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EVENTS

The Bridge Between Supply Chain and 
Healthcare Professionals Starts with 

Capstone Health Alliance
COURTESY OF CAPSTONE HEALTH ALLIANCE

based care initiatives, and trending solu-
tions to address the evolving challenges 
the healthcare industry faces.

Capstone Health Alliance is dedicated 
to fostering leadership development and 
promoting innovation within the health-
care sector. By crafting a space for cultiva-
tion exclusively between our Members and 
Suppliers, Capstone reinforces its commit-

The Capstone Forum brings together Capstone Members 
and Suppliers, business partners, and industry experts to discuss 
emerging trends, share best practices, and foster collaborative 
partnerships within the healthcare supply chain sector.

Over the course of  three days, attendees participated in 
engaging sessions, interactive panel discussions, educational 
presentations, a Supplier showcase, and numerous networking 
opportunities. This event focuses on topics such as cost optimi-
zation strategies, supply chain management advancements, value-
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ment to continually drive excellence and 
positive impact in healthcare delivery, all 
the while hosting a truly enjoyable event 
for all attendees.

This year’s Forum ran August 3-6, 
2026, in Myrtle Beach, S.C., opening Day 
1 with a full slate of  Pharmacy, Member, 
and Supplier education sessions before 
the general sessions and evening events 
took center stage.

Following Tuesday’s morning’s sessions, 
Dave Edwards, National Healthcare Exec-
utive, offered the attendees a lunchtime 
glimpse into “The Liminal State of  Health-
care: The Promise & Peril of  AI,” examin-
ing how artificial intelligence is reshaping 
care delivery and the supply chain that 
supports it. Tim Bugg, Owner & CEO, 
and Yolandi Myers, President & CAO of  
Capstone, welcomed attendees to open the 
general session with remarks on partner-
ships, collaboration, and innovations that 
will foster the path forward for Capstone.

“As Capstone enters an exciting 
new chapter, our focus remains exactly 
where it has been for the past 26 years: 
serving our Members with integrity, 
trust, collaboration, and an unwaver-
ing commitment to reducing healthcare 
costs” offered CEO & Owner, Tim 
Bugg. “While partnerships may evolve 
over time, our commitment to our 
Members and Supplier partners remains 
constant. Capstone will continue deliv-
ering the services, value, and support 
our Members rely on today, while pursu-
ing new opportunities that strengthen 
our organization for the future. This 
year’s Forum was a powerful reminder 

of  the relationships we have built over 
more than two decades. Seeing and 
hearing the tremendous support from 
both our Members and Supplier part-
ners reinforced the strength of  the 
Capstone community and the confi-
dence they have in our path forward. We 
are energized by what lies ahead, grate-
ful for the trust placed in us, and confi-
dent that good things are on the hori-
zon for Capstone and those we serve.”

Paul Epstein, former NFL and NBA 
Chief  Sales Officer and two-time best-
selling author, took the stage with his 
keynote “WIN MONDAY,” bringing his 
high-performance sports background to 
bear on lessons in resilience, culture, and 
winning habits that translate directly into 
the healthcare supply chain.

“While  
partnerships 
may evolve 
over time, 
our commit-
ment to our 
Members 
and Supplier 
partners 
remains 
constant.”
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The energy carried into a robust State 
of  Supply Chain Town Hall, moderated 
by Tim Bugg, featuring Angie Boliver, 
President & CEO of  HSCA; Teresa Dail, 
President of  the Vanderbilt Health Pur-
chasing Collaborative; Kathryn DiBitetto, 
Vice President of  Government Affairs at 
HIDA; and Lisa Hohman, CEO of  Con-
cordance Healthcare Solutions. The panel 
offered attendees a candid look at policy 
shifts, market pressures, and the road ahead 
for supply chain leaders and their partners.

Attendees closed out Tuesday with the 
Member Connection Social Event, fol-
lowed by the Welcome & Awards Dinner. 
The evening recognized the Capstone 
Leadership Institute Class of  2026 gradu-
ates for completing a rigorous leadership 
curriculum, and celebrated the ELEVATE 
and Innovative Supplier Partner Award 
winners for their outstanding contribu-
tions to the Capstone community.

Wednesday morning Members dug into 
practical, high-value education, includ-
ing Tabitha Calloway’s session “Price is 
Wrong: Tackling Pricing Accuracy,” while 
Suppliers gathered for “Market Essen-
tials – Selling into Today’s Hospitals” with 
Dave Edwards and Tim Bugg.

Wednesday’s general sessions were a 
highlight of  the Forum. Ken Schmidt, 
former Communications Director for 
Harley-Davidson and author of  Make Some 
Noise: The Unconventional Road to Dominance, 
delivered “Building Tattoo-Worthy Loyalty 
in a Fiercely Competitive Market,” shar-
ing hard-won lessons on brand loyalty and 
culture that had the room rethinking what 
it means to earn trust in a crowded market.

2026 ELEVATE Award Winners
Julianna Lopez- Echavarria	 Adventist HealthCare 
Anthony Carpenter	 Bayhealth
Aaron Davis	 Cape Fear Valley Health
Trina Epperly	 Carilion Clinic
Ayoni Roberts-Bradshaw	  Mercy Health Services 
Mercy Urgent Care Team	 Mercy Urgent Care 
Katherine Tucker	 Monroe County Hospital
Jodie Butler	 Mount Nittany Health
Jan Elder	 WellLink Group Purchasing
Trina Epperly	 Carilion Clinic

2026 Innovative Supplier Partner 
Award Winners

	` Capstone Diverse Supplier Award: 
Palm Harbor Medical

	` Capstone Loyal Partner Award:  
Professional Disposables International, Inc. 

	` Capstone Collaborative Partner Award:  
Cato Supply

	` Capstone Innovative PPI Partner Award:  
Corza Medical 

	` Capstone Innovative Pharmacy Partner Award:  
OurPharma
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Immediately after, Jocelyn Herrington, Vice President of  
Strategic Partnerships and National Spokesperson for Advisory 
Board, took the stage for “2026 State of  the Industry: Unraveling 
Assumptions About the Control of  Care Delivery,” challenging 
attendees to question long-held assumptions about who really 
controls the future of  care delivery and what that means for sup-
ply chain strategy going forward.

The afternoon belonged to the Circus de Carnivale 
Supplier Showcase, filling the Myrtle Beach Convention 

Center with Supplier exhibits, 
demonstrations, and plenty of  
showmanship to match the theme 
Laura Flesher took home the $2,000 
grand prize for completing the 
Capstone Challenge by visiting and 
supporting Supplier booths. GoPath 
Diagnostics was voted Best Booth by the 
Membership for their fully immersive 
medieval showcase, complete with 
costumes, crowns, and swords. 

The night rounded out with The 
Capstone Masquerade: Dinner & Dance 
Party, where attendees traded name 
badges for masks and costumes for an 
evening of  dinner, live music, and danc-
ing courtesy of  SC’s No. 1 party band, 
Julio & the Saltines.

Thursday morning closed the Forum 
with a Member & Supplier combined 
session, “The Continued Path of  the Price 
Activation Process: From Manufacturer to 
Market,” with representatives from 
Medline and Henry Schein, and moder-
ated by Tabitha Calloway, Capstone’s VP 
of  Contracting. 

