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Some months before the 2010 presidential and congressional elections, 
when asked about the likelihood of passage of revolutionary health reform legislation, 
a noted government professor and political prognosticator indicated that polls revealed 
the country divided; the number of people favoring evolutionary or revolutionary 
changes was about the same as those in the middle who were able to go somewhat in 
either direction. He further indicated that in order to successfully enact legislation of 
a revolutionary nature, favorability rates for such an approach would have to lie in 
the high 60-70 percent range. He then qualified this observation by noting that it was 
possible that the stars could align and, assuming control of both houses of Congress and 
the White House by the same political party, revolutionary legislation could pass.

We know the rest of the story. In 2008 both houses of Congress and the White House all 
went to the same political party. In the spring of 2010, major – arguably revolutionary – health reform legislation was indeed 
enacted. Not having any national public consensus as to the breadth or scope of legislation during the legislative process or 
even today, it’s likely that we are in for a long season of legislative adjustments to the 2010 legislation. Our country remains 
divided on this issue.

In 2010 this electorate remained busy, returning control of the United States House of Representatives to the Republican 
Party while diminishing the number of Democrats in the U.S. Senate’s majority. Clearly we are back to two-party 
government at the federal level, at least for two years and maybe beyond.

While the national mood seems uncertain about the health reform package as a whole, it’s not hard to get general agreement 
on select features of the legislation. For example, consumers fundamentally like the notions of expanding coverage for young 
people up to age 26 on the traditional family policy and restrictions on denying coverage for preexisting health conditions. 
The flipside is that those same consumers are or will not be happy when their own premiums rise because of the new 
exposures and increased care costs that will be shared by everyone who has health insurance. On the provider side, while 
embracing the notion of coverage for all or at least for many more people (guesstimated at about 33 million), providers will 
lose some enthusiasm for the expanded coverage in the face of substantial cuts to provider payment rates.

Apparently someplace in all of this the great enunciated principal of economics comes into play: “There is no such thing as a 
free lunch.” That’s true for all the health reform stakeholders – providers, health plans, consumers, taxpayers and businesses.

In the January issue of Review, we wrote about governmental health reform efforts here in Virginia. We expressed both 
praise and support for the efforts of Governor McDonnell and Secretary Hazel for the prudent and bipartisan way in 
which they are approaching the overall challenges of health reform in Virginia. We also indicated that Virginia’s reform 
implementation and the activities of hospitals, health systems and all providers can be a vehicle to promote better health care 
value that includes lower costs, higher quality and better access.

Nevertheless, we in Virginia cannot proceed without awareness that future changes in national health reform laws, funding 
and new regulations will bear significantly on what happens here at home.

Our messages to Washington must be tempered by this current political reality. We need to be supportive of reasonable 
fixes to the existing national health care reform law and walk a line that allows us to be seen as credible advocates of real 
reform on both sides of the aisle. We must be advocates for constructive changes that promote better value. And, as in 
almost all legislative horse trading, we must be willing to give as well as get. If the overall costs for the law as enacted are too 
burdensome to the national exchequer, we must cooperate in finding a middle ground.
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by Christopher S. Bailey and Sheila 
E. Gray. Mr. Bailey serves as senior vice 
president and Ms. Gray serves as assistant vice 
president of VHHA.

continued	on	page	4

Variation in health care can be a 
divisive subject. But the reality of 
significant variation in costs and 
quality is unavoidable. The question is 
what do we do about it at the provider/
community level and at the policy level.

VHHA’s view is that effective health 
care reform will require that we 
support and reward value. If we are to 
have more efficient and effective health 
care, we must replace fragmented 
payment systems that reward volume. 
Doing the right thing at the right time 
for patients is worthwhile in and of 
itself. But the evidence strongly suggests 
that addressing unwarranted variation 
and improving care quality can lower 
spending trends as well.

While most would agree with the 
diagnosis that significant variation 
in health care costs and quality is 
very real, there is much less certainty, 
and plenty of controversy, about the 
prescription. Several questions arise:

•  What must be done to reshape 
financial incentives among public and 
private payers away from volume-
driven incentives to more outcome 
and value-based incentives?

•  How can we redesign the delivery 
system to achieve rapid innovation, 
improve quality for patients and 
squeeze out unnecessary costs?

