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COVID-19’s impact on the medical 
device industry will be measured in 
its corresponding effect on medtechs’ 
customers: hospitals and health systems. 
Given their deep background in the provider 
community, the principals at Santé Ventures 
offer a glimpse into the pandemic’s impact.

Santé Ventures:Santé Ventures:  

VENTURE CAPITAL

Investing in the  
Time of COVID

The COVID-19 pandemic—and the economic crisis that has 
accompanied it—has placed the medical device industry in 
a somewhat unenviable focus. While some segments of the 
industry, most notably, PPE, ventilators, and diagnostic testing, 
have taken on a new prominence, the overall impact has 
been negative, particularly as health systems overwhelmed 
in caring for COVID-19 patients all but stopped doing 
elective procedures. The initial shock came in the early spring 
when the full impact of the pandemic was first felt, mostly 
on the East and West Coasts. By mid-summer, while several 
Northeastern states seemed to be getting a handle on the 
virus, others, in the South and Southwest, were experiencing 
even greater waves of the pandemic, and the virus seemed 
headed north for the Midwest and Upper Midwest.

As the pandemic has raged, it’s become clear that the 
broader impact on the medtech industry is directly linked to 
how the coronavirus is affecting our customers—the hospitals 

and health systems that perform the elective procedures 
in which our devices are used. To be sure, the impact has 
been felt most acutely by the large multinationals, for which 
elective procedures represent the basis of current revenues. 
But start-ups and their investors have felt the impact as well. 
Early concerns about how the pandemic would affect early-
stage companies’ ability to conduct clinical trials and later-
stage companies who are preparing for commercialization 
efforts, remain an issue. But as investments have continued 
over the past several months, many if not most investors 
have begun to look past the short-term implications of the 
pandemic, recognizing that for the most part, they are 
playing a long game, backing companies who are still 
years away from finding their way into hospitals.

For investors in particular, the pandemic represents no 
intrinsic obstacle to investment; there’s nothing about 
COVID-19 itself that might limit their ability to invest 
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(unlike the economic collapse of a dozen years 
ago). Rather, investing decisions are really most 
influenced by the broader impact that the virus 
is having on health systems. In turn, that means 
that assessing investment opportunities is helped 
by a background and expertise in the provider 
community, and few venture groups understand 
how hospitals and health systems think better than 
Austin, TX-based Santé Ventures. Not only do 
several of the principals come from the provider 
side of healthcare, but the firm’s limited partners 
(LPs) include several prominent health systems 
across the country. To try to understand how the 
pandemic’s impact on the healthcare system might 
affect medtech’s customers, we spoke in early July 
with Joe Cunningham, MD, James Eadie, MD, and 
Doug French about what their experience working 
in health systems tells them about the impact of the 
pandemic and what they are hearing from their LPs.

  
MedTech Strategist: Santé is a different kind 
of venture group in that in your backgrounds 
and in your current LP portfolio, you have 
a strong provider influence. I’m wondering 
whether you think that has given you a 
different perspective on the pandemic than a 
more traditional venture group. 

Doug French: I think it does, from a number of 
standpoints. First, among our LP base, we have 
about 40% of our capital from eight different 
health systems. Joe and I stay in touch with the 
CEOs of those health systems, which gives us 
insights, from their pre-COVID to their current 
COVID and even some post-COVID perspectives. 
We also gain insights from James’, Casey’s 
[Cunningham, MD, Santé’s CSO] and Joe’s 
medical backgrounds, which we blend with those 
insights to inform us about this pandemic and how 
it’s shaping investment opportunities.

Joe Cunningham: Let me give you an excellent 
example of how that works. Over the past couple 
of years, we’ve been looking at the impact that 
telemedicine—remote patient monitoring and virtual 
visits will have on the consumerization of healthcare. 
Even before COVID, we saw some clear trends. 
Millennials have no interest in driving to a doctor’s 
office, parking, sitting in a waiting room for a 

couple of hours to see a doctor for five minutes. Our 
relationships with hospitals, payors, and doctors 
have all highlighted the same change. Employers 
are coming to payors and saying, ‘Millennials are 
now the largest part of our workforce, and they 
are not interested in how healthcare has been 
delivered. They want a change.’ We have screened 
dozens of companies in the space and have made 
a couple of selective investments.

