80
57.4 58.9 59.9 61.0 61.4 60.3 60.6 61.7 62.6
60

40

20

0
1975 1980 1985 1990 1995 2000 2005 2010 2013

42.6 41.1

40.1 39.0 38.6 39.7 39.4 38.3 37.4

1975 1980 1985 1990 1995 2000 2005 2010 2013
Primary care generalist physician
Specialist physician

SOURCE: American Medical Association (AMA) [Copyright 1976, 1982, 1986, 1992, 1997,
SOURCE: American Medical Association (AMA) [Copyright 1976,
1982, 1986, 1992, 1997, 2003, 2007, 2012, and 2015
2003, 2007, 2012, and 2015: Used with permission of the AMA].

NOTES: Primary care generalist physicians include family medicine, internal medicine,
obstetrics and gynecology, and pediatrics. Specialists include all other specialties and
primary care subspecialists. Excludes physicians who are inactive, and physicians who
did not provide generalist/specialist information. See data table for Figure 21.
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Health Risk Factors

Children,
TRENDS Adolescents, and Adults with Obesity
from 10.0% to 17.1%, and then was stable from 2003–2004 to
The percentage of children and adolescents aged 2–19 with
2013–2014. The percentage of children and adolescents with
obesity
increased
from
1988–1994
to
2003–2004
and
then
Data table for Figure 8 (page 3 of 3). Leading causes of death in 1975 and 2015: United States, 1975–2015
obesity was 17.2% in 2013–2014.
remained stable through 2013–2014; for adults aged 20 and
Excel and PowerPoint: http://www.cdc.gov/nchs/hus/contents2016.htm#fig08
over, the age-adjusted percentage with obesity increased from
For adults aged 20 and over, the age-adjusted percentage
Top 10in
leading
causes
death,in2015
22.9%
1988–1994
toof37.8%
2013–2014.
with obesity increased steadily from 22.9% in 1988–1994
Rank order
Cause of death 1
Percent
to 37.8% in 2013–2014. For adultsDeaths
aged 20 and over,
the
Excess body weight in children is associated with excess
. . . . weight
. . . . . .in. . . . . . . . age-adjusted
. . . . . . . . . .percentage
. . . . . . . . with
.
2,712,630
100.0
Rank
All excess
causes body
grade
1 obesity increased
morbidity
during childhood and
. . . . . . Among
. . . . . .adults,
. Heartobesity
disease is
. .a .significant
. . . . . . . . . . . . . from
. . . .14.8%
. . . . in
. . 1988–1994
. . . . . . . . to
. 20.0%
633,842
23.4
1 . . . . . . (39–42).
in 2003–2004, and
then
adulthood
2 . . . . . . . . . . . . . . . . . . . Cancer . . . . . . . . . . . . . . . . . . . . stabilized.
. . . . . . . In
. . 2013–2014,
. . . . . . . . .the
. age-adjusted
595,930 percentage
22.0of
risk
factor
for
numerous
chronic
diseases
and
conditions
3 . . . . . . . . . . . . . . . . . . . Chronic lower respiratory diseases . . . . . . . . . . . . . . . . . . . . . .
155,041
5.7
The age-adjusted
including
diabetes,injuries
and cancer
4 . . . . . cardiovascular
. . . . . . . . . . . disease,
. . . Unintentional
. . . . . . . . . . . . adults
. . . . .with
. . . grade
. . . . .1. obesity
. . . . . was 20.7%.
146,571
5.4
obesity increased steadily
5 . . . . .Obesity
. . . . . .is. a. major
. . . . .public
. Stroke
. . . . challenge
. . . . . . . for
. . .the
. . . . . . . percentage
. . . . . . . . of
. . adults
. . . . . with
. . . .grade 2140,323
5.2
(43–46).
health
. . . .5.2%
. . . .in. 1988–1994
. . . . . . . . .to. 9.5% in
110,561
4.1
6 . . . . . . . . . . . . . . . . . . . Alzheimer's disease . . . . . . . . . . . . from
2013–2014. The ageUnited
States
and
many
other
countries
(47–49).
79,535
2.9
7 . . . . . . . . . . . . . . . . . . . Diabetes mellitus . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
adjusted
percentage
of
adults
with
grade
3
obesity
more
During
thepneumonia
percentage
8 . . . .1988–1994
. . . . . . . .through
. . . . . . 2003–2004,
. Influenza and
. . .of. . . . . . . . . . . . . . . . . . . . . . . . .
57,062
2.1 than
doubled
from
2.9%
in
1988–1994
to
7.6%
in
2013–2014.
9
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
Nephritis,
nephrotic
syndrome,
and
nephrosis
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
49,959
1.8
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10 . . . . . . . . . . . . . . . . . . . Suicide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

