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Contracting
Professional 

of the Year
Collaboration, especially 

with clinicians, is crucial to 
this contracting executive’s 

journey toward cost reduction 
and product improvement
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“While a cost, quality and outcomes (CQO) approach 
has existed at Jefferson Health for some time, supply chain 
and administration seemed to be working independently, 
with clinicians having no incentive to participate,” says 
Fontana. At times, it appeared the clinicians were “reluc-
tantly along for the ride,” he adds. “Much good work was 
being done on a project-by-project basis, but there was no 
cultural buy-in to the idea of  cost management.”

The advancement of healthcare
When Fontana joined Thomas Jefferson University and 
Hospitals in 2013 (which has since merged with Abing-
ton Health in May 2015 to form Jefferson Health), he 
brought with him a strong background in global elec-
tronic sourcing and procurement. “Before Jefferson 
Health, I was with GlaxoSmithKline,” he says. “Their 

procurement function was perenni-
ally ranked among the world’s best 
and I was fortunate to work with 
and for some very talented people. 
I learned a lot about leadership and 
what good procurement is made of. 
Until my last year there, I ran the 
global commercial and research and 
development eSourcing team within 
procurement. My group focused on 
increasing the delivery and efficiency 
of  the sourcing process across indi-
rect categories through developing 

and executing innovative sourcing strategies and leverag-
ing technology. This drove tens of  millions of  dollars in 
annualized savings and accelerated the delivery window. 
In my final year at Glaxo, I helped lead the transforma-
tion of  the global procurement function, redesigning 
it from the ground up to better align the function with 
changes in the marketplace and the business and geo-
graphic needs of  the organization. I was attracted to the 

Contracting 
Professional  

of the Year
Christopher Fontana builds 

trust with his health system’s 
clinicians in the journey 

toward cost reduction and  
product improvement

By Laura Thill

Theoretically, a cost, quality and outcomes approach 
should lead to sound fiscal results for an IDN. But, as 
Christopher Fontana, director of  strategic sourcing at 
Jefferson Health and the JHC Contracting Professional 
of  the Year, discovered, without the full engagement of  
all players in the hospital system – including the clini-
cians – the outcome will be much less effective than 
originally intended. 
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opportunity at Jefferson Health because it permitted me 
to continue this transformation work in a new industry, 
at a place where the outcome of  my work would be very 
closely connected to something as meaningful as the qual-
ity and advancement of  healthcare and research.”

Today, Fontana has oversight of  sourcing, contracting, 
purchasing and supplier relationship management at Jeffer-
son Health. His responsibilities include building relationships 
with departments, clinicians and other stakeholders to align 
with their processes and needs; analyzing Jefferson’s portfolio 
of  products and services; identifying opportunities to reduce 
costs and/or improve technology; developing and executing 
sourcing strategies; and contracting with select vendors (in-
cluding developing these relationships and managing vendor 
performance to ensure continuous improvement and a focus 
on innovation). Fontana’s team also maintains all item cata-
logues from which supplies are ordered. 

Driving change
In 2015, Fontana made it a point to partner with clinicians, 
focusing on “the realities and risks of  managing supplies 
the old way, leading to variation and preference that add un-
due cost and threaten the financial health of  hospitals and, 
by extension, the livelihood of  the clinicians themselves,” 
he explains. “It’s a collaborative effort that couldn’t be done 
without the support of  senior administration, including our 
president, department heads, my vice president of  supply 
chain and many others who play an integral role in trying 
to sell this message. What we tried to do – very successfully 
in some areas and with much work to be done in others 
– is align our clinicians with our sourcing processes, mak-
ing them partners in our efforts to help choose the best 
products. CQO is still at the core of  everything we do, but 
we’ve also had to look at upstream impacts of  our product 
decisions, asking how these products affect revenue, patient 
reach and satisfaction, our volume of  cases, and more.”