COVID has caused such disruption, transforming 
and accelerating things that were already 
beginning to happen, along with other 
structural changes. Independent primary care 
doctors who aren’t owned by health systems 
have been a significant part of the American 
healthcare ecosystem. They have benefitted from 
disproportionate amounts of leverage over the 
payor as they were not affiliated with a specific 
hospital. A United Healthcare or a Blue Cross/ Blue 
Shield could leverage these doctors against large 
hospital systems based on their direct referrals.

COVID has similarly impacted hospitals because 
people stopped going to the doctor, seeing 
specialists, and halted elective procedures. But 
for these independent physicians: primary care, 
family practice, internal medicine, OBGYN; 
COVID decimated their practices. The margins 
for these doctors are small already, and with no 
profits due to low volumes, there is now substantial 
economic instability.

CMS and some big payors have recognized this 
issue, with some stopgap measures to keep them 
viable, but it’s not enough. The big question now is, 
‘Are we doing enough for independent physicians?’ 
This dwindling breed is now so economically 
vulnerable, they will either retire or sell their 
practices to a hospital or a payor. Unfortunately, 
the weaker the independent doctor group, the more 
leverage the health systems have. 

Another trend that can help doctors is the move 
toward capitation or pre-payment of some kind. 
Not the traditional, value-based capitation, but 
giving a full cap payment to these primary care 
groups, paying them in advance to keep their 
practices viable and essentially making them what 
in the ‘90s would have been called gatekeepers. 
Payors will give them a risk corridor that will richly 
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reward them as they guide patients to the appropriate care in the 
proper setting. The second component concerns access. Many of 
the well-known hospital systems we speak to recognize they aren’t 
just the most expensive healthcare in town, but the hardest to 
access. As a result, many of these health systems are fiercely intent 
on finding ways to consumerize their services. They understand 
that they need to make healthcare easier to obtain, whether 
through virtual care, or having people go to their local Walgreen’s 
instead of driving to the hospital, parking in a parking lot, and 
getting in an elevator and going up 13 floors. People just don’t 
want to do that anymore. Making healthcare more convenient, 
more local, in the home, or the neighborhood, is something that the 
primary care groups have been trying to do for a while, and now I 
see a lot of the health systems also attempting to do that as well. 

One of our portfolio companies is Remedy. They’re a cross 
between telemedicine and consumer medicine. When I was on 
the payor side, we initially viewed these companies as an extra 
layer of cost that didn’t improve outcomes or address gaps in 
care. When you are mom and worried about getting your child 
or parent cared for, the healthcare system can seem like a blind 
alley. Remedy is different because, as a consumer, you make one 
call, and your problem is solved. We can do virtual visits, or if we 
need to send somebody to your home for a house call, for blood 
work, strep screens, flu tests, or even stitches, our team is trained 
to take care of you. Remedy doesn’t compete with primary care 
doctors, but rather partners with them, either securing a virtual 
appointment with them, or we can handle it. If you need specialty 
imaging or specialty care, we become your advocate and 
navigator. Our differentiation with other telemedicine programs is 
that we solve your problem when you call Remedy. 

Telehealth has been around for a while. Does COVID 
accelerate the shift to things like telehealth and greater 
consumerism? Or does it represent a short-term 
opportunity, with a return to more conventional care later?  

DF: Great question. COVID has dramatically increased the 
volumes of telehealth, and Remedy has undoubtedly benefitted 

from an inflection of growth over the last few months. But 
we aren’t only a COVID-all-the-time telehealth urgent care 
center. We are a full-spectrum solution, so we are balancing 
the immediate issues and continuing to build and grow our 
other services. I have spent a significant amount of time talking 
to payors and health systems about that question—‘Will we 
return to the old ways’? And the answer is no. Both doctors and 
providers have become used to virtual visits, and while some 
people will return, the paradigm has changed.

