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can accelerate access to advanced technologies without
compromising budget control or operational safety
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Executive takeaway

Across regions and healthcare systems, hospitals
are navigating the same structural tension.

Clinical teams want timely access to innovation — robotics,
advanced imaging, modern endoscopy platforms, and
clinical Al — because they can improve precision,
throughput, and patient experience. At the same time,
finance and operations teams must protect scarce capital
budgets, absorb inflation pressure, and manage the
real-world risks that come with complex deployments.

In that environment, long-term leasing should not be
reduced to a payment schedule. When it is designed as a
lifecycle model — with services, governance and
modernization options embedded - it becomes a practical
method to turn innovation intent into a controlled,
predictable and measurable delivery. The key idea is
simple: innovation only creates value when it is deployed
safely, adopted by teams, integrated into workflows and
maintained at the required level of performance.

This white paper explains how a lifecycle approach to
leasing, combined with fleet-based management, helps
hospitals align three priorities that often feel incompatible:
accelerating access to technology, keeping budgets
predictable, and ensuring operational reliability from day
one through end-of-life.
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“Innovation only creates value
when it is actually used -
safely, at the right quality
level, and at the right time.”




Why it matters now:
Innovation is
becoming systemic

Medical innovation is no longer a standalone
device that a hospital can purchase, install, and
then forget for ten years.

Modern medical systems are increasingly software-defined and
connected. They interact with hospital networks, security policies, data
platforms, and electronic medical records.

They are regularly updated, sometimes re-certified, and frequently
redesighed through new software releases, analytics modules, or
Al-enabled features. In practice, that means the technology decision is
also a decision about integration, cybersecurity, clinical governance
and change management.




Why it matters now
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From product performance
to system performance

As equipment becomes embedded in workflows, the most important question
shifts from “Does it work?” to “Does it keep working — for our teams, our patients
and our biomedical and IT environment?” A system can be excellent on paper
and still fail to deliver value if it creates operational friction: long commissioning
delays, incomplete training, fragmented responsibilities between biomedical
and IT, or unclear pathways to upgrade and secure the software stack.

Where innovation is accelerating — and
why it creates operational complexity

Surgical robotics illustrate the new reality particularly well. Robotics platforms
evolve quickly, with new instruments, software features, and procedure-specific
configurations appearing on short cycles. Their value depends heavily on
training and a well-planned ramp-up phase; without that, utilization tends to
concentrate on a small group of champions, while the broader team remains
hesitant. Advanced imaging follows a similar pattern. The clinical value is clear,
but the deployment often requires room preparation, shielding, IT integration,
and robust protocols to ensure consistent quality and safety.

Endoscopy is another example where the “system” dimension dominates: scope
fleets depend on reprocessing capacity, infection control workflows, spare units,
and tight availability management. Finally, clinical Al can only deliver when data
quality, integration, auditability and clinical governance are in place; the
algorithm alone is not enough.
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Practical Example Practical Example

France: Australia:

A common pattern in large hospital groups is the coexistence of highly Public health providers often operate under strict annual planning and

specialized departments and shared support functions. When a maijor must demonstrate that innovation improves access and safety without

technology upgrade is planned — such as introducing a new imaging destabilizing day-to-day operations. Lifecycle-based contracts are

modality or launching a robotics program — the capital approval may therefore frequently built around predictable cost, clear service

cover the hardware, but the conditions of success often sit elsewhere: responsibilities, and refresh options that avoid a “big bang” replacement

room works, network segmentation, integration with PACS/EHR, cycle. A typical approach is to define a commissioning plan, a protected

commissioning, and structured training. training period, and a staged increase in utilization, with governance
reviews that track availability, downtime drivers, and adoption barriers.

In several French settings, multi-year leasing has been used to preserve This helps reconcile technology progression with workforce realities such

budget capacity for these enablement activities. Rather than consuming as rosters, credentialing, and clinical protocol updates.

the full investment envelope upfront, hospitals can sequence

deployment milestones (installation, clinical go-live, ramp-up) and fund Taken together, these contexts illustrate the same practical logic:

the operational layer that turns the technology into routine clinical innovation requires an operational runway. Leasing structures that

output. protect the integration and training effort often reduce time-to-value
and limit under-utilization risk.

The overarching conclusion is straightforward: when innovation becomes
systemic, success depends on lifecycle execution. That is exactly where
leasing, designed as a lifecycle service model, can create tangible value.
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The real barrier to
adoption: managing
risk, not questioning
Innovation

Hospitals rarely reject innovation because they doubit its clinical potential.
They delay or scale back decisions because the organization must carry
multiple layers of risk at once. There is financial risk, of course — capex
constraints and competing priorities — but there is also operational risk:
downtime, under-utilization, slow ramp-up, compliance issues, and
cybersecurity exposure. These risks tend to compound, especially when
responsibilities are split across departments and when deployment
timelines are under pressure.