Join us next year for the 2027 Capstone Forum
The Capstone Forum is 
uniquely crafted to connect 
supply chain expertise and 
healthcare delivery through 
meaningful interactions 
between Members and Sup-
pliers. It remains a platform for 

sharing best practices, exploring 
emerging trends, introducing 
innovations, and celebrating 
leadership. Mark your calendar  
for the 2027 Capstone Forum, 
once again held at the Sheraton  
Myrtle Beach, with check-in  

beginning August 2  
and the Forum running  
August 3-5, 2027. We look  
forward to seeing everyone 
back together on the beach 
next August. Learn more at  
capstonehealthalliance.com.
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Premier Poised 
for Era of 
Enlightenment
New CEO Emad Rizk, M.D., strives for 
provider, payer, supplier integration in GPO 
Great Awakening.
BY R. DANA BARLOW

The business world may be replete with futurist-minded leaders 
who think they have their fingers pressed squarely on the pulse of  the 
industry – healthcare being no exception.

Emad Rizk, M.D., Premier 
Inc.’s new multifaceted CEO, 
President and Chairman of  the 
Board, however, thinks that’s too 
limiting. Instead, he chooses to 
hold the pulse of  the industry in 
the palm of  his hand.

In an exclusive wide-ranging 
interview with The Journal of  
Healthcare Contracting, Rizk [pro-
nounced E-MAHD RIZIK] links 
the future of  Premier’s success 
as well as the success of  health-
care operations overall to inte-
gration that extends well beyond 
the alphabet soup of  mergers, 

acquisitions, information tech-
nology and blurred lines between 
providers, suppliers and payers, 
as well as clinicians and supply 
chain. It’s more than symbiosis. 
Think commonality; sharing a 
common playbook; adminis-
trative, clinical, financial and 
operational fusion. 

Dr. Rizk shares his observa-
tions of  and outlook for Premier, 
as well as how he fits into the 
ongoing development and 
growth of  one of  the leading 
group purchasing organizations 
(GPOs) in the nation.





PREMIER POISED FOR ERA OF ENLIGHTENMENT

JHC: Dr. Rizk, looking at your back-
ground and your extensive, varied 
career success to date, it looks like 
group purchasing is perhaps one 
of the few things you haven’t tried 
in your experience. So let me ask 
the overarching question. What 
was it that allured you to group 
purchasing, the group purchasing 
industry and a group purchasing 
organization (GPO)? 
Dr. Rizk: Everybody in the industry 
makes group purchases, particularly 
large organizations. Any type of  supply 
chain management requires very sophis-
ticated data. And I have a lot of  expe-
rience with data.

Perhaps the more important ques-
tion, is, “Why Premier?” Well, Premier is 
preeminent and significantly known in the 
market. It has a great reputation.

As with many companies, when you’re 
growing, you must innovate but also 
integrate. It is not enough to innovate in 
silos. And one thing about purchasing 
and procurement and any type of  supply 
chain management is this: You cannot 
make your decisions in a silo. These areas 
require a great deal of  integration, espe-
cially in healthcare.

I’ve been on the payer side, the pro-
vider side and the research side, and in 
all cases, when you do a lot of  supply 
chain activities, those activities are tied 
to critical drivers. That’s the demand 
side of  the equation. Then, you have the 
outcome side of  the equation. I’m very 
familiar with that. And to answer your 
original question, the reason I came to 

Premier is because I believe that with 
all three of  those critical drivers, we can 
help our members from end to end. They 
don’t have to buy everything through the 
GPO, but we can give them a 360-degree 
view of  how they make decisions 
around supply chain. 

JHC: You’ve joined a significant legacy 
of leaders at Premier during the last 
quarter century, from the late former 
hospital association and system lead-
er Robert O’Leary to consultant Susan 
DeVore to operations and technology 
leader Mike Alkire. With your medical 
background, what do you hope to 
contribute to this august group?
Dr. Rizk: I do follow a legacy of  great 
leaders. We need to understand that right 
now, healthcare is moving toward a much 
more integrated approach, especially re-
garding data. And physicians are the main 
drivers of  the clinical process and patient 
care and outcomes. They’re the ones who 
are ordering the supplies, such as catheters 
and gloves – and which gloves. They drive 
the ordering of  medications as well as the 
need for nurses, other labor, surgical sup-
plies and overall supplies at the hospital. 

At Premier, we will analyze the 
demand-side analysis, that demand 
variability drives up supply cost. By 
combining clinical, supply chain and 
reimbursement analytics, we will have a 
comprehensive look at supply and total 
cost. That intersection analysis is where I 
believe we can take the healthcare industry 
and providers to the next level, by bring-
ing three silos together. 

Going  
forward, 
payers will 
have to 
begin to look 
at outcomes 
much more 
than just 
reimburse-
ment. And 
providers 
will have 
to focus 
on quality 
outcomes 
as well as 
cost that is 
tied to reim-
bursement.
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Traditionally, supply chain leaders have 
been focused on getting good contracts, 
good supply pricing, leveraging size, 
etc. But now, is increased focus on the 
clinical side? It creates a lot of  varia-
tions and demand, all of  which need to 
be integrated. Leveraging analytics pre-
sented to clinicians can help partner to a 
desired outcome.

I bring that clinical perspective in terms 
of  what true leaders will need. In the 
provider world right now, our members 
and integrated delivery systems recognize 
they’re facing a significant challenge. Their 
costs are a decade high. Pharmacy is going 
up over 13%. Supply chain is going up 
9.9% to 10%. Labor is going up by 7%. 

Meanwhile, reimbursement is com-
ing down, and not just where the com-
mercial payers are concerned but also 
the government, whether it’s managed 
care, Medicare or Medicaid. Medicare 
went up about 2.4% this year, but that’s 
not going to continue. At some point, 
it’s going to dial down. And we have a 
population that’s becoming increasingly 
more chronic with higher acuity. We’ve 
seen significant healthcare utilization from 
about two years after COVID-19 to now, 
increasing every year.

The cost structure is high for the 
United States – with about 20% of  every 
dollar going to healthcare – totaling over 
$4.5 trillion, which is roughly equivalent 
to the GDP of  some countries. And that’s 
just healthcare. We must begin to find effi-
ciency, bend the cost curve, and improve 
quality, and there are a lot of  recent tech-
nologies coming to help. 

Successful health systems will be the systems that integrate 
their decision-making process, data analytics and the interdepen-
dencies of  clinical demand, quality, and cost efficiency. It is all 
tied together. You cannot do one without the other two.

JHC: So, in going with your earlier statement where 
you’ve got to break down the silos and integrate all these 
decisions, are you saying that supply chain now has to 
think like a payer and think like a clinician? Clinical folks 
have to think like payers and supply chain, and payers 
have to think like clinicians and supply chain. How much 
sense does that make? 
Dr. Rizk: That’s a good question. Government and commercial 
payers sit on a wealth of  data. With longitudinal data, that’s how 
they put their policies together, edit claims and reimburse. So, 
they have an advantage because they have integrated data.

Payers have a longitudinal view of  a patient over the years 
they’ve covered them. On the other hand, providers still have 
fragmentation. The [electronic medical records] in every hospital 
within an integrated delivery system may not be talking to each 
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other. And if  you go outside the health 
system, it becomes even harder to access 
that data, which may be stored in silos.

That said, procurement officers and 
supply chain officers are becoming 
smarter and working more closely with 
clinicians, statisticians and analytics teams. 
They’re realizing that they cannot make 
these decisions in a vacuum. 

You asked an insightful question about 
the role of  a payer and a provider in the 
future. Will providers begin to take on 
risk? You already have providers that own 
payers, with mixed results. Some have 
discontinued, while others have continued 
to thrive. Thirty to 40 million lives in this 
country are covered by provider-owned 
payers, and some of  those contracts 
are very large. 