The idea of remote patient monitoring and care provided outside 
of major medical centers is here. I don’t think we’ll ever return to 
the way it was before. I can’t over-emphasize this change. I think 
we’re going to see risk-bearing contracts for primary care doctors 
that will motivate and incentivize them to navigate patients through 
the healthcare system. That’s going to be one of the transformative 
changes that COVID will bring. The trends were already pushing 
in that direction, but before COVID, it would have taken years. 
We’re not going to let a good crisis go to waste. I think you’ll see 
telehealth increase dramatically over the next year.

What, then, does that say about your interest and 
confidence, as an investor group, in medical devices? 
No one is going to do surgery or a cath lab procedure via 
telehealth. Does the broad shift to telehealth make medical 
devices much less important in the new healthcare delivery 
system?

DF: I’ve spoken to the CEOs of five health systems in the last three 
weeks. These are systems that have a multi-market presence 
across the United States, and in most cases, they’re suffering 
from the loss of elective procedures. They prepared for the 
COVID surge early, which either hadn’t arrived or not yet. In the 
meantime, they lost all the revenue from their bread-and-butter 
procedures. Their top priority right now is treating COVID as a 
financial issue because they are hemorrhaging financially.  March 
and May were their worst months in history; the government 
funding aided April. As Joe mentioned, they must return to 
elective procedures, and they are concerned about consumer 
engagement regarding those procedures. I’d like to hear James’ 
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perspective on this, but I think the market will begin to separate 
elective procedures in terms of those that are very medically 
necessary and those that are questionably medically necessary. 

I think some procedures can be done in other settings than a 
hospital, and COVID will accelerate that. All these CEOs use 
the word “accelerant” as a description of COVID, especially in 
terms of payment reform, site of care, site of discharge. Those 
that also have skilled nursing facilities in their systems have seen 
dramatic decreases in skilled nursing because doctors and 
patients don’t want to be discharged into a nursing home. They 
want to go home. Remote monitoring and telemedicine; the 
technologies that enable care at home, is where we are headed.

I think this will slow down the purchase of innovation for a while 
as we readjust and reassess the types of procedures that are done 
and overall demand. That said, at Santé, we’ve always focused on 
devices that are dramatically innovative and much cheaper and 
better for the patient. I think those criteria will still make sense.

James, let me tee up your response by noting that I have 
been surprised in talking to people that one of the things 
they saw in the initial spike in COVID cases was that not 
only were elective procedures shut down, but the definition 
of what is an elective procedure expanded. I talked to one 

executive at a spine company who said that people were 
putting off spine surgery, and I’ve heard that even some 
acute myocardial infarction patients were reluctant to go 
to the hospital. Are we going to see a distinction made 
between, as Doug suggests, different kinds of elective 
procedures, a distinction that means there are some 
procedures that will absolutely come back and others that 
we won’t do anymore?

James Eadie: I think we must break things into time points to 
understand what is elective and what is urgent or emergent. Right 
now, we are in the acute phase of the COVID pandemic, and 
we’ve just gone through a period where elective procedures 
shut down. Many of the urgent procedures and even emergent 
procedures, such as the AMI and the need for stents, have 
dropped dramatically during this time. In talking to many 
physicians, those procedures have started to regain traction as 
hospitals have re-emerged from the first shutdown. So, whether it’s 
EP ablations or heart valves, as I talk to many of my colleagues, 
those procedures are getting back toward 90%-plus of pre-
COVID levels. The challenge with spine surgery is that many 
patients don’t need back surgery; in fact, many do better without 
it. It will take some time for that procedure to get back to pre-
COVID levels. ENT procedures are another example where it will 
take some time given potential exposure to COVID and significant 

Company Technology

Biostable Novel device to repair aortic valves 

Claret Medical Embolic protection system for TAVR and other cardiac interventions

Cryosa Minimally invasive treatment for obstructive sleep apnea

Dyamx Device therapies for GI and metabolic disease processes

Endovascular Engineering Vascular thrombectomy technologies

Farapulse Catheter-based cardiac ablation therapy for atrial fibrillation and other arrythmias

Laminar Left atrial appendage closure device

LDR Spine Spinal implantable systems and instrumentation 

Millipede Percutaneous mitral valve repair system for functional mitral regurgitation

Reprieve Cardiovascular Therapy for heart failure management

TVA Medical Catheter device for minimally-invasive creation of vascular access sites for dialysis patients

Figure 1

Santés Medtech Portolio

Source: Santé Ventures
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safety precautions for patients and practitioners. The timing 
issue concerns the continuation of the first wave or the second 
wave. In early July, the hospitals in Austin, TX, eliminated elective 
procedures again, bringing us back to the acute phase. We will 
likely be here for a long time, so trying to predict what type of 
rebound we’ll see and what procedures are anybody’s guess.