In the last year and a half, Fontana and his team have 
looked at their spend profile “from top to bottom,” and 
prioritized their efforts based on complexity and value to 
ensure that their sourcing efforts align with the new reality 

of  the healthcare marketplace. Categories are continuously 
reviewed, with several questions asked, he explains: 

• “Is there something better we could be doing?”
•  “Are there better products that could  

have been introduced?” 
•  “Are we keeping pace with technology  

and our competition?”
• “Has market pricing shifted?” 
• “Could we consolidate our supply base?” 
•  “Are there changes in practice that could help 

reduce variation and cost?” 
“There are many dots between a sourcing process and 

the patient, and they are often hard to connect; but we’ve 
seen real impact to patient care that comes from better 
supply management,” says Fontana. “Let’s say we can con-
centrate volume with fewer vendors in a given orthopedic 
category. This translates not only to better pricing, but to 
fewer deliveries, reduced variation in instrumentation, im-
proved logistics and lower complexity – all of  which should 
lead to better, faster and more consistent sterilization of  
supplies that enable more on-time starts for surgeries, less 
bio-burden and reduced infections, etc. These are very vis-
ible, very important effects, which improve patient care and 
satisfaction of  patients and clinical staff.”

The success of  Jefferson Health’s physician engagement 
model is reflected in its orthopedic program. “Jefferson has 
one of  the largest and most successful orthopedic programs 
in the country,” Fontana says. Yet, despite several successful 
savings efforts in the past, changes in the marketplace left 
the IDN with supply costs that were “higher than what a 
program of  our size merits,” he points out. “Orthopedic cat-
egories are typically physician preference, meaning surgeons 
[may select] the products of  their choice as long as the sup-
pliers subscribe to our price points. Given the size and suc-
cess of  the program here, driving change and convincing the 
surgeons to support a rigorous sourcing process – and poten-
tially limit their choice – was going to prove difficult. 

“We met with the departments and surgeon cham-
pions, developed a common understanding of  products 
that are core to their success (versus those where there 
is parity, or where premium pricing is deemed out of  
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Alisha Hutchens, Senior director,  
supply chain administration, Novant Health, Inc.

David Gillan, Senior vice president,  
supply chain aggregation services, Vizient, Inc.

Durral R. Gilbert, President of  Supply Chain Services, 
Premier Inc.

Jim Marziale, Senior vice president of  account management, 
Intalere

Jocelyn Bradshaw, Senior Vice President,  
Strategic Sourcing, HealthTrust

Kevin Keller, Director of  materials management,  
Crystal Run Health

Matthew S. Mayer, Vice President, Material Resources, 
Corporate Office, Franciscan Alliance, Inc

Nate Mickish, Senior Director,  
Texas Health Supply Chain Services, Texas Health

Tim Miller, Senior Director,  
Supply Chain Services, Banner Health

Tim Nedley, Vice President,  
Materials Management, UPMC

Welcome to the Journal of Healthcare Contracting’s annual listing of the Ten People to Watch in Healthcare 
Contracting, each of  whom was selected based off  of  suggestions from readers.
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Jim Marziale joined Intalere (previously 
Amerinet) in 2014, after serving as vice 
president of  clinical operations at Cardi-
nal Health for seven years. He moved into 
his current position at Intalere in Septem-

Jim Marziale
Senior vice president of account management, Intalere
Intalere consists of 88,817 members, including acute-care and non-acute care sites.

ber 2015, after Intermountain Healthcare purchased Amerinet. Today, he 
oversees the organization’s acute care field sales team, alliance and affiliate 
management group, field specialist team and onsite resource agents.

The Journal of Healthcare Contracting: What has been the most 
challenging and rewarding project you have been involved in recently?
Jim Marziale: Intalere is transforming itself  into a professional supply chain 
company, with the mission of  elevating the operational health of  our mem-
bers. This is an organizational strategy set by [recently retired] CEO, Brent 
Johnson. For the last nine months, I have solely focused on reorganizing our 
company to achieve this vision. Our intention is to be disruptive to the health-
care industry in positive ways that only our company can achieve.