Going forward, payers will have to 
begin to look at outcomes much more 
than just reimbursement. And providers 
will have to focus on quality outcomes 
as well as cost that is tied to reimburse-
ment. For example, your cost-per-case 
can’t be $100,000 when you’re getting 
reimbursed at $40,000. That has a lot 
to do with clinical variability, and 10% 
of  that is tied to contracting and supply 
chain. From pharmaceuticals to imag-
ing, drugs to gene therapy, everything 
is becoming more expensive. At the 
core of  that is supply chain manage-
ment, because they’re purchasing all of  
it. I think you’re going to find that the 
healthcare industry must integrate all its 
segments to succeed, extending beyond 
pay-for-performance and embrace more 
value-based care.

JHC: How painful do you think that 
transition is going to be? Because that 
calls for a change in mindset amongst 
these three groups, something they 
may not be comfortable with. 
Dr. Rizk: There is a trust factor that is 
missing today, and that is a significant 
piece they must overcome. Besides that, it 
would be great if  they could at least share 
data. For example, a health system has its 
cost structure and cost accounting and all 
its systems to understand that cost struc-
ture. They collect clinical information, and 
that clinical information drives patient 
care across their hospital or ambulatory 
center. Then, they submit a claim.

On the payer side, they have some 
access to clinical information but need 
more from health systems and provid-
ers. They’re looking at that claim, which 
includes some clinical information, but if  
some clinical documentation is missing, 
they might not pay for the total claim or 
parts. They want to pay for quality. They 
might say, “We need you to start managing 
hemoglobin A1Cs more,” or “We need 
you to start managing post-myocardial 
infarctions a little bit more.” There’s a 
significant correlation between quality 
and cost, as these two factors need to be 
more integrated.

JHC: In addition to your clinical  
background, you have considerable  
experience in dealing with payer  
issues that include payment accuracy, 
cost management and value-based 
care. How will these elements influ-
ence, if not direct, your leadership of 

A perfect 
storm is 
forming with 
these large 
institutions 
and large 
health  
systems 
with salaried 
and affiliated  
physician 
groups  
that cover  
multiple 
sites.
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Premier as well as its group purchas-
ing and supply chain pedigree?
Dr. Rizk: The payers have experienced 
years of  consolidation and a great deal of  
system integration along with analytical 
integration. They’re very sophisticated in 
the level of  data that they have and how 
they use it. They’re also very sophisticated 
in execution as well as standardization 
and integration.

These are new muscles that many 
providers are beginning to build. Provid-
ers have merged and consolidated quite 
a bit over the last five to 10 years. But 
what happens when one system merges 
with another that has different [elec-
tronic medical records] systems that don’t 
speak to each other, different [enterprise 
resource planning] systems, different 
supply chain data and different physician 
groups that practice differently? All of  
that must come together. 

Premier’s data analytics is collecting 
data not just in the acute care setting, but 
also in pharmacy and the continuum of  
care. We also leverage our data at a cost 
line level and at the physician’s variation 
level also. Our goal is to be the pre-
eminent partner for all health systems 
as they navigate what I believe will be, 
over the next five to 10 years, a level of  
crisis that we’ve not seen – especially for 
academic medical centers facing declining 
government funding.

A perfect storm is forming with these 
large institutions and large health sys-
tems with salaried and affiliated physician 
groups that cover multiple sites. There’s a 
variability in all of  that, so we want to be 

that partner to help them integrate those 
elements. I know Premier can bring that 
execution on a large scale. We have moved 
our data into a single data lake house, and 
we are bringing in innovative technologies 
to give our customers a level of  granular-
ity that truly provides significant insight. 

The supply chain intelligence is at the 
core and the center of  it. We’re going 
to be comprehensive and sophisticated 
around contracting and purchasing and 
being able to get best pricing. We’re going 
to look at the drivers and the output on an 
end-to-end basis. 

I know we’ll be able to bring an exe-
cution rigor that we probably have never 
had before. You’ll see a lot of  focus, a lot 
of  integration and an ability to truly part-
ner with our members in a unique way. 
We also have an advisory group that can 
help guide them and implement some of  
the standardizations. But right now, they 
have too much variability, and we need 
to begin to standardize and execute and 
have a common view of  data. We can’t 
have different systems looking at data 
and extrapolating different outcomes 
and different insights. 

JHC: Those are ambitious goals. 
What if something threw a wrench 
in that mindset, such as a new  
future presidential administration 
changing NIH funding and it starts 
to flow back again? Do you antici-
pate people saying, “well, it’s all fine 
now. We don’t have to continue  
doing what you want to do any-
more.” How do you convince them  

As costs 
continue to 
rise while 
reimburse-
ments 
decline, 
strong GPOs 
savings will 
be critical.
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to stay the course because it needs 
to be done this way?
Dr. Rizk: We have an aging population 
that continues to grow. They’re the largest 
consumers of  healthcare. We also have 
an increase in chronicity – more diabetes, 
more COPD, higher rates of  childhood 
obesity and continued prevalence of  
cardiovascular diseases. We are also see-
ing some introductions that are relatively 
scary, such as cancer in younger people. 
We also have healthcare access issues 
across geographic areas and differences in 
life expectancy by ZIP code. 

I don’t see any of  this letting up.  
And that will increase costs for the hos-
pital systems and supplies that support 
increased utilization. Keep in mind,  
every time utilization goes up, supply 
chain becomes even more important.  
As costs continue to rise while reimburse-
ments decline, strong GPOs savings 
will be critical. 

I’m starting to think GPO stands for 
“group purchasing optimizer,” a per-
former that drives supply chain improve-
ment with best-in-class flexible con-
tracting. This can include leveraging AI, 
especially agentic AI, to leverage data and 
insights within these dynamic changes in 
pricing and tiering structures. That could 
have a significant impact on variability in 
service lines such as cardiology or ortho-
pedics, where you’re able to negotiate 
implant costs more efficiently and work 
with physicians on outcomes that would 
generate improved reimbursement. With 
AI, you now have information to address 
issues at their root cause.

JHC: Do you think that clinicians 
– doctors and surgeons – your col-
leagues and peers, would listen more 
to AI-generated data such as this 
versus supply chain leaders coming 
in and saying, “these five docs have 
higher costs using the same prod-
uct than these five docs so we need 
to figure out how to work through 
this.” If it comes from AI versus hu-
mans, do you think that’s going 
to resonate more with the clinical 
community or not?
Dr. Rizk: It still will come from a hu-
man. The AI works in the background, 
getting the data to the human. You have 
to leverage leadership more than ever 
now. You have the CEO, the CFO and 
the supply chain officer. But you also 
have a Chief  Medical Officer. You have 
staff, VPs. You have the chair of  the 
department. All these individuals need to 
be involved in bringing the cost of  de-
livery down. The Chief  Medical Officer 
needs to talk to the chairs, each of  whom 
talks to his or her physicians, and then 
they show them data with consistent and 
trusted analytics.

JHC: So, the idea of consistency from 
AI may add more value and more 
trust to the data perhaps? 
Dr. Rizk: Correct, and flexibility, too. 
Because what physicians are going to say 
is, “okay, I like that data, but is it acuity-
adjusted? My patients are sicker.” We 
will show data that is risk adjusted with 
SDOH, when we show physicians credible 
data, they will adapt. 

We will bring 
comprehen-
sive data 
that CFOs 
and  
clinicians 
find valuable 
to achieve 
the orga-
nizational 
goals.
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JHC: And this could almost be 
done instantly? 
Dr. Rizk: You can do it right on the 
screen in front of  them and add those 
variables in real time. Let’s put them in 
and see what happens. It’s conversational 
right now. We’re at a point where the tech-
nology is conversational – you can ask a 
question, and it will give you an answer. 

Another thing that these agents can do 
now is go into multiple databases, gather 
data and facilitate analysis using a seman-
tic layer that helps feed a machine-learning 
platform – doing in moments what might 
otherwise take a data scientist a week. 