In our funds, we’re not as affected by this trend. Those kinds of 
procedures impact the big strategics more than the companies 
we start and build (see Figure 1). We are focused on bringing 
new, innovative technology to market, where our time horizons 
are five to 10 years out which mitigates the COVID risk. The fact 
is that we’re still going to have patients needing novel oncology 
therapies or heart failure therapies or spine surgeries five or 
10 years from now. Those kinds of things are not going away 
because of COVID’s spread today. The challenge that venture-
backed companies have today is how to navigate through this 
near-term uncertain time when they’re producing no revenue, 
are living on equity, and trying to execute a clinical trial strategy. 
Most of our companies are in either pre-human or human clinical 
studies, and they need to collect clinical data. That becomes the 
real challenge for the venture side: how to navigate a clinical trial 
world during COVID.

How long do you think that kind of navigation will last? Are 
you confident that by, say, the beginning of 2021 the system 
will have settled down enough to enable the full restoration 
of elective procedures and running of clinical trials? Or do 
you worry that there’s going to be a long-term ripple effect 
of this?

JC: Both. I think it’s going to require a vaccine to get us back to 
the new normal, and I think we won’t see that until the spring 
of next year. In Russia, they’re fast-tracking development, and 
so a vaccine there may come as early as the end of this year. 
[Editor’s note: On August 11, Russia announced the approval, via 
registration certificate, of its pre-Phase III COVID-19 vaccine.] 
And there are going to be vaccines from several other sources. 
But beyond vaccines, there are many confounding variables to 
the recovery. The FDA says that any vaccine must be more than 
50% effective to work. But if we don’t get a handle on social 
distancing and wearing masks so that we can flatten the curve, 
then the vaccine will have to be 75% effective or greater to get to 
herd immunity and the effective stop of the virus. When you factor 
in the substantial anti-vaccine movement, especially in the US, 
merely having a vaccine may not be enough. We must see how 
leadership and the public respond to the vaccine. I say this with no 
assurance, but I think we’ll see the end of the virus by next spring.

In the short-term, we’re now looking at other places around the 
world to do clinical trials, and we’re getting very creative in how 

we do that. But we have to be very innovative, as those cost more 
money and take longer. A recent article estimated that 40,000-
50,000 people have died from not going to the hospital out of 
fear of being infected with COVID. Some of this will persist and 
raise the bar as people consider whether a procedure will benefit 
them enough to go to the hospital. I don’t think this is a bad thing, 
because not getting a surgery you didn’t need is good, and that 
goes on every day in our healthcare system without COVID.

As hospitals begin to re-think necessary and unnecessary 
elective surgeries, do you see any technologies or 
procedures that are hot right now being reconsidered in the 
new reality, anything that in a post-COVID age might not cut 
it anymore? With the financial pressure hospitals are under 
that Doug spoke of, I’m wondering how hospitals are dealing 
with cap-ex pressures, and it occurs to me that may affect 
something like the purchase of new robotics systems. As a 
result of the economics of COVID, does the future of robotics 
suddenly look a lot less rosy?

JE: Robotics is complicated because it is a significant capital 
expenditure. In line with Doug’s comments that institutional 
balance sheets are stretched, this will impact how they decide 
to deploy capital—whether they buy another multimillion-dollar 
robotics system or use the money elsewhere—is important. We 
could speculate, but the robotics discussion is more than just 
CapEx. We view it as digital surgery. We think that bringing 
machine learning to improve surgical procedures and patient 
outcomes will continue throughout this pandemic. We are at the 
beginning of this digital revolution, and we are actively looking 
at pioneers in the area. 