Inflation pressure amplifies the dilemma. Deferring decisions may seem
prudent in the short term, but it can increase future costs for equipment
and services, while prolonging inefficiencies caused by aging fleets — more
unplanned downtime, higher maintenance burden, and less predictable
clinical throughput.




The real barrier to adoption

Why hidden costs matter as much as
acquisition costs

A purchase decision is often evaluated against the sticker price. Yet the cost of
ownership is shaped by what happens after installation: training time,
integration effort, maintenance interruptions, consumables management, and
the internal workload imposed on biomedical and IT teams. If those components
are underestimated, organizations can end up with equipment that is
technically available but operationally fragile, which in turn reduces utilization
and weakens the business case.

Practical Example

Europe/France:

Under-utilization is rarely caused by the equipment itself; it is usually a
consequence of adoption conditions not being designed early enough.
Hospitals may underestimate the time required for credentialing,
protocol updates, and coordination between clinicians, biomedical

engineering, IT, sterilization units, and qucnlity/safety teams. When
training is treated as an optional add-on, utilization can plateau after the
initial launch. More resilient programs formalize a ramp-up phase with
protected training time, super-user pathways, and clear escalation
routes for technical and workflow issues, so that early friction does not
become structural.
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Practical Example

Canada:

Multi-site organizations often face a different but related challenge:
variability. When sites operate different generations of the same
technology, or when service levels differ, throughput and patient
experience become inconsistent. Multi-year budgeting and lifecycle
planning can help standardize environments by staggering refresh
cycles and aligning them with service continuity commitments. This
preserves upgrade flexibility while avoiding repeated, disruptive approval
cycles for each replacement.

These examples underline why a risk lens matters. Financing choices can
either amplify organizational friction or create the conditions for stable
adoption — especially when training, governance, and refresh planning
are treated as core components of the deployment.

The key message is that risk is the core of the decision. The most relevant
model is the one that reduces risk by design — through structured
deployment, included services, clear governance and planned
modernization options.
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Long-term leasing
as a barrier-
reduction strategy

Long-term leasing becomes truly strategic when it is treated as an
operating model rather than a financing workaround. At its best, it
connects budget predictability with operational execution. It helps
hospitals avoid capex cliffs while ensuring that the enabling conditions
for adoption — training, integration, service continuity, and update
management — are funded and managed.

This approach also shortens time-to-value. Instead of waiting for a
perfect capex window, hospitals can align deployment milestones with
a predictable multi-year plan. Importantly, it makes modernization a
planned process rather than an exceptional event. In software-driven
environments, that distinction matters: security patches, functional
upgrades and refresh cycles become part of the contract logic, not a
surprise.

Practical Example

Germany:

University hospitals typically balance advanced clinical requirements
with complex procurement environments and a high volume of
stakeholders. Leasing has been used to keep modernization feasible
while preserving room for the operational work that accompanies new
systems. A practical illustration is a diagnostic upgrade program that
includes planned software evolution, cybersecurity alignment, and
integration into clinical pathways. When those components are planned
across the contract horizon, the hospital reduces the risk of ‘partial
deployment’ — where technology exists but is not fully embedded in
practice.

North America:

Many providers operate technology fleets that must remain continuously
available, with limited tolerance for service interruptions. Multi-year
leasing is therefore frequently combined with refresh options and
service-included elements to minimize downtime and avoid sudden
obsolescence. Fleet approaches often define target availability levels,
standardized configurations, scheduled maintenance windows, and
performance steering through dashboards and supplier scorecards,
making reliability and adoption measurable over time.

The underlying message is that leasing supports speed only when it
supports execution. Predictable budgeting becomes decisive when it
also enables integration work, adoption ramp-up, and planned
modernization.

In short, leasing becomes a barrier-reduction strategy when it turns
budget constraints into lifecycle discipline: deploy, secure, enable
adoption, measure outcomes, and modernize.




Next-generation leasing: CHG
service- included models oriented
to measurable performance

The most mature leasing models do not stop at equipment
availability. They recognize that hospital value depends on
reliability and adoption, which requires a service backbone.
Service-included models therefore bundle the operational
. components that determine real performance: preventive
maintenance, parts logistics, software upgrades,
cybersecurity processes, and structured training.

Crucially, these models acknowledge that innovation has
an adoption curve. Hospitals benefit from a defined
ramp-up phase — sometimes described as “training and
edrly usage” — during which teams build confidence,
workflows stabilize, and utilization gradually increases.
Judging performance too early often produces misleading
conclusions. By formally recognizing ramp-up, a contract
can protect clinical teams from unrealistic expectations
while still preserving accountability through milestones.
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Practical Example

Europe:

Hospitals increasingly translate ‘service continuity’ into measurable
commitments. A practical approach is to link availability targets with
response times, preventive maintenance routines, and spare-parts
logistics, while also tracking training completion and credentialing
coverage for key user groups. The aim is to prevent predictable failure
modes — such as delays caused by missing parts, or low utilization due
to insufficient trained staff — through regular governance reviews that
separate technical issues from workflow issues and prioritize corrective
actions.