44,193

1.6

- - - Data not available.
Underlying causes of death are based on the International Classification of Diseases, 8th Revision (ICD–8) for 1975–1978 estimates, ICD–9 for 1979–1998 estimates,
and ICD–10 for 1999–2015 estimates.
2
Starting with 1999 data, the rules for selecting influenza and pneumonia as the underlying cause of death changed, resulting in a decrease in the number of deaths for
pneumonia. Therefore, trend data for this cause of death should be interpreted with caution. For more information, see Comparability of cause of death between ICD–9
and ICD–10: preliminary estimates, available from: http://www.cdc.gov/nchs/data/nvsr/nvsr49/nvsr49_02.pdf.
3
Starting with 1999 data, the rules for selecting CLRD and Pneumonia as the underlying cause of death changed, resulting in an increase in the number of deaths
for CLRD and a decrease in the number of deaths for pneumonia. Therefore, trend data for these two causes of death should be interpreted with caution. For more
information, see Comparability of cause of death between ICD–9 and ICD–10 in Appendix II, Table V.
4
Estimates are age-adjusted to the year 2000 standard population using four age groups: 25–34 years, 35–44 years, 45–64 years, and 65 years and over. See Appendix
II, Age adjustment.
1

SOURCE: NCHS, National Vital Statistics System: Final Mortality Statistics, 1975. Monthly Vital Statistics Report, 25(Suppl. 11). 1977. Public-use 2015 Mortality File. Murphy SL, Kochanek KD, Xu JQ, Curtin SC. Deaths: Final data for 2015.
National vital statistics reports. Hyattsville, MD: NCHS; 2017.
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http://www.cdc.gov/nchs/products/nvsr.htm. See Appendix I, National Vital Statistics System (NVSS).
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When was the last time you felt inspired? What made
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LEADERSHIP

Research tells us if we want people to act, we have to appeal to their emotions. Neuroscientist Paul Zak researched the
physiological impact of emotional stories. He measured the
blood of participants before and after he told them an emotional story vs. a flat narrative. Both stories were aimed to get
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LEADERSHIP

the participants to donate money. The “flat” narrative did not

So what can we learn from Dr. Zak’s

increase oxytocin or cortisol, and participants did not report

experiments? If you want people to act,

empathy for the story’s characters. Those who were subject to

you can’t just make them think, you have

the emotive story were willing to give 56 percent more money

to make them feel.

to the cause, which the researchers later revealed as made up.

Fear-based leaders know this, that’s

Dr. Zak concluded emotionally engaging narratives inspire

why they why create cultures of fear.

post-narrative action.

Fear is a feeling that will prompt action. But only short-term
action, and only enough
action to remove the fear.
It’s not sustainable.
As a leader, formal or informal, you want people to
be inspired. You want to ignite positive emotions, you
want people to buy into your
ideas and work hard for the
organization or cause.
The more you can help
people see an emotional picture in their mind, the more
emotionally engaged they
will be. Paint mental pictures
of customers you help, the
impact of projects you’ve
done, or in some cases, the
consequences of not doing
whatever you need to do.

An emotional story will sustain
people on their worst days
because it allows them to
connect the dots from what they
are doing to who it is impacting.

Include names, details, how
the other people feel, and
the lasting impact you had
on them. Telling one emotional story about a specific
customer, how they looked
and how they felt, is more
powerful than saying we
helped 10,000 customers this
week. An emotional story will

28
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LEADERSHIP

sustain people on their worst
days because it allows them to
connect the dots from what they
are doing to who it is impacting.
Let’s say you work in distribution for a plumbing company.
Which sounds more appealing
to you, “Our customers are depending on us to get these orders
out on time.”
Or “I remember hearing about
the Jones family, in Washington. They had six-week-old twins
when their basement flooded.

As a leader,
you don’t need
to lie, or over
exaggerate.
You simply
need to
authentically
bring emotion
to the front
and center
of your
organization.

time, they were back in their home in two
weeks, and were confident the home was
safe for their children. There are thousands of families like the Joneses who are
depending on us to get these materials
out on time.”
Which cause are you more interested
in, getting parts out on time, or getting
the Jones family back into their home?
As a leader, you don’t need to lie, or
over exaggerate. You simply need to authentically bring emotion to the front
and center of your organization.
We’ve been told not to get emotional

The wife, Karen, was really ner-

at work. Neuroscience has now proven,

vous about mold and moisture in their house. They were living

that’s the worst advice ever. Emotions

in her mom’s basement waiting for their house to be repaired.

drive inspiration. When you help others

With both babies and all their stuff in cramped quarters, it put

feel inspired, it has a ripple effect right

a lot of stress on their family. Because we got the parts there on

back to you.

Lisa Earle McLeod is a leading authority on sales leadership and the author of four provocative books including the
bestseller, Selling with Noble Purpose. Companies like Apple, Kimberly-Clark and Pfizer hire her to help them create passionate, purpose-driven sales organization. Her NSP is to help leaders drive revenue and do work that makes them proud.
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