In healthcare, the development and adoption of digital 
technologies has been slower than other areas; still, we believe 
the use of innovations like machine learning and natural language 
processing will accelerate the ability to take the best procedures 
and translate them into care for everybody. Will it be tomorrow? 
No, but 10 or 20 years from now, I’m hopeful we will learn why 
some procedures work in the hands of great surgeons and not with 
other surgeons. Other industries have done it—look at what flight 
simulation has done in the airline industry. I believe that medicine is 
on the cusp of being able to do that.

That’s a good defense of why robotics will survive the 
changes COVID brings. But let me broaden the question: 
either because of the financial stress on provider systems 
right now or because of other, longer-term factors, do 
you see any areas, either clinical or technological, where 
providers may begin to cut back and say, ‘Five years ago, 
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we would have done that procedure or used that device, but 
we’re just not going to do that today in the wake of changes 
COVID has brought’?

DF: I’ll give you a personal example. I’ve had a colonoscopy 
scheduled twice, one right as this crisis started, and then it was 
rescheduled for the next week. But with the spike, I’ve just put 
it off indefinitely. And then Casey, our CSO, said you should 
try the Cologuard thing and not have the colonoscopy at all. 
I think there are emerging trends that will now be accelerated, 
and some of that is about the site of care. I think everyone is 
beginning to re-think whether these hospitals and health systems 
are being viewed as havens of COVID right now. Today with 
elective procedures, you can only have one guest in the waiting 
room, and they must be screened for a temperature, wear a 
mask, and they aren’t allowed in the treatment room. It’s a 
complicated process for consumers, and for example, I think 
people will decide to live without that knee replacement for a bit 
and COVID is going to affect volumes in cases like that.

I live outside of New York in the part of the country that was 
the first hot spot. You and your LPs are located more in the 
center of the country, the parts that didn’t feel the impact 
in March and April but have begun to feel it in June and 
July. How are hospitals who are now experiencing either the 
tail of the first wave or the beginning of the second wave—
depending on how you view it—experiencing COVID? Were 
there lessons that they learned from the early wave that was 
mostly felt on the East and West Coasts?

DF: I think areas where hospitals prepared for a surge but didn’t 
see it immediately, they now feel better prepared than hospitals 
on the East and West Coast were. Our knowledge, response, 
and treatment of COVID when patients come into intensive 
care has dramatically improved. They benefitted from time, 
and if you will, the experience of others. They certainly feel as 
prepared or even more prepared than hospitals in New York 
and New Jersey. Those hospitals were scrambling because it hit 
them without time to prepare. But they’ve still been crippled by 
the loss of elective procedures, and I think they would tell you 
that had they had the preference, they would have kept elective 
procedures going, and managed COVID as a kind of episodic 
disease coming in.

JC: In Texas right now, in Houston and San Antonio, hospitals 
are overwhelmed, and there’s always the overlay of politics; 
when the Texas Medical Center said they were at capacity, 
there was substantial pushback from politicians who said it was 
okay to surge. The problem with surging isn’t just converting 
a regular unit into an ICU; it’s appropriately staffing it with 
experienced nurses, when some may have COVID or are 

quarantining or have vulnerable family members, and they are 
afraid to go to work. Even when you’ve surged, and you’ve 
gotten to ICU capacity, it’s not the same kind of ICU. Many 
hospitals in Texas, just as hospitals in New York did in the spring, 
are experiencing that. I hope this is a short-term problem, not a 
long-term development and that we will get it under control. As 
Doug alluded to, we continue to learn about best practices. For 
example, we now know that Remdesivir and steroids can help 
the sickest patients more than ventilators. But that’s only for the 
sickest patients, so we still have to do triaging and testing, and 
experience doesn’t help with any of that.

Another issue will be the longer-term effect of COVID. Many 
people who recover from COVID will have a disease burden 
that’s going to go on for months and years and maybe the rest 
of their lives, with residual damage to their kidneys and lungs 
and brains and hearts. We are only at the beginning of how we 
will deal with this disease burden, and while we know medical 
devices will play an important role, we don’t fully understand the 
scope. Maybe we’ll find that this increases the market for some 
types of aortic or mitral valve repair because COVID winds up 
making the disease worse for heart valve patients. It will be a 
different world because of the residual disease burden and due 
to the different ways that the Millennials will experience their first 
exposure to the American healthcare system. COVID will create 
very different sorts of expectations than our generation had.