APAC:
In fast-growing systems, procurement teams often seek flexibility: the

ability to extend, upgrade, or refresh without renegotiating the entire
arrangement. Refresh roadmaps and scorecards are used to manage
technology evolution across the contract term. Hospitals may also
emphasize a defined ramp-up window so that adoption is assessed
against staged milestones rather than immediate full utilization,
reducing the risk of labeling a program ‘unsuccessful’ before teams have
had time to adapt workflows and build proficiency.

In both cases, the contract becomes a steering tool rather than a
one-time transaction, supporting accountability while remaining
collaborative.

By integrating critical services and making responsibilities explicit,
service-included models convert an innovation promise into verifiable
performance.




Fleet Managed
Services: scaling
Innovation by
managing fleets

For many hospital organizations, the hardest challenge is scale.
Hospitals operate multi-site networks, maintain heterogeneous
equipment generations, and rely on teams whose time is already
constrained. Managing technology as isolated devices tends to
produce fragmentation: different maintenance standards, inconsistent
training, uneven cyber posture, and varying availability levels across
sites. Fleet Managed Services address this by introducing a fleet lens:
asset categories, shared governance, and a modernization roadmap
that can be executed progressively.

This approach applies to multiple fleet types, from infusion pumps to
endoscopy scopes, imaging systems, and clinical IT devices. The point
Is not simply administrative. Fleet management can reduce clinical
disruption by improving availability and standardizing configurations. It
can also strengthen patient safety and compliance by ensuring that
reprocessing standards, software versions, and security controls are
consistent across the organization.
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Practical Example

Canada:

When scope fleets are managed across multiple sites, bottlenecks often
shift from purchasing to availability and reprocessing. Fleet manage-
ment can map where delays occur — turnaround time in sterilization,
transport between units, maintenance downtime, or uneven staff
proficiency — and then standardize service levels and training. Over time,
aligning refresh cycles reduces mixed generations of equipment, which
otherwise complicate reprocessing protocols and spare-parts
management.

New Zealand:

Procurement guidance has emphasized lifecycle cost and risk,
particularly for fleets that affect patient flow and safety. In practice, this
favors arrangements that keep assets compliant, available, and secure
over time, with governance routines that track availability, incidents,
Mmaintenance lead times, and modernization decisions. The focus is on
sustaining performance rather than optimizing acquisition price in
isolation.

These examples show why ‘fleet’ is not a label but a discipline: it turns
many local decisions into one coordinated lifecycle program.

Fleet thinking is ultimately a maturity move. It stabilizes operations,
supports compliance, and makes continuous modernization achievable.



Economic impact:
building a
risk-adjusted
business case

A credible business case is not built solely on depreciation. It must
reflect how hospitals actually create value and incur cost. Downtime,
delayed procedures, staff workload, integration effort, and under-utili-
zation are often the largest drivers — yet they are also the least visible in
traditional capex logic.

That is why risk-adjusted Total Cost of Ownership is a more useful lens.
It captures maintenance and upgrades, but also training, cybersecurity
obligations, integration effort and internal resource consumption.
Equally important is risk-adjusted ROI, which recognizes that utilization
does not appear instantly. A realistic model includes a ramp-up curve
and tests scenarios rather than assuming a single, linear trajectory.
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Practical Example

Global practice:

The strongest lifecycle cases often emerge when hospitals quantify the
operational impact of downtime and delayed care. In imaging, even
small availability drops can cascade into appointment backlogs and
longer patient pathways. Lifecycle models mitigate this by making
preventive maintenance, software updates, and refresh planning explicit,
and by establishing governance routines that address recurring
downtime drivers. The most credible analyses avoid generic assump-
tions and instead specify local constraints such as staffing, hours of
operation, and realistic ramp-up curves.

Oceania:
A recurring theme in procurement recommendations is that value is
created — or lost — after purchase. Hospitals therefore emphasize

arrangements that keep technology current, compliant, and usable,
particularly when cybersecurity and software updates are material. This
often translates into contract terms that define update responsibilities,
verification steps, and scheduled review points for modernization, so
upgrades happen deliberately rather than in reaction to incidents or
end-of-support deadlines.

These patterns reinforce a simple conclusion: the business case
improves when lifecycle execution reduces uncertainty — both
operationally and financially.

A strong business case does not rely on generic percentages. It
demonstrates the hospital-specific economic logic and secures the
conditions for success: adoption, availability, and governance.
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| Procurement and
legal frameworks:

principles that travel
ACross countries

Procurement rules and accounting treatments differ across jurisdictions. For
an international white paper to remain useful, it is better to focus on
principles that are robust in most contexts. Hospitals can then adapt
contract language locally with legal and procurement teams.

