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Executive Summary 

 
 

Med Strat Inc. has been mandated to provide Oulu Wellness Institute 

with a baseline study on the North American healthcare and sports 

technology market.  

This study is to serve as a base for members of the Institute to 

determine how to enter the U.S. and Canadian markets. 

Med Strat’s principals and associates have tapped into its wealth of 

information and experience to provide an accurate and up-to-date status of 

both markets to help in determining which market, and more specifically 

which market segment is more appropriate to explore. 

We have studied each geography and its associated market segments, 

key players, trends, etc. to provide a basis for decision-making. 

The external sources of information are: 
 

• Himms Analytics 

• Branham Corporation 

• Canada Health Infoway 

• CIHI 



4 
 

© Finnish Health and Well-being Cluster, 2009 
 

Situation Analysis of the U.S. and Canadian Healthcare Markets 

 
 

The Canadian system, via its provincial regional structures have 

created the need for solutions crossing the whole continuum of care as well 

as having the ability to integrate to disparate multi-vendor systems across the 

region, or in some cases across the respective province.  Provinces have also 

introduced province-wide medication systems, linking the physician’s office 

to a provincial patient medication profile data base accessed by the private 

pharmacies, to ensure better security and prevent abuse of the system.   

The creation of CHI has propelled the adoption of key building blocks 

for a pan-Canadian Electronic Health Record (EHR).  The initial thrust has 

been in the area of EMPI and PACS as well as medication. 

The next big area of focus will be chronic disease management, tele-

health, integration tools, security and patient-oriented portals. 

The U.S. market comprises over six thousand hospitals. Some perform 

a broad range of medical procedures, from emergency rooms to surgery to 

diagnostic care. Others focus on a single medical specialty, for instance 

MedCath focuses exclusively on cardiology, while Dynacq operates 

specialty surgical hospitals. 
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In January 2009, in President Obama’s first address to the nation on 

the economy, he stated “… a major goal is to have all medical records 

computerized within five years”.  There is little doubt among industry 

experts that in order for the Federal Government to achieve its goal of 

nationalized health coverage for all U.S. citizens, a national framework for 

the creation, distribution, and archiving of all patient medical records is 

critical. 

The annual growth in the EMR market is expected at 14.1% by many 

industry organizations (i.e. the Gerson Lehrman Group). The debate in the 

U.S. over healthcare has shifted. The support for comprehensive reform is 

now widespread, and the diverse group of business and health industry 

interests and Washington are no longer politically cautious. 

Major Differences between the U.S. and Canadian Markets 

 

 
There are several major differences between the U.S. and Canadian markets, 
namely: 
 

• The Canadian market is primarily public with 70% of the 

spending being financed by government. 

• In contrast, in the United States, only 44.7% of the healthcare 

expenditures are financed by their government. 
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• The overall spend rate as a percentage of GDP is as follows: 

o Canada 10% 

o United States 15.3% 

• Life expectancy rates differ slightly: 

o Canada 72 years (12th worldwide) 

o United States 70 years (24th worldwide) 

• In 2006, per-capita spending for healthcare in the U.S. was 

$6,714 USD; in Canada it was $3,678 USD. 

• The Canadian system has moved from an institutional centric 

model to a regional model in each province. The intent is to 

cover costs and increase efficiencies, as well as increasing 

patient care in dealing with the whole continuum of care versus 

“silo” based care. 

• The U.S. is moving towards a similar type of regional structure, 

commonly known as RHIOs.  Some states such as Pennsylvania 

have legislated to create a statewide RHIO to bring about a 

statewide electronic health record. 

Healthcare costs in both countries are rising faster than inflation. As 

both countries consider changes to their systems, there is debate over 

whether resources should be added to the public or private sector. Although 
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Canadians and Americans have each looked at the other for ways of 

improving their respective healthcare systems, there exists a substantial 

amount of conflicting information regarding the relative merits of the two 

systems. 

In Canada, the United States is used as a model and as a warning 

against increasing private sector involvement in financing healthcare. In the 

U.S., meanwhile, Canada’s mostly monopolistic health system is seen by 

different sides of the ideological spectrum as either a model to be followed 

or avoided. 
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Market Segments 

Historical Market Segment Penetration for North America Relative 

to Clinical Application Deployment 

 

 

CARDIO Cardiology
CC Intensive Care
CDR Clinical Data Repository
CLINDOC Clinical Documentations
CPOE Computerized Physician Order 

Entry
DICT Dictation & Transcriptions
eMar Electronic Medication & 

Adminstration Record
EMERG Emergency
LAB Laboratory

PACS
Picture Archiving & 
Communication Systems

ORDER Order Communications
PHARM Pharmacy
RIS Radiology Information Systems
SURG Surgery

Clinical Systems
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North American Market Trends Specific to Technology 

 

Emerging Technologies General Information 

Wireless Much demand across the 
continuum of care for various 
wireless technologies in particular 
related to practioners use in 
homecare, etc. 

Voice Recognition Important movement towards 
adoption of voice recognition 
systems for radiology, etc. 

VOIP Telcos are the main providers of 
this technology and moving 
aggressively in the healthcare 
market 

SOA Very strong demand for SOA 
solutions which will represent a 
substantial market potential 

RFID Slow market entry to date but 
considered a huge potential as 
related to asset management and 
patient tracking 

Biometrics Very small interest noted so far 

Open Source Not evident as a short term market 
opportunity 
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Canada 

 
The Canadian healthcare system is segmented as follows: 

• Acute care hospitals 

• University hospitals 

• Physician’s offices 

• Long term care 

• Assisted living 

• Homecare 

• Physical therapy/rehab and sports medicine 

• Mental health 

• Retail pharmacy 

United States 

 

• Hospitals, not-for-profit, for profit, academic/university 

hospitals 

• Ambulatory centers, day surgery centers 

• Privately owned for profit radiology/cardiology imaging centers 

• Large and small private physician practices 

• Long term care, assisted living facilities, homecare 

• Physical therapy/rehabilitation and sports medicine 
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• Mental health 

• Reference laboratories 

• Pharmacy, retail and pharmacy benefit management 

In both markets technology and product offerings are most often 

marketed as uniquely designed, manufactured, and programmed to the 

unique requirements of each of the above specialties, for functional and 

competitive positioning purposes.  Some of the larger traditional vendors are 

able to address the entire healthcare ecosystem with a broad range of product 

offerings, i.e. Cerner, McKesson, Eclypsis, etc. 

Various classifications of technologies and product offerings are 

central to the healthcare ecosystems.  Examples include: 

• Devices – Handheld Personal Digital Assistants (PDAs), tablet 

personal computers, cell phones, pagers, other mobile 

computers, workstations, Radio Frequency Identification 

Devices (RFID) 

• Software – Software programs in the U.S. and Canada are 

typically segmented and programmed specific to the specialty, 

department and type of user utilizing the program. 