JHC: Please describe a project you look forward  
to implementing in the next year or two. 
Marziale: We look forward to two important projects: our Outpatient 
Pharmacy/PBM program and our Total Cost of  Ownership utilization 
program. Outpatient pharmacy is an important issue in healthcare for 
a number of  reasons. First, the average number of  prescription drugs 
taken regularly by Americans 18 years or older is 2.2 and growing. A seg-
ment that fuels this growth in outpatient care is the expensive, compli-
cated specialty pharmacy area. When systems evaluate their population 
health strategies, their outpatient pharmacy operations are inevitably at 
the top of  the list for discussion. As a provider-owned GPO, Intalere 
is uniquely positioned to bring value and creativity to this space, in part 
because our owner, Intermountain Healthcare, understands this space 
and is an owner/operator of  a provider benefits management (PBM) so-
lution. Total cost of  ownership (TCO) utilization is, in our view, the next 
frontier in supply chain management, and it offers the biggest impact 
in accomplishing the triple aim: cost-quality-outcomes. Some thought 

leaders have stated that TCO supply 
utilization is the biggest cost-driver for 
healthcare organizations (greater than 67 
percent), with a potential per-line prod-
uct savings of  22 to 41 percent above 
price. This concept is often practiced 
only in capital expenditure procurement. 
It needs to be expanded to products, ser-
vices and technologies, with the goal of  
driving new savings and efficiencies by 
focusing on in-use total cost. Our new 
industry paradigm – value based purchas-
ing (VBP) – and the CMS-stated goal to 
link 90 percent of  its reimbursement to 
VBP by 2018, demands we look at supply 
chain management differently. Intermoun-
tain has championed this philosophy in its 
supply chain management operations for 
years, and it has results to show for it. In-
talere plans to share these best practices, as 
well as develop new tools and methodolo-
gies, to deploy to its membership.   

JHC: What are the most important qual-
ities you look for in a supplier partner?
Marziale: We look for altruism, transpar-
ency, creativity and the ability to execute.

JHC: What is the greatest change we can 
expect to see in healthcare contracting 
in the next five years?
Marziale: We will see a shift from the nar-
row view of  utilization of  contracts to the 
more comprehensive view of  total cost of  
ownership utilization.



Editorial
JHC’s coverage of the contracting arena includes:

•  GPO of the Future. What innovative solutions and programs  
are group purchasing organizations offering their customers?  
JHC examines.

•  Cost, Quality and Outcomes. A look at products, services and 
initiatives that are improving hospitals and health systems 
through the Triple Aim focus of healthcare reform

New for 2017

Government-run healthcare facilities – including prisons, mental health centers, drug 
rehabilitation institutions, school infirmaries, and public health clinics – experience operating chal-
lenges that set them apart from hospitals and other non-acute care providers. In addition to serv-
ing special populations, government facilities face unique purchasing and contracting pressures. 

Run by the state and state agencies, as well as by counties, cities, tribal governments, and school 
districts, government providers continue to deliver high-quality patient care by creating new ef-
ficiencies and innovations that help alleviate the impact of  such operating pressures.

Chief  among the barriers that many state healthcare facilities face as they try to achieve opera-
tional value is purchasing volume. Many state providers simply lack enough purchasing volume to 
realize meaningful cost savings. For example, while a Manhattan-run urgent care clinic can expect 

By Todd Ebert

GPOs help state-run  
facilities fulfill their mission 
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enough visits to make the unit-cost of  a flu 
shot economical, the same can’t be said for the 
one school health center in Lewiston, Neb., 
population 66.

Regardless of  the size of  their patient 
base, all government-run facilities are depen-
dent on limited taxpayer funds, and subject 
to procedures that come with managing those 
funds. Such requirements can include seeking 
at least three bids for every contract – caus-
ing a strain on already limited resources. Ad-
ditional capacity limitations can lead state-run 
healthcare facilities to work with decentral-
ized procurement and data systems.

These operating pressures are com-
pounded by the specific populations they 
serve, with each maintaining particular 
supply needs. In mental health centers, for 
example, medications must remain consis-
tent in color and shape, as any alteration 
to appearance may cause a patient to refuse 
medication. This need for consistent sup-
ply makes changing drug manufacturers or 
any disruption to supply particularly diffi-
cult to navigate.

Healthcare group purchasing organiza-
tions are committed to helping state facili-
ties confront these challenges. GPOs le-
verage the collective purchasing power of  

their members to obtain significant value on supplies and services, 
and organizations such as the Minnesota Multistate Contracting 
Alliance for Pharmacy (MMCAP) exclusively serve government 
healthcare facilities.