JHC: This seems to resemble a lot of 
clinical decision support software that 
clinicians have been using for decades 
to help with diagnoses, does it not? 
Dr. Rizk: And that’s the beauty of  Pre-
mier. We have all those tools and solu-
tions. They work well together, but they’re 
not completely or seamlessly integrated 
in these areas. We’ve already started this, 
even before I came in. There has been 
a great deal of  AI development and 
platform integration, and much of  the 
data is already in a single environment as 
I stated before. 

Now, we must focus and execute on 
how to help our members during these 
difficult headwinds. It’s not a one-size-
fits-all model, but there is some modu-
larity in how we integrate seamlessly 
with our members. We must analyze the 
demand, the priorities of  the GPO and 
the outcome of  all these activities. We 
can create that for members and show 

them the driving factors to provide the 
answers they need. 

This is something that’s going to differ-
entiate us in the market. You can’t look at 
a patient based on symptoms alone. You 
must consider age group, history, and mul-
tiple other factors. There are many distinct 
aspects to diagnosing a patient.

The cost structures for our hospital 
members and integrated delivery systems 
are complex. They’re interconnected and 
interdependent. It’s like a balloon – when 
you press one part, another expands. 

Costs behave the same way. We want to 
integrate all this information back to our 
roots and enable members to use these 
tools to drill down as much as they want.

JHC: Supply chain leaders have 
weathered a reputation of being 
more tactical and technical rather 
than strategic. How can Premier help 
its member supply chain executives 
become more strategically focused 
once they’ve mastered the technical 
aspects of their roles?
Dr. Rizk: Premier works closely with sup-
ply chain leaders and truly partners with 
them to achieve their strategic and opera-
tional goals. I have to admit that supply 
chain leaders are very sophisticated now 
and are leveraging data more than ever. 

When Premier meets with members, it 
usually with not just supply chain leaders; 
we include other C suite leaders to help 
achieve savings in a team approach. We 
will bring comprehensive data that CFOs 
and clinicians find valuable to achieve the 
organizational goals.

It’s not  
just about  
bringing 
down the 
cost of a 
product. 
We must 
also factor 
in demand, 
usage,  
variability 
and other 
supply chain  
data and 
intelligence 
to make 
decisions  
in a  
continuous, 
integrated 
process.
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The supply chain leaders are sitting at 
the leadership table because it’s critical 
that they do, and they’re working with 
their colleagues to address these chal-
lenges. For example, I recently met with 
the CEO of  one of  the largest health 
systems in the country, someone I’ve 
known for a very long time. He told me, 
“you know, the supply chain leader has 
now moved beyond the contract nego-
tiator. They’re much more than that. 
They’re no longer just getting us the 
best price – they know how to leverage 
data and are strategic in their approach.” 

It’s not just about bringing down the 
cost of  a product. We must also factor 
in demand, usage, variability and other 
supply chain data and intelligence to 
make decisions in a continuous, inte-
grated process. If  you decide in a silo, 
you’re going to generate siloed results 
rather than impact the entire health sys-
tem, which is huge.

JHC: Do you see these developing 
relationships as executives pull-
ing supply chain in or supply chain 
pushing its way in to integrate 
with these other directions or a 
little bit of both? 
Dr. Rizk: Both. 

JHC: Does it depend on the facility?
Dr. Rizk: Yes. I don’t know many CEOs 
now who are not intimately in commu-
nication with their supply chain officer. 
I’m also not sure that any supply chain 
officer or leader is approaching decisions 
or solving anything alone. No one does 

this. Maybe this was done a decade or 
so ago, but we’re in a more dynamic and 
expensive world now.

JHC: As a doctor leading one of the 
largest GPOs in the country, how do 
you motivate your colleagues, your 
fellow clinicians, to work together 
with supply chain management so 
that revenue generation, expense 
reduction and high-quality patient 
outcomes continue with minimal 
disruption? We always know there’s 
going to be disruption. We worked 
through the COVID-19 global pan-
demic. So how do you get these silos 
working together? 
Dr. Rizk: Physicians respond the most 
to data. We’re scientists and data driven. 
We respond to data – data we can believe 
because it is credible. We also respond to 
patient outcomes, not just cost. 

We must present credible and trusted 
data to physicians in a way that engages 
them. You don’t come to them and say, 
“This titanium screw costs too much,” 
or “This catheter costs too much and 
you have to change.” You could come 
to them in a transparent way and say, 
“You’re using catheter A, others are using 
catheter B, and your outcomes are the 
same from a quality perspective. Yet your 
cost is twice as high. Now, do you believe 
that this is something that you should 
continue to do?”

Many physicians have become crea-
tures of  habit. They are comfortable and 
were trained a certain way. You have to 
show them their data, so that they can 

“When you 
show them, 
they’re  
getting 
reimbursed 
the same 
whether 
they use this 
product or 
that product, 
they’ll see 
how they’re 
contributing 
to a higher 
out-of-pocket  
price for  
their 
patients.”
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work with you and align with their col-
leagues and peers.

JHC: We’ve heard the phrase, “show 
me the data” for years and yet there’s 
still this great gulf between the two. 
What I hear you saying is that it’s so 
logical for clinicians and supply chain 
to work together, looking at quality 
outcomes, looking at costs and that 
they actually can work together. Why 
hasn’t this happened already?
Dr. Rizk: Because we’ve never given them 
integrated data. We’ve given them very sepa-
rate data. We’ve just said to them that when 
you use this supply, it costs $1,500 more. 
They might respond that “my patient 
outcomes are way better. My patients are 
sicker.” Then you come back and say, “We 
risk- adjusted the data, and now we’re com-
paring you to the same population, same sick-
ness. And we’re also looking at readmission 
after discharge. And while your data is the 
same as others that are using X, you’re  
using Y.” Physicians want to give their 
patients the best care and want the best out-
come for both the patient and the institution. 

But you cannot give them one piece of  
data versus the whole picture. You have 
to show them credible data that can be 
risk-adjusted and acuity-adjusted along 
with quality outcomes. That will be the 
differentiator. Adding the reimburse-
ment data will bring a lot of  value to the 
discussion. When you show them, they’re 
getting reimbursed the same whether they 
use this product or that product, they’ll 
see how they’re contributing to a higher 
out-of-pocket price for their patients.

JHC: How can you as a clinician executive emphasize 
the importance and value of the effective, efficient and 
responsible use of information technology, ranging from 
artificial intelligence to blockchain to robotic process 
automation to the adoption and implementation of uni-
versal supply data standards akin to the pharmaceutical 
data standards in play since the 1970s?
Dr. Rizk: That’s something that AI could help with in bringing 
that movement to supply data. I recently met with our entire 
technology department. I brought them all together to figure out 
exactly what we need to do. The first thing we realized is that we 
can’t use technology on fragmented data. We just can’t. We must 
figure out a way to collect and share data with all our members. 
Common data under a common approach. A common intake 
process and a unified data structure within a common database. 
Secondly, we need to create workflows on top of  that, whether 
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the models are semantic or on a machine-learning platform. 
This gives them the ability to understand all the data we have 
in the database.

Next, we must determine how to automate manual processes 
by using AI, which is only as good as the person using it with 
prompts, so large language modeling is key to training it to pre-
vent hallucinations where the AI gives different answers.

At the core, our supply chain is what we do. I cannot empha-
size that enough. 

But we need to be completely integrated, from end to end, 
across all our products. We need common interoperability and 
common standardization and a common AI layer that will help 
us connect and automate as much of  the manual processes as 

possible. This will allow our real experts 
to innovate, look at the data, and reach 
real insights for our members to use.

One of  the issues that exists in health-
care right now is that no one trusts 
anyone’s data. That is why we need to add 
quality checks every step of  the way. 