• Clinical Software 

• Financial and Administrative Software 
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• Infrastructure or Integration Software, also referred to as 

Middleware 

• Diagnostic Imaging Equipment - The diagnostic imaging 

business (MR, CT, PET, imaging services, materials and 

supplies) in the U.S. has grown rapidly in the past decade to a 

$100 billion industry. Its rapid growth has put the industry in 

the spotlight. This segment also includes associated market 

segments like picture archiving and communications system 

(PACS) markets, cardiology imaging markets, three-

dimensional (3D) imaging markets and other emerging 

technologies.  This is unique to the U.S. as in Canada 

diagnostic imaging is part of the public system. This segment is 

developed in more detail under the Market Structure heading. 

• Assisted living/ Home care - The population post World War II 

is quickly reaching retirement age (65 years).  This population 

is exploding and represents a huge demand in healthcare 

services.  A key market includes all the services and resources 

aimed at providing care for aged patients who due to their 

medical condition require assistance in their day to day living 

environment.  For patients who have more extreme medical 
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conditions, specialized living facilities exist and are frequently 

referred to as Nursing Homes.  This is the case for the U.S. and 

Canadian markets. 

Home Health Care (U.S.) 

Home health care is the fastest growing expense in the 

Medicare program because of the aging population, the 

increasing prevalence of chronic disease and increasing hospital 

costs. Patients and families are choosing the option of  home 

care more frequently. More and more older people, electing to 

live independent, non-institutionalized lives, are receiving 

home care services as their physical capabilities diminish. 

Younger adults who are disabled or recuperating from acute 

illness are choosing home care whenever possible. Chronically 

ill infants and children are receiving sophisticated medical 

treating in their loving and secure home environments. Adults 

and children diagnosed with terminal illness also are being 

cared for at home, receiving compassionate care and 

maintaining dignity at the end of life. As hospital stays 

decrease, increasing numbers of patients need highly skilled 

services when they return home. Other patients are able to 
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avoid institutionalization altogether, receiving safe and 

effective care in the comfort of their own homes.   

National Association for Home Care & Hospice (NAHC) 

executives met recently with President Barack Obama’s 

transition team to welcome the new administration and share 

the key goals of patients and providers in the long-term care 

community. With growing interest on changing the health care 

landscape and enacting sweeping reform among both the new 

administration and congressional lawmakers, NAHC is working 

to encourage greater use of home- and community-based care. 

Long Term Care (U.S.) 

Long term care is care when a patient can no longer perform 

everyday tasks (activities of daily living) by themselves due to 

chronic illness, injury, disability or the aging process. Long 

term care also includes the supervision of patients due to severe 

cognitive impairment such as Alzheimer’s disease. This type of 

care isn’t intended to cure patients. It is chronic care that is 

needed for the rest of the patient’s life. Long term care may be 

delivered in the patient’s own home, a nursing home or another 

long term care facility, such as an assisted living facility. 
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Companies addressing this specialized market tend to be 

medium sized (<$100M) to niche (<$50M), although some of 

the traditional HIS vendors like McKesson, Siemens, and 

Eclipsys have product offerings such as specialized medical 

records and financial billing systems. 

• Preventative Health Management, Sports and Fitness – In the 

United States, the traditional healthcare protocols have 

historically been poor in preventative measures.  As a result of 

poor preventative medical health programs, the utilization, 

acuity, and costs in healthcare have skyrocketed. 

In the U.S., prevention, health and fitness have traditionally 

been left to the health and fitness marketplace.  This segment 

has not typically been a conventional medical profession. This 

trend is slowly but increasingly changing as a new Federal 

program focuses on ways to reduce long-term healthcare costs. 

In Canada, the provincial governments have initiated health 

prevention programs in the areas of chronic disease 

management (i.e. diabetes), congestive heart failure (CHF), 

opthamology, etc.  These programs are yet to be deployed in 

most jurisdictions. 
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In both geographies a class of healthcare not traditionally recognized 

by the governing bodies who determine reimbursement criteria is the 

Holistic Medicine market.  The specialties usually include Chiropractic, 

Acupuncture, Massage Therapy, Nutrition, Exercise and Fitness.  The 

critical barrier to this segment has been the reluctance of the traditional 

medical establishment to reimburse for the types of services and procedures 

rendered by these specialists.  Patients often are required to pay for these 

services out-of-pocket as insurance plans do not cover many of these 

services, or offer very limited insurance coverage.  

Market Structure 
 

Canada 

 
Although the Canadian healthcare system is often described as a 

publicly funded system, not all healthcare services in Canada are publicly 

funded. According to the Canadian Institute for Health Information (CIHI), 

approximately 70% of healthcare spending in Canada is from the public 

funds, with the remainder paid for by insurance companies or by individuals. 

Public funding is, for the most part, targeted at medical services provided by 

physicians and at care delivered in a hospital setting. 
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Although politicians often try to characterize the Canadian healthcare 

system as a single, publicly funded entity, it is in reality a complex web of 

hundreds of organizations with a mix of public and private funding, 

ownership and governance models. While every Canadian citizen has access 

to publicly funded healthcare, the manner in which the healthcare system is 

structured, funded and governed varies from province to province.  These 

variations have a direct impact on eHealth deployments, with each province 

setting its own agenda, strategies and timetables. 

There are 103 Regional Health Authorities or equivalent governance 

structures in Canada. Increasingly these entities are driving the eHealth 

agenda across many elements of the continuum of care including hospitals, 

long-term care and some aspects of primary care. 

Given the federated nature of the responsibility for healthcare services 

delivery, any meaningful examination of the Canadian eHealth market must 

take provincial differences into consideration. 

Canada Health Infoway’s Electronic Health Record agenda has had a 

significant impact on provincial eHealth plans and priorities.  Every 

province has implemented, has plans to implement or is considering 

implementation of a laboratory information system, a drug information 
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system, diagnostic imaging systems, public health surveillance and an 

interoperable Electronic Health Record. 

Within each province, regional plans and priorities generally include 

integration or alignment with provincial eHealth initiatives. 

Electronic Health Record (regional or provincial), Electronic Patient 

Record (hospital) and Electronic Medical Record (physician office) projects 

are either underway or planned in most jurisdictions. 

Funding within the Canadian system is a provincial jurisdiction and is 

supported in part by the Federal government in the form of transfer 

payments. Each province has a “payer” entity which is part of each 

respective Ministry of Health. Most if not all medical treatments are paid 

directly by these “payer” entities. 

Certain provinces, such as Quebec, have developed a drug program to 

ensure payment of drugs for retired people and others who are either 

unemployed or self-employed. 

Long-term Care and Homecare Structure 

 
All related institutions and services are also part of the continuum of 

care within each respective regional authority.  Each region has a 

governance and management body responsible for the delivery of health 

services within the region and reporting into the Ministry of Health. 
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Canadian University Hospital Medical Schools 

 
The Canadian University hospital medical schools operate outside of 

the provincial regional structures. Their role is to complement the region in 

the area of complicated acute medical cases, as well as to use their research 

centers to provide critical data to the ministries of health. 