When you think about hospitals and healthcare systems, there 
are those that are recognized as clear leaders in the field. I 
know Joe that you personally have relationships with systems 
like Cleveland Clinic and Mass General. Do you think those 
institutions will be harder or less hard hit by COVID than a 
typical 250-bed community hospital? Is there going to be a 
segmentation of the customer base in the impact of COVID?

JC: It’s interesting, I’m involved with those systems and Brigham 
and Women’s Hospital, and we’ve worked with Stanford and 
many well-known academic centers. Their board meetings aren’t 
solely focused on medicine; they have the same issues as smaller 
systems: how are they going to increase non-core revenues? 
How can they expand their innovation revenue? These are the 
same issues that all health systems face. I smile and nod my head 
when they talk about these things because those things are hard, 
and they take a long time and the chances that they’re going to 
be able to do them in the time frames they’re talking about aren’t 
good. Sometimes, they can be somewhat unrealistic in how hard 
and long a journey that is.

DF: David, it’s not unlike many other businesses that have dealt 
with this shutdown. Going into the crisis if you were marginally 
operating or quasi-in trouble, this will take you down. We will 

Figure 1 
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see this impact across everything from physician practices to 
freestanding healthcare centers to large institutions. The effects of 
these massive losses on bigger systems haven’t played out, and 
how the federal government offsets some of the financial stress 
will be critical. Many systems have now drawn all available 
lines of credit, and there are some dicey situations. The strong 
systems will survive, and those that were weak will struggle. 

We’ve seen the short-term opportunities for companies in 
PPE, ventilators, and diagnostics that COVID created. But I’ve 
also seen some companies, for example in the pulmonology 
space, make an argument for a longer-term COVID market. 
You made a good case for telehealth opportunities in the 
long-term. On the medtech side, are you seeing any areas 
that you think might begin to emerge as new opportunities 
because of the long-term implications of COVID?

JC: We are evaluating all those opportunities, and some things 
traditionally done in the hospital may change, such as physical 
therapy, chemotherapy, or dialysis. Our focus remains anything 
in medtech, biotech, and healthtech; pure service offerings 
such as a payment code tool are less attractive. We are in a 
disruptive, transformative time in healthcare, which is a perfect 
time to implement technology. I don’t think it works to simply say 
we’re going to execute on purely a service component.

DF: I think James would agree that our medtech investment 
principles will be the same post-COVID as they were pre-
COVID. We’re looking at technologies that dramatically reduce 
the time of a surgical procedure, improve outcomes, shorten the 
length of stay, and reduce costs. For example, if we can take 
an EP (Electrophysiology) ablation procedure from five hours 
to 15 minutes, or take a cardiac procedure and dramatically 
reduce anesthesia time or change the site where it is performed, 
we believe there will always be a market for these kinds of 
technologies. 

I mentioned at the outset that I think from the perspective 
of investing, the impact of COVID is most clearly seen 
through the prism of its impact on our customers—hospitals 
and health systems. I want to return to the point Doug made 
earlier about the financial distress providers are facing. 
I’ve heard that the Mayo Clinic will lose a billion dollars 
this year and that there are many hospital systems that are 
losing millions and tens of millions of dollars a week during 
this crisis. As we move from geographies that were not as 
hard hit as the hot spots of the East and West Coasts, do 
you think that hospital systems will financially be better 
prepared and feel the financial impact less? Or when this 
comes, it’s just crushing no matter when it came? I mean if 

you’re in St. Louis, will you just not feel it the way hospital 
systems in New York and Seattle felt it?