MMCAP helps deliver cost savings to its voluntary government 
provider partners so that they can do more with their healthcare 
dollars. In Nebraska, a state ranked 38th in population and where 
community providers may realize little volume-discounted pur-
chasing on their own, MMCAP’s purchasing cooperative means 
that even the smallest qualified facilities may participate in con-
tracts bid and negotiated with interstate volume. MMCAP has 
also helped the Maryland state government purchase from one 
central contract and access its data online, allowing its personnel 
to work on other duties. 

Because of  their relation-
ships at all points of  the supply 
chain – from drug manufacturers 
and storage facilities, to hospitals 
and other healthcare providers – 
GPOs are able to meet the unique 
population needs of  state facili-
ties. They can ensure packaging 
is not sharp or “weapon-ready” 
at mental health centers and cor-
rectional facilities, and connect 
states to wholesalers for stockpil-

ing needs when public crises like Ebola occur.
In addition to addressing the purchasing and contracting needs of  

state healthcare facilities, GPOs are creating new opportunities for 
governments to innovate. MMCAP’s various councils and national 
member conferences allow like-facilities to learn from one another. 
Among the mental health providers, for example, facilities have shared 
their successes implementing drug testing programs, and exchanged 
solutions for handling increased antipsychotic drug prices.

Financial pressures and new regulatory challenges are forcing 
government-run facilities, like all healthcare providers, to innovate 
to help ensure patient access to quality healthcare. Group purchasing 
organizations are committed to their ongoing partnership with state 
providers, helping government facilities get the most value out of  
their limited operating funds and continue to meet the unique needs 
of  their particular populations. JHC

Todd Ebert, R.Ph., is the President and CEO of  the Healthcare Supply Chain Association.

Financial pressures and new 
regulatory challenges are forcing 
government-run facilities, like all 
healthcare providers, to innovate 
to help ensure patient access to 
quality healthcare.
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Rising costs and an increasing emphasis on quality have forced doc-
tors and hospital administrators to question the value of  certain time-honored 
practices, particularly those that may be overused or do not provide meaning-
ful benefit for patients. The result has been nationwide initiatives – such as 
the American Board of  Internal Medicine’s “Choosing Wisely” campaign – to 
eliminate “low-value” practices.

In 2012, the University of  Vermont Medical Center (UVMMC) in Burling-
ton, Vt., took a unique approach to eliminate such practices, inviting its own 
team members to propose their ideas – based on their own experiences – to 
reduce harm, cut costs and, more importantly, improve patient care.

Finding clinical champions
The idea to approach bedside physicians for their opinions came from UVMMC 
Department of  Medicine chair Polly Parsons, M.D., who heard of  a similar Amer-
ican College of  Physicians program in which faculty member Virginia Hood, 
M.D., professor of  medicine in the department’s Division of  Nephrology and 
Hypertension, had participated. From there, Parsons put out a call to unit direc-
tors for proposals of  ways to change what they believed to be low-value practices.

“Within a week, the unit directors had asked their faculty, and already 
had over 20 ideas,” says Hood. These proposals were then submitted to the 
UVMMC Department of  Medicine Operation Efficiency Committee, which 
reviewed them and determined which ones to carry forward.

With each faculty member serv-
ing as the “clinical champion” of  their 
proposal, “they become agents of  
change in a collaborative discussion 
amongst colleagues about utilization,” 
says Justin Stinnett-Donnelly, M.D., a 
hospitalist at Central Vermont Medi-
cal Center. “It removes the dynamic 
of  the ‘top-down’ approach.”

Hood notes that this program, 
while designed to change the culture of  
the medical environment overall, was 
especially aimed toward influencing the 
trainees in the College of  Medicine – 
residents, fellows, medical students, etc. 
“The issue will never be sustained if  we 
don’t have trainees [taking part] at an 
early stage,” she says.

With this goal in mind, says 
Stinnett-Donnelly, each clinical cham-
pion attached a trainee to their project 
team, along with a representative of  
the Jeffords Institute for Quality, which 
provided data analytics and project 
management for each project.