National Efforts
The American Hospital Association 
(AHA) convened a task force on 
variation in health care spending in late 
2009. George Dawson, president and 
chief executive officer of Centra Health 
in Lynchburg, served on the task 
force, which determined that variation 
is real but can be caused by several 
interrelated factors, some out of the 
control of the health care system.

Addressing Variation
The task force had several themes 
emerge during its work:

•  variation exists at all levels of the 
health care system;

•  it exists across multiple performance 
dimensions;

•  it occurs in both private pay and 
Medicare populations;

•  hospitals are not the only source of 
spending variation;

•  many factors influence health care 
spending, some within providers’ 
control, others not;

•  some degree of variation in medical 
practice will and should exist;

•  regional variation in service use is 
not the same as regional variation in 
spending;

•  regions that have high levels of 
spending are not always the regions 
with high spending growth;

•  it exists regardless of payment 
incentives, organizational structure 
and other factors;

•  financial incentives matter;

•  providers respond to data even 
without financial incentives; and

•  the link between quality and 
spending is disputed.

Based on these themes, the task force 
made five recommendations:

1. Hospitals together with physician 
partners, with leadership and 
support from the AHA, must 
take aggressive action to reduce 

Medicare Reimbursements per Enrollee
Alaska $8,035 
Arizona $8,137 
Missouri $8,214 
Alabama $8,217 
Tennessee $8,334 
DC $8,405 
Kentucky $8,518 
Ohio $8,530 
Pennsylvania $8,565 
Mississippi $8,640 
Rhode Island $8,704 
Delaware $8,774 
Illinois $8,822 
Nevada $8,824 
Oklahoma $8,852 
Michigan $9,254 
California $9,337 
Maryland $9,390 
Connecticut $9,500 
Massachusetts $9,568 
Louisiana $9,614 
Florida $9,854 
New York $9,955 
Texas $9,962 
New Jersey $10,005 
National Average $8,682 

The Dartmouth Atlas of Healthcare

Hawaii $5,926 
North Dakota $6,208 
Idaho $6,403 
Wyoming $6,513 
Montana $6,518 
South Dakota $6,546 
Oregon $6,578 
Iowa $6,686 
Minnesota $6,974 
New Mexico $7,147 
Virginia $7,153 
Maine $7,259 
Washington $7,267 
Utah $7,297 
Vermont $7,350 
Wisconsin $7,408 
Nebraska $7,514 
Colorado $7,647 
Georgia $7,731 
West Virginia $7,798 
Kansas $7,830 
New Hampshire $7,839 
South Carolina $7,862 
Arkansas $7,896 
North Carolina $7,911 
Indiana $7,931 
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inappropriate variation within their 
own organizations and collaborate 
with physicians, other clinicians, 
other providers, insurers and 
employers to address inappropriate 
variation across the care continuum.

2. The AHA must work to ensure 
hospitals have access to the data, 
tools and strategies they need to be 
successful in reducing inappropriate 
variation within their own 
organizations and in conjunction 
with care partners.

3. The AHA and hospitals must 
advocate for policies that recognize 
appropriate variation while fairly 

holding health care organizations 
and others accountable for reducing 
inappropriate variation that is 
within their control and adjusting 
for those factors that are not.

4. The AHA and the hospital field must 
take a leadership role to more fully 
engage patients and the population 
at large in their health and health 
care.

5. The AHA Board of Trustees must 
revisit the issues of Medicare 
geographic payment adjustments, an 
issue beyond the scope of the task 
force, particularly in light of the 
Institute of Medicine (IOM) study, 
Geographic Adjustment Factors in 
Medicare Payment.

In addition to the AHA efforts, the 
federal health care reform law called 
for the Institute of Medicine to conduct 
two studies on variation: Geographic 
Adjustment Factors in Medicare 
Payment and Geographic Variation in 
Health Care Spending and Promotion 
of High-Value Care.

The first study, Geographic Adjustment 
Factors in Medicare Payment, will 
address changes in reimbursement 
based on estimated operating expenses 
in different regions across the country. 
It will issue two reports, in spring 
2011 and spring 2012 respectively. 
The first will evaluate the accuracy of 
geographic adjustment factors and the 
methodology and data. The second will 
evaluate the effects of the adjustment 
factors on the distribution of the 
health care workforce, quality of care, 
population health and the ability to 
provide efficient, high-value care.

