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more and more financial risk away from the payor and 
more towards the provider—and thus, ultimately, the 
patient. Outside of health care, most other industries 
operate according to a fundamental principle that 
governs success—create economic value along ev-
ery segment of the business fulfillment cycle or risk 
unprofitability and unsustainability as an ongoing en-
tity. In the end health care will be no different. Mac-
ro-economic realities will continue to push the drive 
for demonstration of economic value and lower total 
cost of care, at least until a visible inflection point 
has been reached towards a sustainable health care 
delivery model. If anything, we should expect an in-
tensified effort in the coming years to increase the 

pace of change towards greater payment model re-
form—including a strong push for bundled payment 
around episodes of care with much greater financial 
risk placed upon the hospitals.

mr. Whitfield: Hospitals that participate in various al-
ternative payment models will engage their patient
populations on the front end and make investments
keeping patients healthy rather than treating them 
once they are sick. I also believe you’ll see hospitals 
continue to adapt their VAC processes to fully consider 
proven outcomes and true value in physician prefer-
ence items. Those areas with high physician
preference items content will be most impacted.

What will be the nature of relationships between hospitals, value analysis 
professionals and vendors in the future? Hospitals and payors/CmS?  

Administrators and physicians? Physicians and patients?

mr. moore: There is no version of future success in 
health care reform that will not include greater coop-
erative relationships between hospitals and vendors. 
Without a doubt this will become a required ingredient 
for success, as has been demonstrated in countless 
other industries that have undergone massive reform 
in order to reach sustainable levels of financial op-
eration. The same thought applies to the relationship 
between hospitals and payors, administrators and 
physicians, as well as physicians and patients. All of 
these entities play a critical role within the continuum 
of care, and any gap in cooperation and communica-
tion creates inefficiencies in the care delivery chain. 
Whether the fundamental issue involves fractionation 
of care, shifting of financial risk, variation in care and 
outcomes, or any of the other numerous problems 
and issues currently plaguing health care delivery, 
one common theme for solutions involves greater co-
operation and integration between all players within 
the care delivery spectrum.

Susan Miller, MN, RN, CMRP
President Elect, Association of Healthcare 
Value Analysis Professionals
Albany, New York
Senior Director, Enterprise Value Analysis
Jefferson Health
Philadelphia, Pennsylvania

Because health care is changing 
and the focus is much more directed on outcomes,
our relationship with providers is beginning to change 

and will change much more. Health care providers are 
more focused on evidence and if the evidence doesn’t 
exist, then some providers are looking to collaborate 
with value analysis professionals to generate the evi-
dence. It’s to the benefit of everyone to have an objec-
tive measure to point to improvements in care.

Dr. ramshaw: The patient care model where data sci-
ence is applied appropriately to measure the value 
of the patient care process and of factors, including
drugs, devices and diagnostic tools, that impact out-
comes that measure value will align hospitals and ven-
dors to work together to determine where each drug, 
device, and tool has or lacks value—and even where
it may contribute to harm. For example, over 30 years 
of data evaluating the benefits and risks of screening
mammography has shown that many more women 
don’t benefit from having a mammogram than those 
who do benefit based on current recommendations. 
Even more women are harmed by getting a mammo-
gram (unnecessary biopsy and treatment for a diagno-
sis that would never lead to harm). Although only about 
<2 out of 1,000 women benefit from mammograms, it
could save their life.4 Only using the principles of sys-
tems and data science applied to breast health and 
disease will allow us to identify these subpopulations.

mr. Whitfield: Vendors should be encouraged and 
invited to better understand the strategy and goals 
of their hospital customers so that they can align 
products, services and solutions in the most effective 

Q&A: Health Care Perspectives—Critical Focus 
On the Future

In recent years, the pursuit of the so-labeled “Triple Aim”—providing quality patient and population care at a 
reduced overall cost—has helped propel changes in the health care field,1 among other initiatives. Some changes 
have arrived in the form of a renewed focus on public policy to investment in administrative and procedural tech-
nology; although a primary concern for hospitals and other providers has been the move from a fee-for-service 
business model to one that emphasizes the important of positive outcomes and patient experience.2,3

As these changes began years earlier and continue to develop, the question becomes: What areas will be 
the critical focus of hospitals, providers, vendors and patients in the near future? Participating in this Q&A are 
various members of the care team—from surgeons and providers to administrators and analysis professionals— 
to outline their future perspectives on health care.

How has the move from a fee-for-service model to one more focused on patient 
experience, outcomes, preemptive care and quality affected health care economics? 

Do you expect this trend will continue?