 

United States 
 

U.S. healthcare is primarily defined in terms of funding mechanisms, 

Government and private health insurers.   

Market structure is also generally segmented by classification of the 

health enterprise i.e. Hospitals, Diagnostic Imaging Centers, Physician 

Practices, Pharmacy, Physical Therapy and Sports Medicine, and National 

Laboratories.   

A quickly emerging and evolving market is called a Regional Health 

Information Organization (RHIO). 

Contrary to popular belief that health in the U.S. is primarily funded 

by the private sector, the fact is that the Federal Government is the largest 

single payer in the U.S. through Medicare.   

Medicare is a government service that helps provide healthcare for 

senior citizens and disabled U.S. citizens. Medicare is part of Social Security 
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and does not provide total health care coverage. It is available to all U.S. 

citizens at age 65. 

Medicare provides healthcare coverage for senior citizens and people 

with disabilities. It neither offers comprehensive healthcare coverage nor is 

the coverage free. Medicare does not cover annual physical exams, doctor 

prescribed medication, hearing aids, glasses or nursing home care. 

Medicaid is the United States health program for eligible individuals 

and families with low incomes and resources. It is a means-tested program 

that is jointly funded by the states and federal government, and is managed 

by the states. Among the groups of people served by Medicaid are eligible 

low-income parents, children, seniors, and people with disabilities. Being 

poor, or even very poor, does not necessarily qualify an individual for 

Medicaid. Indeed, it is estimated that approximately 60 percent of poor 

Americans are not covered by Medicaid. Medicaid is the largest source of 

funding for medical and health-related services for people with limited 

income in the US. Because of the aging population, the fastest growing 

aspect of Medicaid is nursing home coverage. 

Although their names are similar, Medicaid and Medicare are very 

different programs. Medicare is an entitlement program funded entirely at 
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the federal level. It is social insurance focusing primarily on the older 

population. 

Medicaid is a joint federal-state program that provides health 

insurance coverage to certain categories of low-income individuals, 

including children, pregnant women, parents of eligible children, seniors and 

people with disabilities. 

Unlike Medicare, which is solely a federal program, Medicaid is a 

joint federal-state program. Each state operates its own Medicaid system, but 

this system must conform to federal guidelines in order for the state to 

receive matching funds and grants. 

In terms of funding, the term “health insurance” is commonly used in 

the United States to describe any program that helps pay for medical 

expenses, whether through privately purchased insurance, social insurance 

or a non-insurance social welfare program funded by the government.  

The US market-based healthcare system relies heavily on private and 

not-for-profit health insurance, which is the primary source of coverage for 

most Americans. 

Private insurers provide health benefits primarily through employer 

funded programs.  Employers pay all or a portion of the insurance premium 

as an employment benefit on behalf of its employees.   
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Hospital Market Structure 

 

 

Hospital Chains/For-Profit/Private 
 

In the U.S. chains or for-profit health providers include hospitals, 

clinics, physician practices, day surgery centers, spa and beauty salons and 

services, cosmetic surgery clinics, diagnostic imaging centers, cancer 

centers, physical therapy centers, rehabilitation for drug and alcohol abuse, 

nursing and long term care facilities.   

Corporations have acquired existing businesses and/or constructed 

new facilities to serve market needs. Desirable markets are identified by 

demographic and economic data of the given population i.e. southern 

California has a large degree of Cosmetic Surgery Centers performing face 

lifts, Botox, hair implant surgery and other beauty treatments.  It is 

noteworthy that this region is extremely affluent with many performing 

artists residing in the area.   

These corporations in an effort to reach critical mass expand market 

footprint across multiple geographies (across States).  This also establishes 

negotiating leverage with health insurers by offering economies of scale in 

administrative management and processing from one corporate location.  A 

given health insurer is able to refer all its patients to one company and its 

affiliated or owned providers across a large geography.   
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Rehabcare Group (RHB) provides rehabilitation program management 

services to approximately 1,200 hospitals, nursing homes, and other long-

term care facilities. The firm partners with these facilities to run all steps of 

rehabilitation programs, from medical direction to quality assurance to 

developing specialty programs. RHB also operates three of its own long-

term acute care hospitals and six rehabilitation hospitals. Finally, the firm 

provides healthcare services, including management consulting and staffing 

services for support personnel such as therapists and nurses.  

The Association of American Medical Colleges (AAMC) is a not-for-

profit association representing all 130 accredited U.S. and 17 accredited 

Canadian medical schools; nearly 400 major teaching hospitals and health 

systems, including 68 Department of Veterans Affairs medical centers; and 

nearly 90 academic and scientific societies. Through these institutions and 

organizations, the AAMC represents 125,000 faculty members, 70,000 

medical students, and 104,000 resident physicians. 

In the U.S. there are reportedly over 10,000 new medical schools 

under construction.  Investments are ranging from $100M for new buildings 

and exceed $1B for expansion of basic science, engineering, clinical 

research and development projects. 
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The Academic or Medical School sector has evolved into a high dollar 

target market for all health/medical companies.  Medical Schools employ 

doctors, interns, and residents.  It is not unusual for the hospitals on campus 

to include multiple buildings with higher learning specializations.  These 

schools and their hospitals are the leaders in technology adoption and 

research and development.  In fact, many of the technologies now offered 

commercially by U.S. companies were incubated in the University Hospital 

setting.  These organizations receive funding from the State, industry such as 

drug companies, and the Federal Government.  Many endowments, grants, 

and donations are awarded for purposes of clinical research, clinical trials, 

and development. 

Many U.S. companies target this market exclusively in all product and 

technology segments. 

Diagnostic Imaging 

 
This segment includes all of the generally-accepted imaging activities 

that are currently used today, including X-ray and radiography, 

mammography, magnetic resonance imaging (MRI), ultrasound, gamma 

camera market, computed tomography (CT) scans and positron emission 

tomography (PET) scans. 
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There are over 100 companies in this market space. The top three 

companies in the U.S. Diagnostic Imaging market are: 

• GE Healthcare 

• Siemens Health Solutions 

• Phillips Medical Systems 

In the U.S., the imaging equipment market alone is estimated to reach 

$8B by 2011. 

It is widely believed that there will be a steady increase in demand for 

medical imaging services, along with pressures to improve the quality of 

healthcare delivered in the home and to lower its cost.  

The medical imaging segments are poised for a major new phase of 

growth fueled by the availability of new technology coming out of the 

computer and digital information technology segment, and the higher 

interest of individual older baby boom patients and general healthcare 

consumers to monitor health status.  

Continuous improvements in technology are resulting in a growing 

number of new imaging tests that combine high levels of accuracy with 

rapid, easy-to-use product formats. Digital mammography is driving more 

screening programs and is equally politically charged. 
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During the past 35 years, ultrasound and nuclear medicine were 

introduced into clinical medicine, computed tomography (CT) 

revolutionized diagnostic procedures and magnetic resonance imaging 

(MRI) emerged, bringing new diagnostic information at the cellular level.  