The second study, Geographic 
Variation in Health Care Spending 
and Promotion of High-Value Care, 
will focus on variation in health care 
spending and utilization across the 
country for individuals with Medicare, 
Medicaid, private insurance and no 
insurance. The study will examine 
how variation may be related to cost, 
supply and quality of care and health 
outcomes; diversity within patient 
populations; physicians’ decisions on 
what care to provide and availability 
of reliable medical evidence to support 
those decisions; and how a geographic 
area is defined.

Virginia
The Commonwealth is a relatively high 
quality, low-cost state for health care. 
Virginia’s ranks among the states on 
quality and costs show that we are in 
the:

•  Lowest 10 percent in Medicare 
spending per beneficiary (Dartmouth 
Atlas)

•  Lowest quartile in insurance 
premium costs for the private, small 
group market (America’s Health 
Insurance Plans)

Variation —	continued	from	page	3

continued	on	page	15

Virginia hospitals perform better than the national
average on quality measuresaverage on quality measures

US Virginia Top Hospitals 

Outpatients having surgery who got the right kind of antibiotic 
93 95 100 

Surgery patients given an antibiotic at the right time to help prevent 
infection 

92 95 100 

Heart surgery patients whose blood sugar is kept under good control in 
days right after surgery 

91 95 99 

Average number of minutes before outpatient with chest pain or possible 
heart attack got an ECG 

43 11 4 

Heart attack patients given smoking cessation advice/counseling 
96 99 100 

Pneumonia patient assessed and given pneumoccocal vaccine 
87 92 100 

Heart failure patient given discharge instructions 
79 87 100 

Heart failure patients given evaluation of left ventricular systolic function 
90 96 100 

Hospital Compare
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Musings on Health Care

continued	on	page	6

John Duval is passionate about 
academic medicine. This passion is 
second to his love for his family, but 
it’s there nonetheless. His entire career 
in health care has been at academic 
medical centers, and he wouldn’t have 
it any other way. To John, America’s 
health care delivery system – despite 
its incumbent flaws – would not be 
as advanced, capable and qualified as 
it is today without the contributions 
of our country’s academic medical 
centers (AMCs) to ensuring a vibrant 
health care workforce, to advancing 
new therapies and technologies and to 
providing care. John is chief executive 
officer of MCV Hospitals & Clinics of 
VCU Medical Center and is serving as 
the 75th chairman of VHHA. He sees 
an interesting road ahead for all of 
health care and believes the health care 
community needs to do most of the 
heavy lifting to institute real change in 
America’s health care delivery system.

John sat down for an interview in early 
January and chatted about a variety of 
topics. John is not only passionate, but 
also folksy, down-to-earth, focused and 
a bit of a daredevil. What follows are 
excerpts from that interview.

His path to health care

John was born in Pasadena, California, 
and grew up east of Los Angeles in El 
Monte, California, which he quickly 
added was where Frank Zappa got his 
start. He admits to growing up under 
“challenged circumstances,” and began 
working at the age of 15. “I’ve been 
a short order cook, washed dishes, 
cleaned floors, worked as a veterinary 
assistant, was a Naval ordnanceman 
and worked in clinical laboratories 
sterilizing dishes. I still can drive a 
very good floor buffer.” All in all, he 
thinks he’s “done many of the difficult 
jobs one can do on the way up.” He 
reflects that his life could have turned 

out very differently without the people 
who believed in and helped guide him 
through life.

John entered the Navy at 19, and 
“did my duty and got out as quickly 
as I could to go back to college.” 
He started out at Citrus Community 
College in California, and ended 
up at the University of California – 
Irvine (UCI), where he got his B.S. in 
Biology, with a focus on biochemistry 
and molecular biology. He began the 
process of applying to UCI for his 
Ph.D. in biochemistry, but changed his 
mind and got his masters degree from 
the business school instead. He did an 
internship at UCI Medical Center and 
“never looked back.”

What about academia so interested 
him? “I’ve always loved the discovery 
side of what we do – being a part of 
the research mission and the creation of 
new knowledge.” His career has taken 
him from Los Angeles to New York, 
back to Los Angeles again, to Denver, 
to Tucson and finally to Richmond. 

Prior to coming to Richmond, 
his longest stint was in Tucson at 
University Medical Center where 
he served in a number of roles from 
1987-2003; the last six years as chief 
operating officer.