Cress Whitfield
Director of National Accounts, 
W. L. Gore & Associates

The move from fee-for-service to 
pay-for-performance has forced fa-
cilities to consider overall cost of 
ownership, which includes not only 
traditional supply chain activities 

and procurement, but also patient outcomes that re-
duce the overall cost of treatment or improve reim-
bursements based on a set of performance metrics. 
This trend will and must continue as we, taxpayers 
and consumers, simply don’t have the resources to 
afford a system based on the volume of consumption 
of care. This forces providers to consider investments 
in innovative products that demonstrate better out-
comes, such as reduced complications, infections or 
readmissions, rather than just the price of a product.

Bruce Ramshaw, MD, FACS
Professor and Chair of the Department 
of Surgery at The University of Tennessee 
Graduate School of Medicine in Knoxville, 
Tennessee

The move from a fee-for-service 
model has been a challenge be-
cause there is a lack of understand-

ing about systems and data science. The payment 
model that currently is most aligned with a value-
based model for health care is the bundled payment 
model. This model does address the need for pay-

ments to be made in the context of a definable pa-
tient care process. However, this puts all the risk on 
the hospital and clinicians. The current practice for 
most hospitals and clinicians does not support work-
ing in teams around definable patient groups or mea-
suring the value of care with appropriate analytics for 
each definable patient care process for the entire cy-
cle of care. Until hospitals and clinicians understand 
the need to measure the value of care in the context 
of each definable patient care process, it will not be 
possible to lower costs at the same time outcomes 
are improved (improve value).

The other payment models, such as value-based 
purchasing and other quality metric payment models, 
are not being applied according to systems and data 
science principles. They do not measure value in the 
context of whole definable patient care processes for 
the entire cycle of care. Payment models will not be 
the driver of a sustainable health care system until the 
hospitals and clinicians can demonstrate patient care 
models that lower costs at the same time outcomes 
are improved for each definable patient care process.

John R. Moore 
Global Leader–Health Economics,  
W. L. Gore & Associates

The need to demonstrate economic 
value will only grow in importance 
as payment models begin to shift 
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and efficient manner. Ultimately, no matter whether 
they be public, private or employer-based, payors will 
continue to push for contracts that will allow them 
to lower the cost of caring for the patient lives which 
they cover. They are demanding value from the dollars 
spent and are designing payment models and metrics 
to do just that. Hospitals and payors should align on 
what those metrics will be for a certain disease state 
and design contacts accordingly.

Hospital administrators have come to the rightful 
conclusion that including physicians early in the clini-
cal care operations process makes for a better out-
come for patients and profitability. By building bridges 
between service line coordinators, supply chain, the 

C-suite and physicians, hospitals are better aligned 
to implement cost saving or revenue producing pro-
cesses, evaluate and extrapolate true value from 
investments, and provide better and more efficient 
patient care.

As patients continue to become more affective con-
sumers due to payor incentives or models that drive 
accountability of self, they will seek out clinical ser-
vices in a more efficient manner. Those services will 
become more remote and easily accessible, outcomes 
and cost comparisons will become even more trans-
parent, and physician/patient interactions will be more 
interactive. Physicians will be tasked with managing a 
patient’s health rather than managing a symptom.

What do you believe will be of critical focus in the next two to three years of health 
care economic reform (e.g., risk-sharing models, new forms of collaboration,  

product innovation)?

Raymond J. Seigfried
Independent Consultant and Visiting 
Instructor at Arcadia University School of 
Global Business in Glenside, Pennsylvania

Prospective payment is here to 
stay and will continue to expand 
throughout the coming years. This 
will bring more focus on cost-effec-

tiveness that supports quality care. Hospital depart-
ments will need to work together around the patient 
with an overall goal of cost-effectiveness and quality 
care. The relationship between the hospital and physi-
cians needs to be closer than before in order to deliver 
care meeting both the clinical and financial payor stan-
dard. Information regarding performance outcomes 
must be shared with the team both clinical and finan-
cial in order to hold accountability forward. Vendors 
will need to be flexible to fit into the specific needs 
that providers confront and be ready to share in being 
a part of the strategic plan. I think all of the different 
providers will need to work together closer than be-
fore. Payors will be gathering information on outcomes 
and will continue to be a greater force on clinical 
utilization. During the next two to three years, those 
providers who have the information on outcomes and 
cost and are able to use this as a source of learning 
and improvement will have a sustainable strategy.