X-ray morphed from analog films to digital, and virtually all medical 

images became 'soft' files on the electronic networks. As imaging 

departments in U.S. healthcare facilities continue to migrate from film to 

digital, the display and storage systems have had to migrate too. These new 

digital imaging storage and display systems are called Picture Archiving and 

Communication Systems (PACS). Most PACS handle images from various 

medical imaging instruments, including ultrasound, MRI, positron emission 

tomography (PET), CT, endoscopy, and mammograms. 

PACS market penetration in the U.S. healthcare space has been 

significant, at almost 90%. A PACS network typically consists of a central 

server that stores a database containing the images connected to one or more 

clients via a local area network (LAN) or a wide area network (WAN) that 

provides or utilizes the images. 

More and more PACS utilize Internet-based technologies as their 

means of communication. This allows remote viewing and diagnosis with 

implications for both civilian and military healthcare facilities. Since 
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radiology departments dominate the production of images, interconnections 

with radiology information systems (RIS) are also key features of PACS 

systems. 

One key challenge in both markets remains in that the different PACS 

systems do not communicate with each other.  Hospital systems that have 

formed via merger and acquisition are challenged to share images across the 

health system.  Opportunities are rising in solutions that offer long term 

archiving but more importantly communication among the disparate PACS 

for purposes of distributing health images across large geographies. 

Diagnostic Imaging equipment is also specialized in the U.S.  This is 

driven by the high degree of specialty physicians i.e. Cardiologist, Vascular 

Surgeons, Orthopedic Surgeons, Radiologists, etc.   

Historically, some companies achieved significant market success by 

offering Diagnostic Imaging Equipment by specializing exclusively in 

specific modalities like Ultrasound.  Other companies have achieved market 

dominance by manufacturing Diagnostic Imaging (DI) equipment across all 

specialties namely Radiology and Cardiology. 

Radiology and Cardiology are two separate markets with both niche 

players specializing in one or the other, as well as traditional large vendors 

who manufacture and sell DI into both markets equally.   
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In the U.S., both hospitals AND physicians purchase equipment.  This 

is driven by the reimbursement and payment system which consists of 

Federal and State government as well as numerous private health insurance 

companies. 

Private physicians often purchase DI for their office practices to offer 

better services to their patients but to increase revenues through procedure 

reimbursements.  This is a key differentiator in the U.S. market that provides 

tremendous opportunities to companies selling DI.  Some companies 

specialize in physician office equipment while other companies sell to both 

hospital and physician offices. 

Physician Practices 
 

The private physician market is in flux, where the foundation of the 

industry is shifting, and will emerge as a very different segment. 

Here are the top 10 key factors that are impacting this segment:  

1. Flat reimbursement  

2. Pressure to improve and measure quality  

3. Patient demand for more time with physicians  

4. More data about patients — more things that can be 

measured, more data to be assessed in making clinical 

decisions 
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5. Risk of being sued for malpractice  

6. Revenue cycle that is inefficient and uncertain  

7. Unraveling of traditional physician patient relationship  

8. Loss of status, prestige — and income  

9. Widespread dissatisfaction with the work of physicians  

10. High and increasing overhead load  

These issues are unique to physician practices. In addition to 

these, there are the typical business issues impacting all small to medium 

sized businesses, including: increasing competition, competition for talent, 

health care costs, regulatory compliance, competition from traditional and 

untraditional industry players, access to capital, and even consolidation at all 

levels. 

Physicians in private practice are now adopting strategies to better 

position their practices for the coming changes. 

1. Provide high quality care consistent with best evidence and 

practices.  

2. Create patient visits that will lead to satisfactory outcomes 

for both patient and physician.  

3. Improve Back office and Support Operation efficiencies.  

4. Stabilize and grow revenue and profitability.   
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Pharmacy 

A key agency known as the National Council for Prescription Drug 

Programs (NCPDP) is a not-for-profit corporation involved in Accredited 

Standards Development Standards with over 1500 members.  Areas of 

involvement include ePrescribing, and the largest Pharmacy Database in the 

country. 

The NCPDP Pharmacy Database acts as the enumerator of the legacy 

NCPDP Provider ID Number (formerly NABP Number). The NCPDP 

Pharmacy Database is a comprehensive database that houses demographic, 

relationship and licensing information for nearly 74,000 pharmacies within 

the United States and its territories and is the industry’s most comprehensive 

pharmacy NPI crosswalk tool. NCPDP works closely with CMS acting as 

the only EFIO (Electronic File Interchange Organization) for pharmacy, 

enumerating and updating pharmacies directly with the NPPES system. 

Physical Therapy/Sports Medicine/Preventative 

This industry has age on its side. As the population ages, disabilities 

are expected to occur in a rising proportion of the population, supporting 

demand for this industry's services. This will promote growth for 

occupational, physical and speech therapy and audiology services. At the 
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same time, significant growth in demand for occupational therapists and 

physical therapists could result in labor shortages, which could negatively 

impact revenue growth and drive up wages costs. 

Physical therapy provides services for people of all ages, from 

newborns to the very oldest, when medical problems or other health-related 

conditions limit their ability to move and function in their daily lives.  

A physical therapist examines patients and develop a treatment plans 

to increase patient’s ability to move, reduce pain, restore function, and 

prevent disability. 

The goals of physical therapy are to improve mobility (such as 

walking, going up stairs, or getting in and out of bed), to relieve pain, and to 

restore physical function and overall fitness.  

Depending on injury, disease, or condition, a patient may need to 

work on flexibility, strength, endurance, coordination, and/or balance. 

Treatments may focus on preventing problems or treating problems that 

affect: 

• Muscles, tendons, ligaments, and bones (musculoskeletal 

system) 

• Nerves and related muscles (neuromuscular system) 

• Heart and related blood vessels (cardiovascular system) 
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• Lungs and breathing (pulmonary system) 

• Skin, including wounds and burns 

Physical therapy services are delivered in many places, including: 

• Outpatient clinics 

• Hospitals 

• Nursing homes 

• Private homes, through home health agencies 

• Schools 

• Sports and fitness facilities 

• Work settings  

Health insurance companies also include physical therapists in their 

lists of providers. 

Physical therapists are educated to provide services for a variety of 

people. Some treat a wide range of injuries, diseases, and health conditions. 

Others specialize in areas such as pediatrics (children's health), geriatrics 

(health issues of the aging), orthopedics (conditions of muscles, tendons, 

ligaments, and bones), sports physical therapy (recreational or professional 

sports issues), neurology (issues with nerves and related muscles), 

cardiovascular therapy (issues with the heart and related blood vessels), 

pulmonary (lung conditions and breathing), oncology (problems related to 
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the treatment of cancer), and women's health (issues before and after the 

birth of a baby, incontinence related to muscle control in the pelvic region, 

problems after a mastectomy, and osteoporosis).  