DF: Those hospitals felt the financial impact of the loss of elective 
procedures, with additional pressure from the need for COVID 
supplies, but most of it was from 75% of their business being shut 
down overnight. I haven’t talked to a single health system that 
hasn’t seen significant losses, and most think it won’t get better 
before 2022. Unfortunately, they all have a massive amount of 
re-sizing they must do, resulting in many layoff announcements. 
Even as these hospitals prep for the post-surge and recovery of 
elective procedures, they are trying to cut as many expenses 
as possible. Travel has been halted, and they are trying to 
reduce SG&A. I think the traditional sales cycle in medtech 
will be longer, as hospitals are in austerity mode. For medtech 
companies, it’s all about which specialties are valuable to the 
health system. The physicians in those areas are usually very 
influential, and if they want new technology, the system will 
find a way to pay for it. But as we mentioned, CapEx will be 
tight, and hospitals will focus on ROI. If there is a device with an 
immediate ROI, then they will jump on it. 

As James mentioned, if you are talking about a significant 
capital expense and the marginal benefit is hard to determine, 
that will likely be scrutinized at a higher level. Many of these 
things have been used for marketing and promotion of clinical 
excellence versus actual financial returns. 

Speaking to that, we’ve focused a lot on issues around 
technology, but I’ve felt for years that while so much else 
has changed for medical device companies, the one area that 
hasn’t seen a lot of changes concerns the selling effort. When 
Smith & Nephew came out a couple of years ago with its 
Syncera program, offering to trade lower costs for a reduced 
service role, hospitals didn’t really respond favorably. 
Whether you’re talking about a start-up just forming a 
commercialization strategy or one of the big medtech multi-
nationals, do you think the sales model is going to have to 
change in the medical device space as a result of the changes 
our customers are facing?

JE: I agree that the sales cycle is changing, and as salesforces 
are forced to adapt, there is a lot we are learning. What 
pieces stick will all depend on how long COVID lasts and 
what structural changes to reimbursement take place and 
how hospitals respond. If we cure COVID by year-end and 
it goes away, then many of these changes will have less 
impact. Whereas if we are still dealing with COVID in 18 
months, hopefully not at the same degree, that will likely lay 
the groundwork for substantial regulatory, reimbursement, and 
structural changes. 
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Specific to the changes with salesforces is an increase in the 
use of tele-proctoring. In the past, surgeons have proctored 
via FaceTime on overseas procedures. However, it is now 
more codified in the systems as they realize they can set up 
monitoring cameras and still interact effectively with staff. The 
real potential benefit is that surgeons can expand the clinical 
reach of a proctor who can now cover two to three sites 
a day. Ultimately, we will start looking at different training 
models, which will change depending on specialty, but some 
will be digital. Orthopedics is complicated because the reps 
don’t just teach, but they bring in vast trays of instruments 
and perform many services, such as managing the trays 
and ensuring they are sterile. The reps are integral to the 
procedure and removing them would mean somebody in the 
hospital would need to pick up that role. It doesn’t mean you 
can’t do things differently, but they aren’t just extra bodies. 

JC: My initial impression that the benefit a hospital would 
get from removing the rep isn’t a sufficient reward, and 
that you would realize the margin of savings each time. 
You would have to hit exactly the right point in your case 
volume, and that could be hard. 

So big changes coming but still a lot of uncertainty. Santé 
is a multi-sector investor. As you all look forward, where 
do you think your medtech investing will be relative to 
other sectors you’re in such as healthtech and biotech? 
Given COVID’s long- and short-term potential impacts, are 
you more optimistic, less optimistic about medtech? Do 
you see more opportunities or fewer?

JC: Our basic investing principles haven’t changed a bit 
with COVID. We have felt that if you concentrate on doing 
massively disruptive things that create tremendously better 
patient outcomes at a lower cost, you’re good to go. We’ve 
been investing like this for decades, and this is just another 
change. It’s never been about another bell or whistle on 
a device, but rather disruptive change resulting in better 
outcomes at lower dollars. We invest broadly across 
healthcare because at different times, some sectors get hot, 
and some fall out of favor, and there are complex reasons 
that that happens. We invested in biotech when it was 
radioactive, and we’ve invested in medtech when it was 
radioactive. But we go back to the principles of disruptive 
technology and capital efficiency. That never changes. Will we 
continue to invest in medtech? Absolutely, and we’ll continue to 
do so as long as what we’re investing in fulfills those principles.

DF: Well said.  
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