Promoting efficiency
Focusing on four projects a year, the 
Department of  Medicine has now 
completed 12 projects, with a forth-
coming request for new proposals.

Stinnett-Donnelly notes one that 
focused on reducing the frequency 
of  routine morning chest X-rays. 
The project, which originated in the 
medical critical care unit, resulted in 
cutting the overall frequency of  these 
X-rays by about 75 percent. This 
has not only saved money, but also 
improved patient care, as too much 
movement can be painful for patients 
and potentially cause ICU delirium. 
On top of  that, the X-rays are often 

Agents of Change
The University of Vermont approaches its own  
faculty for ways to eliminate low-value practices

By David Thill
MODEL OF THE FUTURE
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performed as early as 4:30 a.m., interrupting 
patients’ sleep. Making sure that only appro-
priate and necessary X-rays are ordered – as 
opposed to ordering them “reflexively” – 
helps improve patient experience.

Hood discusses an ongoing project fo-
cused on reducing lab test repetition. “Often, 
physicians don’t know what tests have been 
done [on the patient] or what the results were,” 
and consequently order tests that have already 
been completed. The goal of  this project is 
for hospital systems to be able to recognize 
and record when a test has been done on a 
patient, so that, if  a physician sends a request 
for that same test, the laboratory can simply 
send back the results from the earlier one. This 
saves money by reducing unneeded testing, but 
also serves as a model for laboratories in other 
specialty areas “to look at tests that were repli-
cated when unnecessary,” she says.

Doing what’s best for the patient
Though it originated in the Department of  Medicine, the admin-
istration hopes to extend this faculty-initiated project to other de-
partments within UVMMC, including those of  Gynecology, Family 
Medicine, and Radiology. “This is a hugely collaborative effort,” says 
Stinnett-Donnelly.

Hood believes that through collaboration among these depart-
ments, many low-value practices can be reduced. Ideally, trainees will 
participate in this inter-departmental collaboration, expanding the im-
portant educational component.

“What we’re trying to accomplish is to make sure that anyone who 
has ideas about where we can improve quality and reduce utilization” 
has the resources to do that, says Stinnett-Donnelly. It will continue to 
grow – possibly even extending to other institutions outside the uni-
versity. “We’re learning as we evolve.”

“We see low-value practices as more than just costly practices,” says 
Hood. “We want to look at practices that actually lead to better patient 
outcomes and experiences.

“We want to make it easier for physicians” to do the job they want to do, 
she continues. Simply put, that job is “to do what is best for the patient.” JHC

David Thill is a contributing editor for the Journal of  Healthcare Contracting.

History of ‘Choosing Wisely’
In 2010 Howard Brody, M.D., published “Medicine’s 
Ethical Responsibility for Health Care Reform – The 
Top Five List” in the New England Journal of Medi-
cine. In the piece, Brody called on U.S. medical 
specialty societies to identify five tests and treat-
ments that were overused in their specialty and 
did not provide meaningful benefit for patients.

Shortly after that, the National Physicians Alliance 
(NPA) piloted the “Five Things” concept through an 
ABIM Foundation “Putting the Charter into Practice” 
grant, and created a set of three lists of specific steps 
physicians in internal medicine, family medicine, 
and pediatrics could take to promote the more ef-
fective use of healthcare resources. These lists were 
first published in Archives of Internal Medicine.

Building on the work of Brody and NPA, in 
April 2012 the ABIM Foundation, along with Con-

sumer Reports, formally launched the Choosing 
Wisely campaign with the release of “Top Five” 
lists from nine specialty societies. Seventeen 
additional societies joined the campaign and 
released lists in February 2013. More than 70 so-
cieties comprising over one million clinicians are 
now partners of Choosing Wisely.

In 2013, the ABIM Foundation received a 
grant from the Robert Wood Johnson Founda-
tion (RWJF) to advance the Choosing Wisely 
campaign by funding 21 state medical societies, 
specialty societies, and regional health collab-
oratives to help physicians and patients engage 
in conversations aimed at reducing unnecessary 
tests and procedures. In 2015, the RWJF awarded 
a second grant to the ABIM Foundation to con-
tinue this work.