The future of AMCs and how 
community providers fit in

“The tempo of change is one thing 
we’re going to have to continue to 
struggle with, but at the end of the 
day, I see a bright future for the 
educational enterprise. We have serious 
workforce issues that sit in front of 
us that will increase demand creating 
both challenges and opportunities for 
academic medical centers. We will 
see collaborative education models 
with our colleagues in the community 
develop because we can’t meet the 
demand all by ourselves. We lack 
the requisite capacity to deliver a 
generation of new licensees to the 
marketplace in proportion to societal 
needs.by Sheila E. Gray. Ms. Gray serves as 

assistant vice president of VHHA.

John at the VHHA Annual Meeting, November 2010
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Musings —	continued	from	page	5

“What we [VCU] do, alongside our 
colleague academic centers, is such 
an essential piece of advancing the 
health of the U.S. That doesn’t mean 
we won’t change how we accomplish 
our missions, put them under pressure 
or be held accountable to higher 
standards in terms of the value of the 
research and educational missions we 
have. It is essential that we continue 
to communicate why we are different 
and what is our value proposition. I’m 
convinced that what we do in terms of 
discovery – the bringing of advanced 
technologies and clinical trials to the 
people of Virginia – is so important 
that the communities we serve will see 
the benefits of having vibrant academic 
medical centers as part of the mix into 
the future. Clearly we will have to be 
good stewards of our mission and our 
resources for we will be held to high 
standards and will need to demonstrate 
why we offer differential value.”

Transparency transforms

John believes that Virginia’s hospitals 
and health systems will attain higher 
quality, thus delivering better value, 
with the help of public disclosure. 
“That which gets seen gets changed.” 
He noted that Virginia’s hospitals and 
health systems have demonstrated they 
can work together to improve quality 
and reduce aggregate costs through 
the numerous collaborative efforts 
they’ve undertaken in clinical quality 
improvement. (See article beginning on 
page 3.)

“Statewide, our hospitals are beating 
the national average on many quality 
and patient safety measures. Our 
surgical outpatients are getting the 
correct antibiotic 95 percent of the 
time. Glycemic control for cardiac 
surgery patients post operatively is 95 
percent. Our heart attack patients are 
provided smoking cessation advice 
or counseling 99 percent of the time. 
Our pneumonia patients are assessed 
and given the pneumococcal vaccine 
92 percent of the time. We should all 
be proud of the work we’ve done to 
improve the quality of care and safety 

to our patients. 
But until those 
numbers reach 
100 percent 
across the 
board, we still 
have work to 
do.

“[But] health 
care is too 
complex to 
make changes in 
one fell swoop. 
That was the 
argument 
behind publicly 
reporting 
nosocomial 
infections 
in Virginia; 
incremental 
positive change 
through shared 
data and public reporting.

“And it’s about improving techniques 
and systems. Societally, you want 
quality numbers to be crowded at 
the top. As there is greater adoption 
of clinical best practices, you will see 
outcomes data with tighter and tighter 
bandwidth as overall improvement 
occurs. That’s what you want. There 
are many opportunities for what we 
might accomplish as a community.”

Medicine is a team sport

With the aging of the Baby Boom 
population, implementation of 
health care reform and the growth in 
Medicaid and Medicare populations, 
the health care delivery system must 
find more creative ways to utilize its 
current workforce and create more 
incentives for providers to work 
together, ultimately for the betterment 
of the patient and the system.

“Hospitals already have been hiring 
physicians, which is being driven by 
issues of scarcity, adequacy of the 
workforce and the ability to deal with 
the current reimbursement system, 
but this creates an opportunity. We 
can start working towards that value 
proposition. Finding and agreeing 
upon value and more importantly 

how we’ll measure it and invest in 
the infrastructure needed will fill our 
agenda for change. We have many 
great experiments out there, whether 
it’s an accountable care organization 
(ACO) model or other care models we 
adopt, we need to find ways to engage 
all disciplines to improve quality and 
reduce variation in our practice, find 
out what the best practices are, share 
that broadly and do our best to deliver 
a high value product.

“Everybody has to believe in this sense 
that medicine is a team sport. And if 
we’re going to deliver greater value 
then we are going to have to conduct 
ourselves as a team.”