JHC: What do you believe Premier’s 
toughest administrative, financial 
and operational challenges are to 
tackle right now and why? And what 
are some solutions for each that you 
hope to implement?
Dr. Rizk: We must get everybody to col-
laborate and to have a common playbook, 
common operational metrics, common 
execution, and transparent and account-
able structures. We might need some 
reorganization. We do not want data and 
technology in separate places. We need to 
align the company on our vision, our mis-
sion, and our strategy, breaking down as 
many silos as possible.

Financially, we have to prioritize a lot 
of  our investments and focus, frankly, on 
everything. We can’t be a mile wide and an 
inch deep. So, we are going to think about 
the GPO as the center. How do we give it 
all the intelligence that it needs? Then, all 
the investments are going to go into three 
to four areas that support it. We’re going 
to pick those areas. 

Data is going to be one. Technol-
ogy standardization is going to be one. 
Instead of  showing five or six differ-
ent tools that tell me how a specialty 
is performing, and another that shows 
how each physician within that specialty 
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is performing, and then another that 
shows  the cost of  each supply in that 
specialty, I want to be able to query all of  
that with one tool. 

We want to make sure that we auto-
mate as much as possible to reap cost 
and efficiency benefits. We also want 
to streamline our investments to four 
or five things, down from 10 to 15. We 
need to develop discipline. It is really 
too early to talk about any particulars 
right now, but this gives a high-level 
perspective. We are going to focus 

on integrated data that provides our members with action-
able insights, and measure outcomes and results. We have a 
national database that captures about 45% of  all discharges in 
the country. We have a great deal of  data around the clinical 
and cost structure of  our members, so we need to be able to 
help them right away.

From an operational perspective, I am all about execution, 
whether that involves implementing operational playbooks within 
big companies or executing turnarounds and improving process 
outcomes through key performance indicators. I look at pro-
cesses within processes more than the 30,000-foot perspective. 
There’s rigor to execution. But the key here is integration. You 
cannot solve big problems in a silo.

About
Emad Rizk, M.D., brings more 
than three decades of experi-
ence leading transformation 
across the healthcare eco-
system. As a physician and 
operator, he has built and scaled 
organizations that translate 
actionable data into measurable 
performance improvement. 
Most recently, he served as 
Chairman, CEO and President 
of Cotiviti, where he led the 
company’s transformation into a 
multibillion-dollar platform sup-
porting payment accuracy, cost 
management and value-based 
care. His work has consistently 
centered on helping healthcare 
organizations operate more 
efficiently while improving  
outcomes for patients.

Prior to Cotiviti, Dr. Rizk 
served as President and CEO 

of R1 RCM, where he led a 
full operational and financial 
transformation of the business, 
significantly improving per-
formance and positioning the 
company for sustained growth. 
Earlier, he led McKesson Health 
Solutions, building one of the 
healthcare industry’s leading 
analytics and technology 
businesses. He also served 
as Senior Partner and Global 
Director at Deloitte Consulting, 
where he led medical cost and 
quality management strategy 
across the healthcare sector.

Dr. Rizk has worked 
extensively across providers, 
payers, government and 
life sciences organizations, 
bringing a unique ability to 
align stakeholders and execute 
at scale. His leadership is 

grounded in a commitment 
to advancing healthcare 
affordability and performance 
through the effective use of 
data, technology and opera-
tional discipline.

Rizk has been recognized 
multiple times by a variety of 
media outlets and serves on the 
Board of Trustees of the University 
of Chicago Medicine. He also 
has held numerous advisory  
and board roles across the 
healthcare industry.

Rizk is the author of The New 
Era of Healthcare: Practical Strate-
gies for Providers and Payers and 
has lectured at leading academic 
institutions including Harvard, 
Wharton, MIT, Columbia and 
Kellogg. He earned his medical 
degree from Temple University 
School of Medicine.

www.jhconline.com 33

http://www.jhconline.com


Sponsored Henry Schein

TriHealth serves Southwest Ohio and operates one of the 
largest ambulatory networks in the region. The health system’s 
care model is centered on bringing services closer to where patients 
live, reducing the need for patients to travel to its flagship locations 
— Good Samaritan Hospital in downtown Cincinnati and Bethesda 
North in Montgomery.

Over the past decade, TriHealth has accomplished that by expanding 
its ambulatory footprint to include 14 large ambulatory centers, along 
with numerous physician clinics. Through acquisitions and expanded 
service lines, the organization has also developed leading programs in 
areas such as cardiovascular care and oncology.

From a supply chain perspec-
tive, that growth has created signif-
icant complexity, including logis-
tics challenges and a wide range 
of  ordering points, said Harold 
Dillow, Vice President of  Supply 
Chain Management at TriHealth.

“Short of  having an army 
of  people visiting every clinic, 
which is not our model, we 
needed a partner who could 
help us get the right products 
to the right locations,” Dillow 
said. “That’s where the expanded 
partnership with Henry Schein 
became so valuable.”

As part of  The Journal of  
Healthcare Contracting podcast 
series, sponsored by Henry 
Schein, Dillow and Todd 
Krehmeyer, Strategic Account 
Manager with Henry Schein  
Medical, discussed how their 
partnership is helping TriHealth 
streamline supply chain opera-
tions and support its grow-
ing ambulatory network. The 
following were several insights.

Partnership in Practice:  
TriHealth’s Blueprint for  

Supply Chain Success
By aligning internal teams, leveraging data and working closely with Henry Schein,  

TriHealth has transformed a traditional distributor relationship into a strategic partnership.

Harold Dillow, Vice President of  
Supply Chain Management, TriHealth

Todd Krehmeyer, Strategic Account 
Manager, Henry Schein Medical
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Navigating Supply Chain 

Disruptions

In today’s healthcare environ-
ment, supply chain resilience 
depends on strong, collaborative 
partnerships. For Dillow, having 
a consistent distribution part-
ner has been critical in helping 
TriHealth navigate disruptions 
ranging from COVID-era short-
ages to cybersecurity challenges 
and the IV fluid crisis. “Having 
a partner like Henry Schein 
during COVID was extremely 
valuable because they were able 
to help us secure products that 
other vendors simply could not 
provide,” he said.

Moving Beyond a  

Transactional Relationship

A true partnership goes be-
yond transactions — it requires 
communication, trust and a deep 
understanding of  a customer’s 
needs. “You have to build a rela-
tionship with the customer and 
have open discussions to truly 
understand what their needs are,” 
Krehmeyer said. “Without that 
relationship, the listening compo-
nent often disappears.” 

By maintaining open conver-
sations, TriHealth can share its 
challenges and priorities, allowing 
Henry Schein to respond quickly, 
identify opportunities and pro-
vide support that extends beyond 
simply supplying products.

Breaking Down Internal Silos

Building a partnership across multiple supply chain 
categories required TriHealth to first create inter-
nal alignment. Dillow said gaining trust from teams 
responsible for areas such as med-surg, pharmacy and 
lab was a critical step in demonstrating how supply 
chain could support their goals while allowing clinical 
teams to focus on patient care. 

“We had to demonstrate that supply chain at 
TriHealth was capable of  supporting these areas 
effectively,” he said. To strengthen the partnership, 
TriHealth dedicated key team members to manage 
these categories and serve as a central connection 
with Henry Schein. Together, they developed an 
approach in which Henry Schein became an exten-
sion of  TriHealth’s supply chain team, supporting 
clinic visits, staff  communication and training dur-
ing a new ordering system implementation.