The decline in reimbursement for Physical Therapy and Home 

Medical Equipment providers and manufactures is being offset by 

demographic trends in the aging U.S. population.  Industry manufacturer’s 

and providers are saying they remain committed however to developing 

more advanced and effective products believing that there will be a trend for 

more Home Therapy products.  It remains very expensive for patients to 

make time consuming and repeated trips to the hospital or clinic. 

Medi USA in Burlington, N.C., for one, is focusing special attention 

on products that can provide effective treatment of arthritis and general joint 

pain. "With the U.S. population more active than ever, it's something the 

baby boomers will surely appreciate," says the company's director of 

marketing. 

In addition, the Orthopedics Instrumentation Market is expected to 

exceed $54.5 Billion by 2015, According to New Report by Global Industry 

Analysts, Inc. 

Rising incidence of spine-related injuries and disorders in the younger 

population is adding to the number of spinal implant procedures being 
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performed annually. Product design innovations, increase in clinical 

evidence of advantages, and a rise in the number of surgeons trained to use 

the devices are among the major factors contributing to the expanding 

demand for spinal implants. In the US, Spinal Products market is projected 

to reach US$4.9 billion by 2010.  

The advent of arthroscopy (minimally invasive technique) was a 

milestone in the field of sports medicine. In the last three decades, 

technological advances in arthroscopy have enabled quick healing in 

athletes. 

The U.S. Market for First Aid and Sports Medicine Products is 

estimated at nearly $3 billion U.S. including implants, and non operative 

devices such as knee braces and splints. 

Sports Medicine Growth 

         By moving the sports medicine center out of the hospital, with its 

association with illness and inpatient stays, the idea is to attract more 

ambulatory patients—people needing outpatient surgery, rehabilitation and 

athletic training. Some hospital executives estimate that once the new 

facility is completed, annual patient visits will double within about four 

years. 
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Building a new facility to pull in more sports medicine patients is a 

profitable proposal in terms of both hospital and physician income. 

Physician reimbursement for sports medicine services on average is 

16 percent higher than it is for orthopedic procedures, largely because of the 

payer mix. Sports medicine tends to attract younger patients with private 

coverage, while orthopedic departments are heavily reliant on Medicare, 

which doesn’t pay as well. 

A number of factors are at play: a broader definition of athlete, the 

aging population, less-invasive procedures and advances in treatment. 

Performance enhancement is responsible for much of the growth in 

sports medicine programs.  Public demand is fueling the growth.  

Bolstering the sports performance business line can be lucrative for 

both hospitals and doctors. Many of the patients are healthy and pay out of 

pocket because public and private insurers won’t cover many of the services. 

The key with self-pay patients is to not price one self out of the 

market.  

Sports performance programs are trying to minimize patients’ out-of-

pocket expenses. 

Some of the biggest changes in sports medicine are occurring at 

opposite ends of the spectrum. More children specialize in a specific sport at 
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an earlier age and play year-round. That has led to a rash of overuse injuries, 

even as early as age 8, 9, and 10 year olds. 

Fueled by the aging population, advances in treatment and devices, 

and consumer demand, the number of orthopedic procedures and sports 

medicine is expected to grow about 20 percent in the next decade. 

$ational Laboratories 

The U.S. clinical testing laboratory market is a $50 billion healthcare 

industry segment. 

Clinical laboratory testing provides physicians with objective data 

needed to promptly diagnose and effectively treat and monitor disease. It is 

estimated that lab testing has an impact on over 70 percent of medical 

decisions, yet laboratory services account for only three percent of health 

care spending. 

Clinical laboratory tests are furnished in three distinct settings: 

independent laboratories, hospital laboratories, and physician office 

laboratories.  

Independent laboratories are estimated to comprise approximately 

40% of a $50 billion market.  

Requests for new tests by a more educated aging population is driving  

expanded market growth. The advent of the Internet has given the aging 
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population easy access to information about new technologies for the 

diagnosis and treatment of disease. This allows older patients to request the 

newest and most innovative diagnostic assays from their healthcare 

providers, who may then be able to provide more comprehensive disease 

management.  

The more educated the health-conscious elderly population is, the 

more proactive they are likely to be in requesting new tests at the time of 

routine physical examinations. 

Market revenues can also be enhanced by cyclic improvements in the 

drug development pipeline. Advancements in genomics and 

pharmacogenomics have the potential to strengthen volumes and revenues 

within the clinical trials testing segment. 

In terms of the Canadian market, the various segments are similar in 

many respects with the exception of governance, regional structures and 

funding. 

The pharmacy market, as an example is private with five major chains 

across Canada. The funding however for drugs to patients is provided either 

through private insurance companies or via the respective Ministry of Health 

for an uninsured citizen. 
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The physicians’ practices are private enterprises, again funded for 

patient visits, etc. by the respective health ministries. 

Regional Health Information Organization (U.S.) 

RHIOs are multi-stakeholder organizations expected to be responsible 

for motivating and causing integration and information exchange in the 

nation’s revamped healthcare system. Generally these stakeholders are 

developing a RHIO to affect the safety, quality, and efficiency of healthcare 

as well as access to healthcare as the result of health information technology. 

Regions in the US continue to use various definitions of  "multistakeholder 

organizations." For instance, in Wichita, Kansas the Clinics Patient Index is 

a software architecture as well as support environment that facilitates 

integration among outpatient clinics and hospital emergency departments. 

Other RHIOs are forming with multiple hospitals, while still others might 

include medical societies, payers and major employers. 

RHIOs are a specialization of health information exchanges (HIE). 

Health information exchange (HIE) is defined as the mobilization of 

healthcare information electronically across organizations within a region or 

community. HIE provides the capability to electronically move clinical 

information between disparate healthcare information systems while 

maintaining the meaning of the information being exchanged. The goal of 
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HIE is to facilitate access to and retrieval of clinical data to provide safer, 

more timely, efficient, effective, equitable, patient-centered care. 

There is a RHIO development process. RHIOs begin by establishing a 

governance structure as well as a shared vision or motivation. 

RHIOs then establish strategies to achieve the vision. Several 

strategies are typically identified and include: 

 1) Identifying a technology and network infrastructure that will create 

the desired integration 

 2) Defining standards for data sharing, protection of data, and 

business practices to ensure patient protection while facilitating greater 

information sharing 

 3) Defining educational and business strategies that ensure 

appropriate use of greater health information technology and the 

sustainability of the effort, and  

4) Other technical and non-technical strategies that create health 

information exchanges. 

RHIOs then embark on efforts to implement the desired strategies. Of 

the more than 150 RHIOs being formed a recent study has indicated that 

only nine have actually moved to this stage of development where health 

data is actually exchanged.  
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The expectation is that RHIOs will continue to provide their 

technology-based health information exchange as a service without requiring 

constant oversight by the multistakeholders. Consequently, opportunities 

will exist to use RHIOs and more importantly the collaboration as the means 

to achieve other goals for a community or region. 