Source: ABIM Foundation, www.choosingwisely.org/about-us/history/
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•  Model of the Future  
Stories of contracting executives who have moved beyond the 
talking stage to action, as they tackle innovative supply chain 
projects in their hospitals, IDNs and RPCs. This is where the rubber 
meets the road.

REGIONAL PURCHASING 
COALTITION

As hospital supply chain executives continue to recognize the value 
of  fully engaging their clinicians, more and more are on board with a physician-
engaged sourcing model, which makes physicians and administrators mutually 
accountable for their organization’s healthcare costs while delivering quality 
patient care. Excelerate – a joint venture between Cleveland Clinic and Vizient 
Inc. (the new brand identity for the organizations formerly known as VHA 
Inc., UHC and Novation) – has subscribed to this model since it was formed in 
2013. From the start, its mission was to “take the traditional GPO model to a 
new level,” says Sean Patrick Lyden, MD, FACS, vascular surgeon and associate 
professor-medical director, clinical supply chain management, Cleveland Clinic 
Foundation and chief  medical officer for Excelerate. 

Excelerate has achieved a quality-centric, physician-engaged sourcing 
model by executing data-driven, market-leading contracts; creating supply 
utilization guidelines designed to decrease clinical variation; and provid-
ing peer-to-peer physician engagement, Lyden explains. “Members joining  

Excelerate understand that a culture 
change in product utilization and 
clinical practices is required for con-
tinued success, and they are seek-
ing a business partner to help them 
achieve their goals,” he says. “The 
physician-engaged sourcing model 
allows physicians and administrators 
to have mutual accountability for 
costs and patient outcomes.” 

In a little over two years, Excelerate 
has added 11 health systems, including 
three large IDNs with over 40 hospi-
tals, to its membership, according to 
Lyden. “Health systems such as Pro-
Medica (Ohio), Kings Daughter Med-
ical Center (Kentucky) and Riverview 
Health (Indiana) all have found value 
in Excelerate’s physician-engaged 
sourcing model and value proposi-
tions,” he says. “A recent new member 
cited its decision to join as less of  a 
supply chain initiative and more clini-
cally based, focused on a reduction in 
clinical variation. And, the purchas-
ing coalition is open to expansion, 
he adds. “Excelerate is actively re-
cruiting like-minded members inter-
ested in making substantive system 
changes to improve clinical quality, 
reduce clinical variation in physician 
preference and clinical preference 
areas, and engage physicians and cli-
nicians in outcomes-based sourcing. 
Active discussions are underway with 
other medium to large health systems 
across the United States.”

The Journal of  Healthcare Contract-
ing recently spoke to Dr. Lyden about 
the coalition’s initiatives, advantages 
it has offered to its members, and the 
processes and protocols that have 
ensured its success.

Physician-Engaged 
Sourcing
Excelerate brings clinical perspective to the supply chain

February 2016 | The Journal of Healthcare Contracting18

REGIONAL PURCHASING 
COALTITION

The Journal of Healthcare Contracting: 
What advantages has Excelerate pro-
vided for its members?
Sean Patrick Lyden: The advantages Excel-
erate consistently brings its membership is the 
ability to present and implement a robust, clin-
ically vetted portfolio specializing in physician 
preference items, like orthopedic, heart and 
vascular products, along with traditional com-
modity products. Excelerate encourages great-
er commitment levels and standardization than 
other GPOs and members benefit through 

better-than-anticipated savings and decreased 
inventory management. Excelerate also lever-
ages tools, internal/external research and re-
sources – like its proprietary supply utilization 
guidelines – to encourage consistent clinical 
application; enhance physician engagement; 
and remain focused on cost-performance 
transparency for clinicians and administrators 
for informed decision-making. 