Krehmeyer said Henry Schein has continued to 
invest resources to support TriHealth’s evolving 
needs, including specialists in areas such as lab, equip-
ment and surgery, along with field supply consultants 
who work directly with clinics. “With hundreds of  
clinics, there is no way TriHealth’s internal procure-
ment team could capture every need, every day,” he 
said. These resources help extend TriHealth’s reach 
while ensuring teams across the organization have the 
support they need.

Creating Efficiency Through Standardization

TriHealth’s approach to standardization began  
with understanding the unique needs of  its ambula-
tory network. Dillow said the organization focused 
first on low-unit-measure ordering, using Henry 
Schein’s platform to create templates for different 
clinical areas.  

“Those templates allow staff  to order approved 
products from our contracted formulary, helping 
ensure they receive the right items while reducing 

“You have 
to build a 
relationship 
with the 
customer 
and have 
open dis-
cussions  
to truly 
understand 
what their 
needs are.”
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Ready to Strengthen Your Supply Chain Strategy?
Henry Schein ALIGN helps 
health systems turn  
supply chain complexity  
into greater efficiency,  
visibility, and value. Through 
a collaborative approach that 
brings together strategic sup-
port, data-driven insights and 
solutions tailored to your orga-
nization, Henry Schein Medical 
can help you identify opportu-
nities to standardize, optimize, 
operations and support care 
across your network.

Learn how Henry Schein 
ALIGN can help your 
organization build a more 
connected, resilient supply 
chain at henryschein.com/Align.

unnecessary variation,” he said. Data insights also help TriHealth 
evaluate utilization and identify opportunities for greater efficiency.

Advice for Building True Partnerships

For healthcare organizations looking to move beyond transactional 
vendor relationships, Dillow said the foundation is built on trust, com-
munication and a shared vision. He emphasized the importance of  
developing personal connections, sharing organizational goals and helping 
partners understand the broader objectives they are working to achieve.

Krehmeyer agreed that strong partnerships require ongoing dialogue, 
including face-to-face meetings and customer business reviews that go 
beyond reviewing metrics. These conversations provide opportunities to 
ask questions, listen and identify ways to support each other’s goals.

Dillow added that vendors should approach relationships with 
a service mindset rather than simply focusing on selling products. 

He said the strongest part-
ners are those who under-
stand challenges, provide 
solutions and hold each other 
accountable. He pointed to 
TriHealth’s recent ambulatory 
distribution RFP process as an 
example of  how transparency 
and healthy competition can 
strengthen a relationship.

“Don’t just show up every 
time trying to sell something  
new. The best partners show up 
asking, ‘How can we help?’” 
Dillow said.
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The System Healthcare Forgot to Build
Healthcare has invested heavily in visibility and analytics.  

What’s missing is the structure to turn insight into sustained action.

BY JEFF HASTINGS, VICE PRESIDENT OF HEALTHCARE SALES AT SIB

Most health systems can identify where 
money is going and where variation exists.

And yet, the financial reality remains 
largely unchanged. Nonprofit hospital 
margins continue to hover in the low 
single digits. Many organizations are still 
operating on structurally thin footing. 

This is not a data problem. The tools 
have advanced. The outcomes have not.

After nearly 30 years in healthcare, one thing has 
become clear: the industry hasn’t failed to control cost, because 
the industry never built the system required to do it.

Healthcare has never had the luxury of  excess. Margin pres-
sure, rising costs, and the demand to do more with less have 
always defined the landscape. What is different now is the preci-
sion with which those pressures can be understood.

Visibility into spend has improved. Reporting is more sophisticated. 
Data is more accessible than at any point in the industry’s history. 
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Clear imaging, weak vitals
Healthcare is now exceptionally good at 
seeing its problems.

Patterns in spend behavior, contract 
performance, and cost variation are 
easier to identify than ever before. The 
industry has invested heavily in visibility, 
and it shows but clarity has not trans-
lated into control.

The same patterns continue to surface, 
quarter after quarter, year after year. The 
industry has become more precise in its 
diagnosis, but not more consistent in its 
outcomes. The focus now is durability, 
and the ability to turn insight into action 
that can be sustained over time.

Stretched teams, structural limits
The conversation around staffing often 
centers on capacity. In reality, the con-
straint is structural.

Spend has grown in both scale and 
complexity, while the models used to man-
age it have remained largely unchanged. 
A small number of  individuals are often 
responsible for broad, highly variable 
categories, many of  which require distinct 
expertise to manage effectively. 

Longtail spend and purchased services 
are a clear example. They represent sig-
nificant financial impact yet rarely oper-
ate as a central part of  financial strategy. 
Investment continues to follow clinical 
priorities and immediate operational 
demands, while other areas are expected 
to function with less coordination and 
less continuity.

This is not a question of  effort. It is a 
question of  design.

Fragmentation is not always visible in reporting, but it is 
consistently felt in execution, where ownership is diffused and 
decisions lack consistency.

Diagnosis without ownership
The industry’s investment in analytics was grounded in a logical 
assumption: better information would lead to better decisions.

In many ways, that assumption held. Dashboards are 
more advanced. Reporting cycles are faster. Anomalies can 
be identified in near real time. But information does not cre-
ate accountability.

 Across organizations, the central challenge is not seeing the 
issue. It is establishing clear ownership and a consistent mecha-
nism for addressing it.

From silos to systems
What this reveals is not a tooling gap or a talent gap, but 
a structural one.

In most industries, spend is anchored by a defined center of  
excellence, a coordinated function responsible for how cost is 
understood, governed, and sustained across the enterprise.

Healthcare, despite its scale and complexity, is one of  the 
only industries operating without this foundation. Instead, spend 
management exists across functions, distributed, often capable, 
but rarely unified. Insight can be generated, but not consistently 
operationalized. Accountability exists, but not in a way that car-
ries through the system. 

Without a center of  excellence, cost management defaults to 
activity instead of  discipline.

Where that connective layer does exist, decision-making 
changes. It becomes less dependent on individual intervention 
and more reflective of  how the system itself  operates.

That is the difference between managing costs and 
managing a system.

When AI becomes infrastructure
AI is beginning to enter this conversation, with growing attention 
on the role it should play in making action more consistent, timely, 
and sustainable. In many organizations, AI is layered onto existing 
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workflows, improving speed, refining 
forecasts, and enhancing reporting. Those 
gains are meaningful, but they remain con-
strained by the structures around them.

What’s emerging in more advanced 
environments is different. When intelligence 
connects across categories, systems, and 
timeframes, it stops behaving like a tool 
and starts functioning as infrastructure. 

The six-month relapse
Healthcare has never struggled to 
generate savings.

Sourcing initiatives, contract renegotia-
tions, and advisory engagements routinely 
deliver measurable results but those 
results rarely hold.

The pattern is familiar: short-term 
improvement followed by long-term vari-
ability. A six-month gain that slowly erodes 
back into baseline. This is not a reflection 
of  the initiatives themselves. It is a reflec-
tion of  the system they operate within.

When cost management is treated as a 
series of  projects, it behaves like one, epi-
sodic, time-bound, and difficult to sustain. 

Stable, not strong
There are signs of  stabilization 
across the industry.

But stability is not strength. Rising 
expenses, increasing bad debt, and contin-
ued variability across organizations remain 
persistent realities. 

What is becoming more apparent is the 
widening gap between systems that can 
sustain performance and those that can-
not. That difference is not driven by size 
alone. It is driven by structure.

The missing layer
Healthcare is not lacking awareness, 
investment, or intent. It has demonstrated 
all three repeatedly.

What is missing is the system 
beneath those efforts.

More specifically, what is absent in 
many organizations is a true center of  
excellence for spend, an anchor that con-
nects insight to action in a way that is 
continuous, consistent, and not dependent 
on individual intervention. Without that 
layer, even strong initiatives struggle to 
maintain continuity. Gains are achieved 
but not sustained.