Dr. ramshaw: I believe the clinical focus the next 2-3 
years will be learning how to apply systems and data 

science principles to actual patient care. Value-based 
clinical quality improvement principles and non-linear 
data analytics are tools from systems and data sci-
ence. When these tools are applied to definable pa-
tient care processes and value-based outcomes are 
measured for the entire cycle of care, then costs will 
go down at the same time outcomes are improved. 
This is done with the clinical team who defines what 
data matters in the patient care process (patient and 
treatment factors) and what outcomes measure value 
in the context of each definable patient process. Then 
the various analytical tools are applied to give insight 
into the factors and combination of factors that most 
impact outcomes that measure value. The analyses 
produce weighted correlations (both positive and neg-
ative) that are impacting the outcomes that measure 
value. Then, the team can interpret the output of the 
analysis and propose ideas that could improve a mea-
surement and that could improve the outcome for the 
patient care process. For example, if current smoking 
was highly correlated to complications of a particular 
operation as a part of a definable patient care pro-
cess, the team might require that smoking cessation 
is mandatory for patients considering that surgical pro-
cedure. It is an iterative process with information and 
analysis feedback loops to inform the clinical team on 
how they can improve value-based outcomes.

mr. moore: As greater financial risk is placed upon 
the providers of care, it is only inevitable that en-

hanced emphasis will be placed upon risk-sharing 
models, new forms of collaboration between hos-
pitals and industry, and stringent requirements on 
adoption of product innovation. Data sharing and 
information exchange must become the norm. Any-
thing manufactures can do to provide tangible perfor-
mance and quality improvements for the hospital will 
be noteworthy, especially if such improvements can 
be expressed in terms of improved patient care and 
increased incremental economic value.

Robin L. Lane, BSN, MBA, CVAHP
President, Association of Healthcare Value 
Analysis Professionals
Albany, New York
Senior Manager of Value Analysis, UPMC
Pittsburgh, Pennsylvania

In the future, products that cannot 
demonstrate value and improved 

outcomes will probably not get a second look. Cur-
rently, my team is reviewing procedures with a physi-
cian who is on the cutting edge of changing thoracic 
surgery. Some of the products he needs to do that 
are not on our committed contract and are expensive. 
The question is should we use these products despite 
the contact? ‘Did we improve the patient’s outcome?’ 
‘Did we cause the patient a shorter hospital length 
of stay?’ ‘Did we reduce our infection rate?’ ‘Did the 
patient get back to their life a lot sooner?’ ‘Did we 
get to the lesion faster?’ There are a lot of areas 
we’re looking at to determine if there’s a benefit to 
the patient with a particular product. Those high-dol-
lar technologies will always be scrutinized the most. 
This will probably never change. For example, the in-
troduction of robotics has been seen as a blessing 

and a curse because while maybe it has been better 
for some people, it has not necessarily been better 
for everybody. For some procedures, there has been 
absolutely no benefit to doing the procedure with a 
robotic component, and the patient sometimes is on 
the surgical table a lot longer than they expected to 
be. Understanding this difference is where we’re be-
coming smarter in health care.

ms. miller: Also, organizations are becoming much 
smarter in reviewing claims of improved outcomes. 
Not only do they want claims to be objective, they’re 
also asking ‘How would that play out in my organiza-
tion? Is it solving a problem that we don’t have?’ So, if 
we don’t have an infection problem in a certain area, 
while it would be wonderful to bring everything useful 
product into the hospital, we also know that there are 
25 competing clinical departments and a finite pool 
of resources. There has to be a prioritization to focus-
ing on those things that are really going to solve real 
problems for our organization.

mr. Whitfield: Clinical data, though exceedingly 
costly, is usually quite attainable through traditional 
study methodologies, but value data is much more 
difficult to extrapolate given the lack of standardiza-
tion in practice, variety in global payment measure-
ments, and the fact that each human is unique. Hos-
pitals will want to invest in innovations that improve 
patient outcomes, but also will want to recoup a 
portion of those investments should they not. This 
will lead to collaborations in data collection (based 
on value), protocol development, education, service 
and contracts based upon performance to specific 
benchmarks.

Are there any new challenges or concerns you foresee for professionals 
(administrators, physicians, manufacturers, etc.) and patients in this changing  

health care landscape?

mr. Whitfield: Fee-for-service is going away. Profes-
sionals that continue to develop strategies in that 
vein risk falling further behind. It’s better to engage 
a portion of revenue in alternative payment models 
now, so as to learn from mistakes and prepare for 
the future. Likewise, manufacturers should look be-
yond price and portfolio to selling solutions that help 
hospital customers achieve their goals. Developing 
skills in value-based contracting and execution will 
be key to the success of both hospital and supplier.

mr. moore: With such unprecedented levels of un-
certainly in health care, it is very difficult for anyone 
within the equation (be it hospital administrators, 
physicians, nurses, manufacturers and ultimately 
the patients needing care) to feel confident that on-
going reform efforts are going to yield tangible so-
lutions to ensure sustainability of the overarching 
health care delivery system. The stress and strain 
(at times even whiplash) tied to constantly changing 
political winds, extreme industry consolidation, and 
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(at times even whiplash) tied to constantly changing 
political winds, extreme industry consolidation, and 
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other visible factors can take its toll on all involved 
in health care delivery unless viable options surface 
which form light at the end of the tunnel. One thing 
is clear: Manufacturers and suppliers need to gain a 
solid understanding of where we can provide holistic 
solutions to the hospitals and care delivery provid-
ers that move beyond just the product in question, 
otherwise we risk simply becoming a part of the 
problem. This will require new levels of cooperation, 
integration and partnership beyond what has been 
experienced in the past.