Health care reform

Much has been said already, and much 
more will be said on the horizon on 
what to do with the current law and, if 
replaced, much more will be said about 
the replacement. But right now, the 
country has “reform,” and in John’s 
estimation any amount of reform is a 
positive change.

“In the main, we do need to reform 
America’s health care system. I don’t 
think there is any question that we need 
to do this. We need to level the playing 

John and Valli
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continued	on	page	8

field in terms of access – the disparities 
in access with the underinsured and 
uninsured – and we need to deal with 
having sufficient capacity in the system 
for the tsunami of demand that is 
coming with the aging of the Baby 
Boom population. We must look at 
this as a value proposition – no matter 
where dollars are spent on health care 
delivery, they must be spent more 
wisely and effectively with aligned 
incentives so that it’s not about widgets 
being processed but outcomes being 
managed as best we can.

“I do, however, see some 
backpressure on the law, which may 
well slow the pace of governmental 
reform, but I don’t think it’s going 
to slow market reform. The market 
is going to continue to expect us 
to structure ourselves in ways that 
look at the value proposition. 
It is most likely that we will see 
shrinking margins as we spread 
demand differently, and as we see a 
redistribution of wealth across the 
system, it is going to force us to be 
attendant to the value we deliver.”

Reimbursement and value

Medicaid is the second largest 
state budget driver in Virginia. 
However, eligibility requirements 
and benefits are among the strictest 
in the country, which leaves only 
provider reimbursement rates to 
cut when “unsustainable growth” 
is uttered by a government official. 
As it stands on January 31, hospital 
inpatient reimbursement rates are 
scheduled to drop to 60 percent of 
costs as of July 1.

Additionally, some of the burden of 
paying for health care reform will come 
on the backs of providers through 
lower Medicare reimbursements from 
the federal government. These cuts are 
in addition to the significant Medicaid 
reimbursement cuts at the state level. 
The current payment system rewards 
volume, and reforming the payment 
system will require changing to a 
value-based system. While reforming 
the overall government payment system 
is crucial to the future success of the 
health care delivery system, “doing 

more with less” – a hospital mantra for 
many years – is really the name of the 
game for providers going forward.

“I think provider rates are clearly 
threatened if we don’t bend the curve 
on cost growth. With that said, we 
need to be thoughtful in how we 
accomplish these cuts...if you simply 
cut provider rates you will have an 
access to care issue. We’re going to 
have to do some bold experiments to 
see if there are ways we can change 
the financial incentives to align to a 
lower cost system without gutting the 

very institutions that are providing 
the services. While I don’t think we’re 
going to reduce the Medicaid spend 
easily given the growth of aged, blind 
and disabled and other special needs 
populations, we can bend the curve and 
have a lower rate of increase relative 
to the broader inflation rates in the 
country. There’s a balancing act to 
getting some of this done.

“There are significant opportunities to 
improve our quality of care and care 
model, which will have corresponding 
reductions in cost. Growth of demand 

is going to cause us to rethink how we 
approach the workforce, who can do 
what and where in the clinical system 
and what consequences there will be in 
advancing quality and safety. Through 
best practices and collaboration why 
can’t we improve care and reduce 
hospitalizations to keep Virginians 
healthier for their overall level of 
wellbeing and drop costs?”

As Chairman

The VHHA chair serves one year. 
Not a long time. But John is sincere 
and succinct in what he wants to 
accomplish in 2011.

“I want to make sure, to the extent 
achievable, that we are delivering 
solutions to the many issues 
confronting health care. That we are 
indeed working hard to support our 
communities. That we have been 
and continue doing good. We have 
opportunities to do better, and we will 
create the solutions and infrastructure 
necessary to do that, and to do it in a 
thoughtful way.

“Secondly, I want to see if there are 
partnerships to be built with other 
sectors in the health care delivery 
system. Now and into the future we 
need to work with our colleagues 
to demonstrate that we can build 
solutions across the continuum of 
care.”

Sleepless nights

When asked what keeps him up 
at night, John laughed and said, 
“indigestion.” After a momentary 
pause he spoke of the needs of his 
employees, the impact of VCUHS on 
the community and balancing change.

“The ability to optimize and preserve 
jobs in our community is something 
that I worry about a lot. Hospitals 
are labor-driven organizations. So if 
Medicaid comes crashing down on our 
heads, how do I advance quality and 
preserve jobs at the same time? That’s a 
tough nut to crack.