JHC: What are some of the top initia-
tives Excelerate has pursued in the last 
12 months?
Lyden: Physician preference and clinical pref-
erence items are the foundation of  our phy-
sician-engaged sourcing model, so improving 

these has been a primary initiative for us. For example, Excelerate mem-
bers collaborated and implemented a standardized cardiac rhythm man-
agement program at all member health systems. Another key initiative 
has been the development of  supply utilization guidelines designed to 
decrease clinical variation. Based on extensive research, these guide-
lines identify market-leading products and make recommendations uti-
lizing clinical evidence and patient outcomes data. For example, in the 
Hernia Mesh guideline, the member is guided through an algorithm, 
which directs select usage based upon clinical criteria and outcomes. 
Finally, peer-to-peer engagement is a key strategic initiative for Ex-
celerate. The physician-to-physician discussions are collaborative and 
focused on understanding product options, clinical practice patterns 

and changing behaviors that lead to improved 
patient efficiencies.

JHC: How has being part of Excelerate 
enabled members to leverage their 
buying power?
Lyden: Excelerate’s quality-centric focus pro-
motes physician engagement, which leads to 
more clinicians willing to adopt products that 
maintain positive outcomes. By providing 
a formulary-based and evidence-driven ap-
proach for procurement, healthcare systems 
create the ability to standardize and affect sup-
ply utilization management. Creating transpar-
ency to clinicians provides the ability to hold 

both providers and suppliers contractually accountable to helping lower 
supply/service costs.

JHC: How much in savings has Excelerate achieved since it  
began in 2013? 
Lyden: Over the past two years, Excelerate has saved members sig-
nificant dollars, as well as provided a process to engage clinicians in 
their most expensive product areas, while keeping quality its underlying 
focus. Excelerate’s membership is realizing on average over 25 percent 
in the high-dollar, high-usage physician preference items.

JHC: Please explain your process whereby your supply chain 
executives meet and make their decisions.
Lyden: Excelerate uses a clinically vetted process in making sourcing 
decisions. Discussions are clinical, not contractual or financial. Exten-
sive product research is conducted, reviewing clinical evidence, patient 

Discussions are clinical, not 
contractual or financial. Extensive 
product research is conducted, 
reviewing clinical evidence, 
patient outcomes, product 
attributes/trials and data analysis 
for the service line categories.
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•  Regional Purchasing Coalition profiles 
As this sector of the market continues to evolve, we’ll keep an eye on it.
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EXECUTIVE INTERVIEW

In years past, most supply chain executives were more  
familiar with the things of  “this world” – things they could touch, 
see, move – than those of  the digital world. That’s no longer true, 
as today’s executives understand why marrying “things” with “data” 
can create efficiencies that their predecessors of  20 or 30 years ago 
couldn’t fathom.

Still, understanding phrases 
like “open data standards” can 
be challenging.

The Journal of  Healthcare 
Contracting asked Curt Miller, 
executive director of  the 
Committee for Healthcare e-
Standards (CHeS), an arm of  
the Healthcare Supply Chain 
Association (HSCA), to ex-
plain the “down and dirty” 
of  open data standards, and how they can improve the supply chain.

The Committee for Healthcare eStandards (CHeS) was formed in 
2000 as a collaborative of  organizations dedicated to promoting the 
adoption and use of  open data standards in the healthcare industry. 
In 2008, CHeS joined and became part of  HSCA, continuing its role 
as a leading advocate for the promotion of  data standards within the 
healthcare supply chain.

CHeS has endorsed the adoption of  the GS1 standards now being 
incorporated in the healthcare supply chain, including the Global Loca-
tion Number™ (GLN™), the Global Trade Item Number® (GTIN®), 
and the use of  the Global Data Synchronization Network® (GDSN®). 
CHeS also endorses the use of  the United Nations Standards Products 
and Services Code® (UNSPSC®).

Curt Miller previously served as chief  information officer for Am-
erinet Inc. (now Intalere), where for 10 years he was responsible for 
the company’s information systems strategy, application development, 

Open Data Standards:  
Let’s Get This Straight
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network infrastructure, data management, 
and unified communications.

Upon taking leadership of  CHeS, Miller 
emphasized his commitment to helping the 
healthcare industry improve its accuracy, ef-
ficiency, and safety through the application of  
e-standards in the supply chain. 