RHIO Vision 

Many experts consider RHIOs essential to the vision of creating a 

National Health Information Network (NHIN), which will distribute a 

unified patient record based on data from different information systems, 

formats, organizations and locations without affecting systems in which 

information is shared across decentralized, heterogeneous technology 

environments including hospitals, clinics, and physician practices - in a 

complete, accurate, real-time data exchange environment. 

Current RHIOs 

Some of the currently self-sustaining RHIOs to date: 

HealthBridge, Greater Cincinnati area (Ohio, Kentucky and Indiana)  
Indiana Health Information Exchange  
Indianapolis Network for Patient Care- Regenstrief INPC  

Prescription Drug Coverage 

Like other insurance, if a patient joins, generally they will pay a 

monthly premium, which varies by plan, and a yearly deductible. They will 
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also pay a part of the cost of the prescriptions, including a copayment or 

coinsurance. Costs will vary depending on which drug plan is chosen. Some 

plans may offer more coverage and additional drugs for a higher monthly 

premium. If a patient has limited income and resources, and can qualify for 

extra help, they may not have to pay a premium or deductible.  

E-Prescribing (U.S.) 

A prescriber's ability to electronically send an accurate, error-free and 

understandable prescription directly to a pharmacy from the point-of-care - 

is an important element in improving the quality of patient care.  

The inclusion of electronic prescribing in the Medicare Modernization 

Act (MMA) of 2003 gave momentum to the movement, and the July 2006 

Institute of Medicine report on the role of e-prescribing in reducing 

medication errors has received widespread publicity, helping to build 

awareness of e-prescribing's role in enhancing patient safety.   

Developing the standards that will facilitate e-prescribing is one of the 

key action items in the governments plan to expedite the adoption of 

electronic medical records and build a national electronic health information 

infrastructure in the United States. 

The MMA created a new voluntary prescription drug benefit under 

Medicare. Although e-prescribing will be optional for physicians and 
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pharmacies, Medicare will require drug plans participating in the new 

prescription benefit to support electronic prescribing. 

The foundation standards cover transactions between prescribers (who 

write prescriptions) and dispensers (who fill prescriptions) for new 

prescriptions; refill requests and responses; prescription change requests and 

responses; prescription cancellation, request and response; and related 

messaging and administrative transactions. 
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Key U.S. Vendors 

 

Allscripts Medication connectivity solution 

AT&T Wireless technology 

Caretech Solutions Call Centers 

Cerner HIS 

Design Clinicals Inc. Electronic medication tools 

Eclipsys HIS 

EHRC Consultant Consulting 

Enovate It Mobile hardware systems 

EScription Speech recognition 

GE Various clinical solutions 

Green Way Medical Electronic records 

ICA Informatics Portaland (?) disease management 

Ingenix Electronic data exchange 

InteGreat Electronic medical record 

Loftware Labelling and bar coding 

McKesson HIS 

Medicity Eneterprise portal 

Medseek Consulting services 
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NextGen Physicians medical records 

NovoInnovations Interoperability software 

Patient Keeper Wireless medical record 

Philips Various clinical solutions 

Picis Medication robotics 

QuadraMed HIS 

Relay Health Scheduling 

SCI Solutions Referal and admitting solutions 

Sentillion Single sign-on, identity management 

Sentry Data Systems Pharmacy management 

Siemens Various clinical solutions 

SolCom Electronic document scanning 

Sonita Technologies RTLS 

Sunquest Information Systems Lab referral 

TeraMedica Storage and archiving 

Virtual Radiologic Virtual radiology services 
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Key Canadian Vendors 

 

Bell Canada Integration and partner for various 

solutions 

CGI Integration and partner for various 

solutions 

DMR/Fujitsu Consulting and integration 

GE Medical Multiple clinical solutions i.e. PACS, 

pharmacy, etc. 

IBM Integration, pharmacy, RIS, Lotus 

Notes and BI 

Logibec Community and long-term care 

Medisolution Financial, payroll, HR, and BI 

Microsoft Administrative solutions 

Omnimed Patient EMR for physician practices 

Philips Various clinical solutions 

Perkinje Patient EMR for physician practices 

Siemens Various clinical solutions 

Soft Medical Radiology RIS 

Sun Microsystems Hardware and  clinical portal 

Crescendo Dictation system 

CHCA Operating room system 

LMS Obstetrics 

Telus (New owner of Emergis) Medication and clinical portal 

Xwave (Division of Bell) Consultation and integration 
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Key Trends 

 

United States 
 

The evolution of U.S. healthcare infrastructure and its drivers will 

continue to accelerate as the Obama administration carves out a significant 

portion of the proposed $1 Trillion economic stimulus package. 

Historically, new technology was the driver of the healthcare 

commercial markets.  Hospitals quickly purchased technology for 

competitive reasons.  Little competition existed among the relatively few 

number of healthcare technology vendors across all types of technologies 

including but not limited to imaging modalities, software programs, and 

devices.   

In the 1980’s, hospitals competed for patients by offering more 

services, better doctors and nurses.  The hospitals customer was the patient.   

In 1990’s, the reimbursement models changed giving insurance 

companies more leverage in the form of Managed Care insurance policies.  

Insurance companies now controlled patient populations through the 

insurance plan patients’ (employees) subscribed to.  Insurance companies 

negotiated with hospitals a reduced reimbursement fee and very successfully 

wrenched control of the market away from the hospitals. 
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Seemingly overnight, the hospitals customers changed from 

physicians to the large insurance companies.  Hospital executives realized 

that it was the insurance companies that controlled where patients were 

referred to and admitted, thus their financial health.  The physician now 

became merely a commodity for the hospital, no longer a key influencer in 

hospital management. 

This change in market force was critical and impacted the vendor 

industry.  Technology vendors no longer enjoyed a target market (hospitals) 

that were willing to purchase the latest and greatest technology regardless of 

investment costs.  Many times, those purchase decisions were driven by the 

hospital physicians who wanted everything and anything new.  In this new 

model, physicians had little voice as to whether a new technology was 

purchased.  The hospital administration now made that decision based on 

economics vs technology adoption. 

The impact to the vendor industry was that the market was no longer 

driven by new technology.  It was driven by economics and the impact any 

given technology might have on the hospitals financial statements.  The 

driver of the markets evolved putting the hospitals in control of technology 

purchase decisions. 
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Hospitals soon realized their customers were the insurance companies.  

As insurance companies continued to control reimbursement policy, 

hospitals would respond by improving efficiencies.  Thus drove a whole new 

wave of technology development and thus the Healthcare Information 

Technology (software) industry exploded onto the seen. 

Vendors changed overnight.  A whole new mission was defined, the 

competitive landscape increased as entrepreneurs sprouted across the 

country.  Companies that focused in other industries quickly erected lines of 

business focused on health, and re-engineered their general products to fit 

the needs of the hospital enterprise. 

New start-up companies were born almost on a daily basis.  The new 

market was being driven by the reimbursement and fee schedule defined by 

insurance companies – and new product development responded to the new 

economics of healthcare for the next 10-20 years. 