Where that layer begins to take shape, 
cost management starts to feel fundamen-
tally different. It becomes less reactive 
and more embedded. Less episodic and 
more continuous.

From projects to practice
This shift is not defined by a single frame-
work, nor is it unfolding uniformly. It is 
emerging out of  necessity, and out of  the 
recognition that incremental improvement 
is no longer enough.

What takes shape in these environ-
ments is not always labeled, but it is 
recognizable. It looks like a center of  
excellence, not as a function, but as a 
capability. One that integrates visibility, 
accountability, and execution into a single 
operating rhythm.

And once that exists, the conversation 
changes.

Cost is no longer something that needs 
to be revisited. It becomes something that 
is maintained through the system itself.

Jeff Hastings is a 
healthcare executive 
with nearly 30 years 
of experience driving 
growth and opera-
tional transformation 
across the industry. 
Before joining SIB, he 
held senior leader-
ship roles at Cardi-
nal Health, Roche 
Diagnostics, Baxter 
(Hill-Rom), Owens & 
Minor, Vizient, and 
Parallon, leading 
national accounts 
and multi-billion-
dollar portfolios.

What is 
becoming 
more  
apparent is 
the widening 
gap between 
systems that 
can sustain 
performance 
and those 
that cannot.
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Hand Hygiene Procurement  
Can’t Stop at Price Per Unit

Hospitals measure hand hygiene compliance closely, but compliance alone  
doesn’t guarantee effective protection. Procurement leaders can help  

close the gap by evaluating what products actually deliver at the point of care.

What is less understood is how often 
hospitals measure the activity of  infec-
tion prevention more rigorously than the 
effectiveness of  it.

Hand hygiene is a clear example. 
Hospitals track whether hand hygiene 
happens, but they often lack a standard-
ized way to confirm whether each event 
achieves what it is intended to do: reduce 
microbial risk. For procurement teams, 
that distinction matters. The products 
they select do not simply support com-
pliance; they help determine whether 
compliance translates into significant 
infection risk reduction and reduced 
payments due to hospital acquired 
conditions (HACs).

For years, hand hygiene procurement 
has largely centered on familiar ques-
tions: What is the cost per bottle? Is the 
dispenser compatible with our facilities? 
Can the product be delivered reliably? Will 
staff  tolerate the formulation?

These are important considerations. 
But they do not answer the most impor-
tant question: does the product, as 
dispensed and used in real-world condi-
tions, deliver effective hand hygiene anti-
microbial efficacy?

Hospital-acquired infections are one 
of  the clearest examples of  how 
operational decisions become financial 
outcomes in healthcare.

When infection rates rise, the conse-
quences are measurable across the orga-
nization: patient harm, longer lengths of  
stay, increased labor burden, reimburse-
ment pressure, public reporting scrutiny 
and, for some hospitals, direct Medicare 
penalties tied to safety performance. 
Health systems invest enormous resources 
trying to reduce these risks because the 
cost of  failure is well understood.

BY JAMES W.  
ARBOGAST, PhD
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That question should matter deeply to 
procurement leaders.

Hand hygiene is one of  the most 
visible and frequently measured patient 
safety practices in healthcare. Hospitals 
invest significant time and resources 
into monitoring whether healthcare 
workers clean their hands at the right 
moments. Compliance rates are tracked, 
reported and used as indicators of  
quality performance.

Yet compliance alone does not con-
firm that hand hygiene was effective. It 
only confirms that an event occurred. It 
does not necessarily confirm whether that 
event delivered the antimicrobial protec-
tion clinicians and patients assume — 
including whether enough product was 
dispensed, whether hands stayed wet long 
enough, or whether the efficacy demon-
strated in testing is being supported at 
the point of  use.

That distinction has major procure-
ment implications.

Measuring effective hand hygiene
When a health system purchases an 
alcohol-based hand rub, it is not simply 
buying a consumable. It is buying a critical 
component of  an infection prevention 
system. The product, dispenser, dose 
volume, dry time, formulation and user 
experience all interact. If  any one of  those 
elements is misaligned, a hospital may be 
measuring adherence more precisely than 
it is validating protection.

That is the measurement illusion: 
a hospital can count hand hygiene 
events without knowing whether each 

counted event is consistently capable of  delivering the intended 
microbial reduction.

Procurement professionals are uniquely positioned to 
help close that gap.

The traditional purchasing lens often rewards low cost per 
milliliter or low cost per case. But in hand hygiene, the better 
measure may be cost per effective use. A product that appears 
economical on paper may deliver too little volume per actuation, 
dry too quickly, require multiple pumps to achieve adequate cov-
erage, or fail to align with the wet-time expectations embedded 
in clinical guidance. In those cases, the lowest unit price does not 
translate to the best value and could actually cause avoidable cost 
to the healthcare system due to HAC penalties.

This is not a call for procurement teams to become microbiol-
ogists. It is a call for procurement to ask more rigorous questions 
of  suppliers and to partner with infection prevention colleagues 
to ensure the supplier evidence is appropriate and sufficient.

What dose volume of  hand sanitizer is delivered per actua-
tion? How does that dose support coverage across a range of  
hand sizes plus skin conditions? What wet time does the prod-
uct typically provide under real-use conditions? How does the 
system help healthcare workers meet recommended technique 
expectations? Does the product’s efficacy data use the proper in 
vivo test methods and reflect the amount actually dispensed in 
practice? Can the supplier connect product design to measur-
able performance, not just convenience, preference or price?

These questions are not academic. They determine whether a 
hand hygiene program is built on a strong operational foundation 
that delivers significant infection risk reduction, not built on a 
series of  assumptions focused on cost per use only.

Make hand hygiene a system decision
In many hospitals, infection prevention, nursing, environmental 
services, facilities and procurement teams all touch hand hygiene de-
cisions, but they may not be evaluating the same definition of  value. 
Infection prevention may be focused on compliance and efficacy. 
Facilities may be focused on dispenser placement and maintenance. 
Nursing may be focused on skin feel and usability. Procurement 
may be focused on pricing, contracts and supply continuity.
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All of  those priorities are valid. The challenge is that they 
must be integrated.

A hand hygiene product that clinicians dislike will not support 
compliance. A product that cannot be supplied reliably creates oper-
ational risk. A dispenser that is difficult to maintain burdens facilities 
teams. But a product that is inexpensive, available and well-liked still 
falls short if  it does not support effective use at the point of  care.

That is why procurement decisions should be made through 
a system-value lens. The goal should not be to purchase the least 
expensive hand hygiene product. The goal should be to purchase 
a hand hygiene system that supports consistent, measurable and 
clinically meaningful use.

This shift is especially important as healthcare organiza-
tions face rising cost pressures. It can be tempting to view hand 
hygiene as a mature category where most products are essentially 
interchangeable. But interchangeability is a dangerous assump-
tion. Small differences in formulation, dispensing volume and 
user experience can have meaningful consequences for how 
products perform in practice and compliance.

Procurement teams already understand this logic in other 
categories. They know that the cheapest device, instrument or 
technology is not always the lowest-risk or highest-value choice. 
They evaluate total cost of  ownership, service burden, reliabil-
ity, training needs and performance outcomes. Hand hygiene 
deserves the same discipline and rigor.

The opportunity is not simply to buy bet-
ter products. It is to strengthen the bridge 
between purchasing decisions, infection pre-
vention teams and patient safety outcomes.

Procurement professionals should have a 
seat at the table not only when contracts are 
negotiated, but when performance expecta-
tions and evidence requirements are defined. 
They should be empowered to challenge 
suppliers to provide scientifically sound test 
data, clarify assumptions and demonstrate 
how their systems support the clinical 
intent behind hand hygiene protocols.