Those principles include economic justification based on clinical and
operational value, executable performance commitments through KPIs and
SLAs, clear end-of-contract options to avoid stranded assets, and explicit
responsibilities for data, cybersecurity and interoperability — especially for
software-driven systems and Al-enabled solutions. Finally, governance
routines such as committees and supplier scorecards are increasingly
essential because they make performance measurable and steerable over
time.

Successful contracting makes performance verifiable. That is what turns
financing into durable innovation capability.
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Success factors:
turning availability
iInto adoption

The most expensive failure mode is under-utilization: equipment that is
available but used below its potential. This typically happens when
technology moves faster than the organization. The remedy is not
more technology; it is execution discipline.

Hospitals that succeed tend to put multi-disciplinary governance in
place early, align training with real working conditions, and steer
post-deployment performance with regular reviews. Training must be
treated as a program, not an event, because staff turnover and shifting
rosters can quickly erode competence. Post-deployment steering
matters because it is where utilization, quality, and safety become
visible — and where corrective actions can be taken before under-utili-
zation becomes structural.

Practical Example

Sweden:

In contexts where quality systems and standardized clinical pathways
are strong, onboarding is treated as a program rather than an event.
Hospitals define super-users, ensure training coverage across shifts, and
schedule post-go-live check-ins to resolve workflow friction early. When
training and support services are built into the operating model,
ramp-up tends to be faster and utilization more evenly distributed
across teams.

North America:

Multi-site providers often use standardized training and performance
steering to reduce inter-site variability. Dashboards can track utilization,
downtime categories, training completion, and response times, enabling
leadership to spot adoption gaps early. This is particularly useful for
mixed fleets — imaging, pumps, endoscopy, and clinical IT — where
inconsistent configurations and uneven skills can quietly erode
performance.

The key is consistency over time. Adoption is sustained when governance
and training are continuous, and when contracts support improvement
rather than simply reporting.

A successful innovation is an adopted innovation. Contracts should
therefore support adoption — not only availability.



International Case Studies

The proof points below are intentionally diverse by region and
fleet type. Their purpose is to illustrate common mechanisms
— lifecycle governance, refresh flexibility, and service
continuity — rather than claim identical outcomes everywhere.

In France, service-included leasing models have been used to
accelerate access to advanced systems while preserving
room in investment budgets for deployment and adoption
enablers. In Canada, organizations have combined multi-site
fleet approaches — for example on endoscopy scopes — with
multi-year imaging structures to preserve upgrade flexibility.
In the United Kingdom, procurement frameworks have
supported standardization across diagnostic and IT fleets,
making governance more consistent across providers. In
Australia, operating lease approaches have sometimes been
structured to cover total cost with flexible extension options,
improving predictability and reducing the complexity of
phased payments.

A single principle repeats: the most effective decisions are not
those that only “buy”, but those that “organize” innovation
over time.



How CHG-MERIDIAN
supports hospitals

CHG-MERIDIAN supports hospitals in operationalizing medical innovation
through vendor-agnostic financing and lifecycle management models. The
focus is practical execution over time: maintaining availability, enabling
adoption, planning modernization, and ensuring clear end-of-contract
outcomes.

In practice, this means structuring long-term leasing in alignment with refresh
planning and budget predictability, while applying Fleet Managed Services to
govern fleets such as imaging, endoscopy, pumps, clinical IT and connected
devices. Where relevant, service-included models can be built with OEM
partners so that maintenance, upgrades, cybersecurity processes and
structured training are integrated rather than treated as add-ons. Performance
can then be steered through dashboards that track utilization, availability, lead
times and contract compliance, enabling governance routines that are both
accountable and collaborative.

For hospitals, the outcome is increased execution capacity. Modernization can
occur more regularly with fewer budget shocks, deployments can be secured
through clearer responsibilities and services, and clinical teams can rely on
stronger support during ramp-up. The goal is not to choose between innovation
and prudence, but to make innovation compatible with the budgetary,
operational and regulatory realities of a modern hospital.




Overall conclusion

Su

.

Long-term leasing and Fleet Managed Services are increasingly becoming
operating models for industrializing innovation, not merely financing
instruments. They help align budgets, availability, safety, and adoption within a
lifecycle logic that matches how modern technology evolves.

A pragmatic path typically begins with a short diagnostic to identify priority
fleets, clinical objectives and operational constraints. It then moves to an
economic model built on risk-adjusted TCO and scenario comparison, and
finally to an executable contract that translates success factors into
medasurable commitments, governance routines and modernization options.
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“Our ambition is to help
hospitals turn innovation
into tangible outcomes,
In the service of patients
and care teams.”
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