Market change continued by the turn of the century the next 

institution that held the keys to the kingdom of healthcare became the 

Federal Government.  Congress by enacting regulations and writing new 

legislation seized the market.  Government began to impose these new 

regulations on both the insurance industry and the healthcare industry. 



49 
 

© Finnish Health and Well-being Cluster, 2009 
 

Today, it is the Federal Government that drives the market through 

compliance regulations across all aspects of technology, clinical protocols, 

and most importantly, the patient population. 

The U.S. Federal Government is now, and will increasingly become 

the single most influential driver in U.S. healthcare and its corresponding 

industry.  

On January 2009, the U.S. House of Representatives’ House Stimulus 

Bill Draft calls for $2 Billion for the Office of the National Coordinator for 

Healthcare Information Technology (ONCHIT). 

The discussion draft (warning: PDF) of The American Recovery and 

Investment Act of 2009 in the House of Representatives contains  $2 billion 

in new funds specific earmarked for healthcare IT, with that entire amount to 

be managed by the Office of the National Coordinator.  

The remainder of the $20 billion figure that was quoted for healthcare 

IT would be distributed by Center for Medicare Services (CMS) as pay-for-

performance incentives that have not yet been defined. 

ONCHIT’s short-term $2 billion spending would be targeted for 

nationwide information exchange, healthcare professional training (possibly 

in informatics, not specifically stated), and grants for hospitals and doctors 

to acquire CCHIT-certified products.  
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A report says that most of the CMS incentive funds will go to 

hospitals, with the intention of covering 1/3 of the cost of electronic medical 

records systems, but not prior to purchase.  

Meanwhile on the other side of Congress, testimony from January 

15th, 2009 morning’s Senate hearing on Investing in Health IT: A Stimulus 

for a Healthier America is available online in video and PDF formats.  

The healthcare sector gains 30,000 jobs in December 2009, while the 

nation as a whole loses more than 2 million. About 14,000 of the jobs are in 

ambulatory care, 12,000 in hospitals, and the rest in long-term and home 

health care.  
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I.  A recent study was conducted by the $ational Research 

Council Report on Healthcare IT.   

 

In summary, the following is a perspective on the findings of this 

report. 

This report is critically important in that it provides some basis for 

understanding what opportunities and challenges lay ahead for the healthcare 

technology industry and what the future trends will be. 

It concludes that, despite big investments and painful 

implementations, today’s IT is not really helping patient care as much as it 

could and maybe we’re going further in the wrong direction.  

End-users will appreciate the observation that vendors do not often 

take human factors design into account, resulting in systems that are hard to 

learn and use.  

Hospitals will take some offense because it holds them accountable 

for not using what they’ve bought and using automation mostly for purposes 

that have minimal patient care value. 

Not everybody in the government will like it because it emphasizes 

that healthcare needs drastic changes, not just more of the same systems, 
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especially when it comes to complicated government payment for services 

that aren’t necessarily in the patient’s best interest. 

Even the big hospitals that served as the site visits may not like it 

because, despite the mind-boggling sums all of them have spent on IT, the 

report doesn’t suggest impressive results. It mentioned one unnamed site that 

has spent $500 million on IT in the past 10 years, but still isn’t where it 

should be. 

A most impactful statement echoed the opinion of many healthcare 

executives: the government should reward quality and let providers use 

whatever tools, IT or otherwise, that will help them. 

This report was produced by the National Academies, of which the 

Institute of Medicine is one division (along with the National Academy of 

Sciences, National Academy of Engineering, and National Research 

Council). 

Members of these groups work without compensation to advise the 

government and the public on science and technology issues. 

Members of the Committee on Engaging the Computer Science 

Research Community in Health Care Informatics are: 

• William W. Stead, Vanderbilt University, Chair (CIO and 
information architect) 

• G. Octo Barnett, Massachusetts General Hospital (Harvard 
professor and research informatics)  
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• Susan B. Davidson, University of Pennsylvania (computer 
science chair) 

• Eric Dishman, Intel (general manager of Intel’s Health 
Research and Innovation Group)  

• Deborah L. Estrin, UCLA (computer science professor) 

• Alon Halevy, Google (research scientist)  

• Donald Norman, Northwestern University (design professor)  

• Ida Sim, UCSF School of Medicine (associate professor of 
medicine and informatics director) 

• Alfred Spector, Google (VP of research) 

• Peter Szolovits, MIT (computer science professor)  

• Andries Van Dam, Brown University (technology and 
education professor) 

• Dio Wiederhold, Stanford University (professor emeritus of 
computer science) 
 

This study focuses on hospitals.  

II. Predicted Trends of Healthcare IT 

• Comprehensive patient data. Computers could identify and 

count home meds, then using RFID-encoded prescription 

information to assess patient compliance.  

• Patient-specific clinical decision support. Instead of looking 

at paper EKG strips, the doctor sees them overlaid with an 

animated electronic model of the patient’s heart. Historical 

information is presented in a consistent format for easy 

comparison.  

• Application of evidence-based practice guidelines and 

research into practice. Doctors can subscribe to medical 
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literature alerts, download new clinical guidelines into their 

systems, and use them to construct a series of patient flowcharts 

to choose from, when will then update disease management 

dashboards, order sets, and pre-programmed reminders.  

• Tools that can highlight patient and population problems. A 

doctor can review a dashboard of all their diabetic patients, with 

all measures of disease color-coded so that all patients can be 

quickly assessed visually and interventions planned. During the 

patient’s visit, the system chooses drugs based on their 

therapeutic class and insurance coverage. 

• Rapid integration of devices and historical patient 

information as a "learning" system. Patients run applications 

on their smart phones that measure activity and post it to their 

Facebook page widget. Inhalers are Bluetooth-enabled to 

monitor compliance and provide alerts tied to activity and 

environmental factors.  

• Integration of information from alternate care sites, such as 

the home. Diabetics wear continuous blood glucose sensors 

that suggest action and dial an emergency number on their cell 

phone if readings advance to dangerous levels. 
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• Empowerment of patients and families with personal health 

records, education, and provider communication. EHRs 

allow patient access via the Internet and have an interpretation 

function that gives a lay explanation comparable to what a 

physician would provide. 

Priorities for Market Entry and Penetration 
 

Today’s systems are built on a transaction-heavy foundation, with 

minimal context or grading the importance of information. 

Decision support should provide cost analysis, grade the quality of 

information, and allow clinicians to simulate interventions before doing 

them for real.  

Systems should be designed as thinking systems with transactions 

built in, not as transaction systems with decision support bolted on.  

Caregivers should not have to manually enter data that is being 

collected by electronic sensors - systems should be self-documenting. 

Users should be able to pose questions and have retrievals query 

multiple databases without requiring data in them to be standardized.  
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Physician-patient interactions should be captured by real-time 

transcription and camera/microphone recording with suitable privacy 

consideration. 

Provider IT investments should be evaluated within four IT domains: 

automation, connectivity, decision support, and data mining. 