The Journal of Healthcare Contracting: 
The Committee for Healthcare eStan-
dards defines itself as “a collaborative 
of organizations dedicated to promot-
ing the adoption and use of open data 
standards in the healthcare industry.” 
What are some of the organizations that  
are involved?
Curt Miller: All members of  the Healthcare 
Supply Chain Association are eligible to par-
ticipate in CHeS. Current active members 
include HealthTrust, Intalere, Minnesota 
MultiState Contracting Alliance for Pharma-
cy, Premier, and Vizient. We also work with 
other organizations like GS1 to promote the 
adoption of  data standards in the healthcare 
supply chain.

 
JHC: Can you name a couple of activities 
that CHeS has undertaken to “promote the 
adoption and use of open data standards?”
Miller: CHeS has been at the forefront of  
the healthcare supply chain standards effort 
and began researching best practices in 2000. 
That led to its endorsement of  the Global 

Curt Miller
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EXECUTIVE INTERVIEW

Location Number (GLN) Registry in April 2004 and subsequent en-
dorsements of  Global Trade Item Numbers (GTINs), the Global Data 
Synchronization Network (GDSN) and the United Nations Standard 
Products and Services Code (UNSPSC). 

CHeS has sponsored a number of  work groups to track and sup-
port the implementation of  standards such as the national GLN pilot 
program. Most recently CHeS collaborated with GS1 and the Health-
care Industry Supply Chain Institute (HISCI) to launch the Total Vis-
ibility Project, which identifies a standard set of  product attributes that, 
when published to the GDSN, all HSCA members will accept as the 
minimum necessary to support their data needs.

JHC: CHeS has endorsed GS1 standards. What can/should 
each vice president of supply chain or director of materials be 
doing NOW to further the use of these standards?

Miller: First, supply chain leaders should get educated on how the 
GS1 standards can be used to improve effectiveness and efficiency in 
the healthcare supply chain and contribute to patient safety.

Second, if  they have not yet done so, they should take ownership 
of  and maintain their GLN hierarchy in the GS1 Data Hub. The GLN 
Data Hub was originally populated by the GPOs, however, each pro-
vider is now responsible for the ongoing maintenance of  their infor-
mation. GLNs are used to identify organizations and specific delivery 
locations, allowing all links in the supply chain – including manufactur-
ers, distributors, exchanges and GPOs – to use a common identifier 
to refer to a specific location. GPOs and GS1 are prepared to assist in 
this process.

There is a wealth of  information available on the GS1 GLN 
healthcare registry web page (www.glnregistry.org/healthcare). 
Providers should contact their GPO to get an editor password for the 
GLN registry and follow the Healthcare Provider GLN quickstart guide. 
Additional information, including case studies, is available on CHeS’s 
“It Takes Just One” resource page (www.supplychainassociation.
org/?page=CHeS_Documents).

Third, supply chain leaders should be 
sure their materials management information 
system and other systems are GLN/GTIN-
ready and begin populating and maintaining 
GTINs in those systems. Where and when 
possible, they should begin using GLNs and 
GTIN in transactions with trading partners.

Finally, supply chain leaders should be en-
couraging manufacturers to publish complete 
product information transparently to the 
GDSN, make complete catalogs accessible to 
all users and GPOs, and give preference to 
those suppliers who do so.

JHC: Big question: WHY should supply 
chain executives promote 
the use of open data stan-
dards? What’s in it for them?
Miller: Healthcare e-standards 
will allow for more efficient trans-
action processes with fewer er-
rors. Standardized data and data 
protocols support automated 
transaction processes from pro-

curement to payment. Fewer errors reduce the 
costs associated with manual interventions to 
resolve price discrepancies and contract price 
eligibility. Healthcare supply chains will also 
benefit from easier and improved data ana-
lytics and benchmarking. Instead of  cleaning 
data, providers can better spend their time 
turning data into valuable information.

And patient safety will be improved through 
better ability to track recalls, lot numbers and 
product expirations through the systems.

JHC: In its December 2015 report to Con-
gress, “Challenges and Barriers to In-
teroperability,” the Health Information 
Technology Policy Committee defines 
interoperability as “the ability of two or 
more systems to exchange information 
and the ability of those systems to use 

I believe the healthcare supply chain 
data e-standards effort has sufficient 
momentum to reach that critical mass – 
perhaps sooner, rather than later.
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