ms. lane: We are being asked for more products that 
are impactful to the patient experience. They’re not 
all high-end devices, but they cost money that we are 
being asked to provide to improve the patient expe-
rience. Also, as hospital providers grow in size, the 
process of value analysis will look different depend-
ing on where you are located. However, if you are a 
one-hospital value analysis department or if you have 
40  to  50 hospitals to manage, the tenets of value 
analysis remain the same. Thus, I believe it really is 
the principles of value analysis that we need to up-
hold and follow to best provide value and quality to all.

The Patient Experience
Karen Root
Global Leader of Customer Experience-
Medical Division
W. L. Gore & Associates
Newark, Delaware

Today, the experience of patients is front and cen-
ter, with evaluations of the quality of care and 

assessments of every “touch point” in the delivery 
of care affecting financial incentives and/or reim-
bursement for health systems.1,2 This has led to a 
significant transition in health care. Now, an engaged 
patient, family, and extended care population is fun-
damental to the quality assessment process; as a 
result, the patient experience has become a top prior-
ity for health care leaders—in the C-suite and beyond.

This fundamental change is in keeping with the 
Institute for Healthcare Improvement’s “Triple Aim,” 
which calls for improving the patient experience (both 
quality of care and satisfaction with it), improving pop-
ulation health, and reducing per capita cost.3 However, 
questions remain as to what elements comprise the 
patient experience, how this new perspective changes 
the way hospitals measure quality and performance, 
and what hospitals need to do to implement this new 
approach. It is important that executives in the C-
suites at health systems, as well as surgeons and 
nurses at the patient care level, engage suppliers and 
partner together in this process to ensure that the 
products and services purchased and, ultimately, de-
livered during the provision of patient care enhance 
the patient experience.

What Is the ‘Patient Experience?’
According to The Beryl Institute, the nonprofit 

arm of global health care communications firm Beryl 
Health, “the patient experience” is “the sum of all 
interactions, shaped by an organization’s culture, that 
influence patient perceptions, across the continuum 
of care.”4 Similarly, consulting firm Deloitte LLP’s 
Health Sciences Practice defines the concept as “the 
quality and value of all of the interactions—direct and 
indirect, clinical and nonclinical—spanning the entire 
duration of the patient/provider relationship.”5

In short, patient experience incorporates all of 
the interactions patients have with a health system, 

which includes contacts and communications with in-
surance plans, physicians, nurses, other administra-
tive staff in hospitals, physician practices and other 
facilities. According to the U.S. Department of Health 
and Human Services’ Agency for Healthcare Research 
and Quality (AHRQ), these are the engagements pa-
tients “value highly” when they seek and receive care,
including receiving timely appointments, access to in-
formation, and positive communication with providers 
before, during, and after the delivery of care.1 At the 
hospital or surgery center level, these engagements 
could entail wait times, the size and cleanliness of 
waiting rooms (and/or hospital rooms), and any fol-
low-up care, such as physical therapy.

Of note, the patient experience moves beyond “sat-
isfaction,” even though the terms often are used inter-
changeably—and incorrectly so. As AHRQ notes, as-
sessment of satisfaction gauges “whether a patient’s 
expectations about a health encounter were met.”1

As patients receiving the exact same care may have 
different expectations as to how that care should be 
delivered, their satisfaction with their care may simi-
larly differ. Although patient satisfaction still is an im-
portant metric, the assessment of the patient experi-
ence requires health systems to first learn what are 
the patient’s expectations, then plan to meet those 
expectations, and then measuring the experience to 
determine whether the expectations were met.1

Research has linked the patient experience with 
other key health care processes and outcomes, in-
cluding patient treatment adherence, improved clini-
cal outcomes, enhanced patient safety practices 
and reduced future hospital admissions. It has been 
suggested that there are 3 dimensions of patient ex-
perience: physiologic illness experience (e.g., rash,
bleeding), customer service (i.e., satisfaction), and 
illness experience (i.e., coping with/managing the 
condition).6

“When we think about the Triple Aim, we see that 
patient experience is listed,” said Karen Root, Global 
Leader of Customer Experience-Medical Division, 
W.  L. Gore & Associates. “However, most hospitals 
and their key executives are still thinking about the 
patient experience in terms of patient satisfaction. 
The value chain of health care is a very long and varied 
set of experiences for the patient. With patient experi-
ence, we’re moving toward that overall perspective.”
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