Organizations should at least scan their paper documents to make 

them available electronically. 

Hospitals have a mix of paper and computer records, so users have to 

learn where to look. 

Work lists are usually managed on paper. 

Clinical systems were simply built to look like the paper they were 

supposed to replace, such as flow-sheets. 

Documentation is after the fact. 

Clinical roles and responsibilities are not explicit. 

Clinical users value speed over everything else, but they don’t 

understand the systems that are supposed to support them. 

Legacy systems predominate, each with their own setup parameters 

and content, implemented with the goal of getting up and running rather than 

doing anything useful. 
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Change management in hospitals means nobody moves ahead until 

the slowest party is ready. 

Biomedical devices were universally poorly integrated. 

Semantic interoperability is almost non-existent. Systems weren’t 

designed to guide users through the process of completing common fields 

with standard terminologies. 

Today’s imaging technologies provide greater speed and superior 

image quality. However, when workflow is encumbered by inefficiencies, 

the benefit to the organization – and ultimately the patients – may not be 

fully realized. Even with the latest equipment installed, many organizations 

face delays in report-turnaround time and a backlog of patients waiting for 

appointments. Diminished capacity and productivity can lead to a variety of 

problems for diagnostic imaging facilities or departments, including: 

• Delay in diagnosis and treatment 

• Emergency department bottlenecks 

• Increased length of stay 

• Patient dissatisfaction 

• Referring physician dissatisfaction 

• Potential loss of outpatient business 

• Loss of revenue 
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To optimize performance, technology must not only be leading edge, 

it also must be appropriately aligned with the people and process steps 

involved in the delivery of safe and cost-effective patient care. One approach 

that has proven to be effective involves the implementation of technical 

strategies such as Lean and Six Sigma, along with cultural tools to accelerate 

change and build acceptance.  

Given the data and analysis provided in this report, it is important to 

understand that there is no one best way for any company to enter the U.S. 

market. 

Each individual company will have its strengths and weaknesses, in 

areas of funding, technical prowess, competitive strength, sales and 

marketing, human capital. 

It is noteworthy to understand the cultural tendencies of U.S. 

companies and how they align to the buying culture of U.S. physicians, 

hospitals, and other healthcare entities.  Understanding the procurement 

processes of the target markets will be critical to the success of any company 

entering the U.S. market. 

In crafting a strategy, it is recommended that the Company start first 

by defining the criteria for deeming entry into the U.S. a success.  In other 
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words, define the desired business outcome first then reverse engineer the 

processes that achieve that specific outcome. 

Companies in the U.S. go to market for varying reasons. 

Start-ups many times wish to be acquired, while others have 

intentions to issue an Initial Public Offering (IPO) and be listed on public 

stock exchange.  Each would require a unique strategy and operating model. 

Companies that are already operating and have customer success 

examples to leverage in the market have a higher degree of success.  The 

U.S. buying culture in healthcare is moderately risk averse.  Many 

healthcare executives look for Company to have examples of successful 

implementations in institutions that resemble their own. 

Identifying the target market is critical to success as is the 

understanding of the competitive landscape specific to that target market.  

Defining the Company’s ideal customer profile is key in preventing high 

sales failure rates and extended buying cycles. 

Distribution Models 

Distribution methodologies vary depending on the product offering.  

The conventional method for young companies is to develop a partnering 

strategy or channel distribution strategy.  Once the company achieves certain 
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financial and operating milestones, migration to direct distribution is the 

norm. 

Other companies decide to distribute directly to the end user through 

employee representation.   

The recruitment of sales and marketing, technical and engineering 

resources, support personnel, administrative, management, and executive 

leadership are all key hiring decisions. 

Some priorities for a company to consider in the Go-To-Market 

Strategy: 

In the U.S.: 

• Establish a local presence with U.S. office and executive 

team 

• Identify key luminary sites i.e. University Hospital/Medical 

School as Beta site for implementing product and conduct 

validation testing or to serve as proving ground 

• Recruit regional or national Guru.  A physician or scientist 

who is well published, able to conduct speaking 

engagements and publish white papers utilizing Company 

offering 
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• Establish key customer sites in each geographic region in the 

U.S. market to leverage future sales and create site visit 

protocols 

• Establish membership and attend national tradeshows and 

participate as exhibitor 

• Establish relationships with key national industry trade 

organizations i.e. Forrester Research, Gartner, KLAS 

• Establish relationships with regional consultants 

• Establish purchasing contracts with hospital purchasing 

groups.  Organizations that sell memberships to hospitals 

and become Group Purchasing Organizations.  GPO’s 

provide exposure and credibility to associated vendors for 

the market.  Hospitals receive discounts and other benefits. 

The Canadian market is not as insistent on vendors establishing 

themselves directly with offices and staff as the U.S. appears to be. 

Some examples of successes endorsed by the market, have been 

around large Canadian integrators, Telcos or existing vendors who have 

established complementary partnerships with foreign companies.  Examples 

of these successes are: 
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• Telus with the Oasis technology 

• DMR/Fujitsu with the Microsoft tools 

• Bell with Orion 

The preferred initial market entry model for Canada is through 

partnerships with existing large healthcare knowledgeable vendors who offer 

appropriate credibility, delivery capacity and ongoing support. 

The external vendor has to commit to appropriate training with 

resources to accompany its Canadian partner, through the first sale and 

implementation. 

The recommended targets would be: 

• Bell 

• Telus 

• CGI 

• DMR/Fujitsu 

• IBM 

• Sierra Systems 

• Accenture 

• EDS 
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• Sun Microsystems 

Complementary influencial partners would be: 

• Microsoft 

• Oracle 

• Orion 

Key Market Associations 
 

The Canadian market piggy backs on the HIMSS and RSNA 

conferences and related activities. 

Canada has its own pan-Canadian healthcare conference called e-

Health Canada which is held once a year in a major city, this year being in 

Quebec City at the end of May. 

Each province hosts a conference and the two that are better known 

and attended are in Ontario and Quebec. 

The Radiological Society of North America (RSNA) is a nonprofit 

medical society with an international membership. It includes a database of 

funding opportunities, radiology and radio-graphics journals 
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Medical Group Management Association (MGMA) serves 21,500 

members who lead and manage more than 13,500 organizations in which 

almost 270,000 physicians practice 

Towards Electronic Patient Records (TEPR) is the premier health IT 

conference for clinicians, healthcare executives, and HIM and HIT 

professionals seeking the most innovative, cutting-edge and practical 

solutions for today's health IT issues. 

Market Entry Recommendations 
 

The U.S. market brings size in terms of potential and the Canadian 

market brings easier short-term access. 

A quick entry strategy would be to link up with one or two large 

Canadian partners in parallel with getting accreditation from Canada Health 

Infoway. This would enable a vendor to capitalize on existing opportunities 

and potentially get some quick wins. 

With the U.S. market, it would be wise to select a specific niche, 

gather more data and hire a small team to provide local U.S. presence and 

credibility. 