Infection prevention cannot rest on 
compliance metrics alone. And procure-
ment cannot rest on unit cost alone.

If  healthcare leaders want hand hygiene 
programs that are both operationally efficient 
and clinically meaningful, they need purchasing 
standards that reflect how products actually 
work in the hands of  healthcare workers. That 
means evaluating value by performance, not 
just price. It means treating dose, dispensing 
and wet time as procurement considerations, 
not technical afterthoughts. And it means 
recognizing that the right hand hygiene system 
can help turn a routine purchasing decision 
into a stronger patient safety strategy.

The goal is not to make hand hygiene 
procurement more complicated. It is to 
make sure the products deliver perfor-
mance for hard working healthcare per-
sonnel at the point of  care. If  healthcare 
systems are going to count hand hygiene as 
protection, they should be confident each 
counted event is capable of  protecting.

For procurement leaders, the mandate 
is clear: do not just ask what hand hygiene 
costs. Ask what it delivers.
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Looking Backward at 
GPOs Going Forward

By R. Dana Barlow

When William V.S. Thorne created the Hospital Bureau of 
Standards & Supplies Inc. in New York in 1910 to serve a small 
group of  local hospitals, he likely didn’t envision that his concept 
of  “cooperative buying,” would blossom into the multibillion-
dollar group purchasing industry it is today.

It’s much like President George Wash-
ington in the late 1790s could not have 
predicted how the grand experiment of  
launching and running a representative 
democracy or democratic republic form 
of  government in the New World that 
emerged from the rejection of  a mon-
archy and aristocracy in the Old World 
would last and arguably progress 250 years 
later. [Granted, that Old World govern-
ment is a constitutional monarchy and 
parliamentary democracy today.]

But group purchasing (116!) as 
well as the United States of  America 
(250!) are here and here to stay. God 
bless them both.

Thorne was a small railroad execu-
tive at a time when the railroad barons 
who dominated transportation during the 
Industrial Revolution in the late 19th cen-
tury were already starting to fade and see 
their fiscal and societal influence diminish 
in the early 20th by President Theodore 
Roosevelt’s progressive policies and trust-
busting antics, coupled with newly emerg-
ing forms of  transportation turning heads, 
including cars, trucks and airplanes.

Thorne owned several small rail-
road companies with regional, state and 
local routes, but he cut his teeth serv-
ing as director of  purchases at Union 
Pacific Railroad Co.

Recognizing the dimming and mature 
future of  the railroad industry, Thorne 
diversified his occupational reach and 
joined New York’s Presbyterian Hospital 
as Treasurer and Board Member. With 
his accounting and purchasing skills and 
experience in both the railroad and coal 
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industries, Thorne wisely surmised that 
those concepts could be applied to hos-
pital operations to manage expenses and 
impact revenues. 

Thorne chronicled his ideas in a 
booklet he titled, “A Central Purchas-
ing Agency for the Hospitals of  New 
York,” which he presented as a lecture at 
the Hospital Conference of  the City of  
New York at the Academy of  Medicine 
in 1909. He described how the purchas-
ing practices and pricing agreements he 
established and managed for the rail-
way and steamship systems could make 
sense for New York City hospitals. That 
booklet and presentation served as the 
blueprint for launching Hospital Bureau 
the following year.

Hospital Bureau generated such inter-
est and reputation that others replicated 
and adapted its model and principles in 
other cities and states either as indepen-
dent companies or divisions within local 
and state hospital associations.

Hospital Bureau initially attracted 
14 of  the largest hospitals in New York 
to use its contracts and implement its 
purchasing standards. Five years later, 
Thorne’s cooperative buying organization 
(CBO?) recruited 33 hospital and chari-
table institution members to use its 68 
agreements for commodity purchasing.

Back then, the concept of  cooperative 
buying was much simpler and covered a 
limited, but growing number of  neces-
sary commodities before expanding into 
clinical, medical and surgical supplies. 
Hospitals paid a fee to belong to Hospital 
Bureau and to use its carefully negotiated 

volume-driven contracts that enabled 
them to buy products at lower prices. The 
manufacturers benefited from the cap-
tive audience of  buyers and were able to 
promote their brands, corporate images 
and quality reputation – akin to, say, 
Price Club, FedMart, Costco and other 
retail buying/warehouse club models 
over the decades.

In those early years, cooperative buy-
ing, the forefather of  group purchasing, 
became quite the rage among hospitals 
that relished saving money, a philoso-
phy that resonated soundly during the 
1930s, for example.

From cooperative buying  
to modern GPOs
Just as clever and enterprising minds made 
scores of  changes and modifications 
(legislatively and judicially) to the original 
USA government model, so did similar 
minds to the original cooperative buying 
model that is group purchasing today.

While some view the developments 
within both examples as progress, critics 
argue otherwise. However, both remain, 
albeit different, if  not better, contempo-
rized and modern from foundational and 
consistently a polarized powder keg of  
debate and discourse.

Whereas much of  the national rancor 
is riled by politics, the rancor around 
today’s GPOs is riled by economics, 
namely, who’s making vs. saving the most 
money, how and why.

Cooperative buying and its group pur-
chasing descendant formula remain solid, 
fundamental functions. Logically, it’s hard 

Group  
purchasing 
does great 
things. GPOs, 
on the other 
hand, can do 
great things, 
but things 
for curious 
reasons  
and in  
questionable 
ways.
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to argue against it because it works. But 
when you change the business formulas, 
management and operating models and 
revenue-producing service offerings and 
then modularly affix them to the original 
concept you ignite emotional fuses to the 
point that many don’t want to explore 
how to assess and improve the model for 
everyone. They’d rather put their cov-
ered heads down, grasp the top of  their 
fedoras and scurry away, going about 
their business rather than rocking the 
boat by exploring meaningful change in a 
reasonable manner.

If  Thorne or even Washington were 
somehow brought forward in time to see 
the fruits of  their respective creations in 
a similar way as the character Julian West 
in Edward Bellamy’s 1888 blockbuster 
utopian novel “Looking Backward: 2000-
1887,” how would they react? What would 
they see? And would we care enough 
about their reactions and how we affected 
them or just write them off  as old fogies 
who don’t understand business and 
capitalistic free-market economics here in 
the 21st century?

Let’s be honest. Group purchasing 
does great things. GPOs, on the other 
hand, can do great things, but things for 
curious reasons and in questionable ways. 
Roughly a quarter century ago, Congres-
sional leaders tried to poke the GPO 
engine on alleged antitrust practices after 
the legislative branch ceded control of  the 
healthcare industry to insurance compa-
nies and payers via managed care back 
in the early 1980s. Has payer-controlled 
managed care decreased costs (or the rate 

of  increase) since then? Better shake your 
Magic 8 Ball for a reply.

Exploring the history, current opera-
tions and future success of  GPOs 
doesn’t necessarily have to match the 
“dark past” of  Bellamy’s fictional society 
that progressed into a “hopeful and 
utopian future.”

In a postscript to a review of  his book 
in the local newspaper, Bellamy wrote 
the following as part of  his concluding 
paragraph that can and should be applied 
to GPOs today: “Looking Backward was 
written in the belief  that the Golden Age 
lies before us and not behind us, and 
is not far away. Our children will surely 
see it, and we, too, who are already men 
and women, if  we deserve it by our faith 
and by our works.”

Let’s get to work, shall we? 

R. Dana Barlow serves 
as a senior writer and 
columnist for The 
Journal of Health-
care Contracting. 
Barlow has nearly four 
decades of journalistic 
experience and has 
covered healthcare 
supply chain issues for 
more than 30 years. 
He can be reached at  
rickdanabarlow@
wingfootmedia.biz.
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