“I think about the nature of 
change – the fact that reform needs 
to occur – but are the changes 

John proudly shows his allegiance in Antarctica
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Musings —	continued	from	page	7

thought out in terms of the funding 
mechanisms and the vehicles for 
implementation? Witness impending 
cuts to indirect medical education 
(IME), disproportionate share (DSH) 
payments, Medicaid and Medicare 
reimbursements.

“No matter where you cut, you are 
now putting pressure on that very 
portion of the system that you depend 
on to deliver the workforce for future 
demand. That’s where we need to knit 
these interrelated issues together.”

Family

Valli and John have been married for 
32 years.

Their oldest child is Dari, who turned 
27 on January 5. She is a graduate of 
the Chicago School of Economics and 
currently works as a private contractor 
for the Mexican government doing 
econometric modeling for a business 
incubator that Mexico runs in Phoenix, 
Arizona. She’s an athlete, mainly a 
runner who competes in various races.

They also have a 25 year old son 
Devin, a graduate of the University 
of Arizona and a Marine officer, who 
just returned from deployment in 
Afghanistan. 

The Daredevil

John as it turns out is a bit 
of a daredevil. He says, “I 
do silly things.” Once he 
climbed the tower of the 
Critical Care Hospital, 
15 stories high, to raise 
$26,000 for the Boys & 
Girls Club.

He skis, rides bikes and 
loves to dive. He has 
hiked over 400 miles in 
the Grand Canyon and 
has a white water kayak 
in his garage, although 
he admits he hasn’t been 
“out for a while.” His 
stated greatest adventure 
is golf, because “I stink so 
badly at it.”

His last “fun” vacation 
was to Antarctica, “just 

for the sheer adventure of it.” Valli 
told him he was nuts and said to him, 
“You’re on your own pal,” to which he 
retorted, “She wouldn’t have enjoyed it 
anyway.”

He went with a couple of friends and 
went ice kayaking in an iceberg-choked 
fjord. He hiked out onto an ice sheet 
in the Weddell Sea and interacted 
with a pod of Emperor penguins. He 
enjoyed the fauna especially. “Seeing 
the wildlife, the whales, the leopard 
seals, the sea lions and the albatross 
was amazing. At one point we walked 
through a quarter million pairs of 
Chinstrap penguins.”

He also took some amazing 
photographs and noted of the weather, 
“It was a little brisk.” “Brisk?” “It 
redefined cold for me.”

On his way to Antarctica he stopped 
in South America to explore Santiago, 
Chile, and Ushuaia, Argentina. He 
spent about a week just exploring.

“I saw some fantastic museums, 
met wonderful people and ate some 
outrageous ceviche. Santiago is a great 
town.”

In July, he and Valli are travelling to 
Cape Town, South Africa.

Other sorts of fun

Including his aforementioned 
“daredevil” activities, John enjoys 
reading “all sorts of books.” He’s the 
type who goes to a theater truly to be 
entertained. “I check my brain at the 
door and enjoy a good yarn.” Among 
his favorites are Avatar, The Lord of 
the Rings, and “sappy sports movies.” 
Field of Dreams sappy? “No, that’s a 
little too sappy.” His taste runs more 
to Invictus, For the Love of the Game, 
Brian’s Song and The Blind Side.

He’s an admitted sports enthusiast, not 
to be confused with a sports fan. “I like 
to engage in sports that I can engage 
in. I’m not someone to sit long hours in 
front of a TV watching sports.”

He likes to be with his family 
outside whether it is hiking, skiing, 
backpacking or biking. Some of these 
he got his children interested in, others 
they got him interested in.

Final Thoughts

John is quick to praise and gives 
credit where it is due. He defines his 
management style as sometimes having 
to do “something whacky to keep 
people’s attention and to keep it fun.” 
He is surrounded daily by 8,000 people 
who “are wonderful in their own right. 
They come from every walk of life and 
every history imagined. I’m just richer 
for getting to know them. So I try to 
stay real, credible and accessible to the 
folks who make it happen every day.”

With rare exceptions, John meets all 
new employees at their orientation. 
He works hard at getting staff to 
engage in frank conversation. “I think 
it’s a good thing. We have the vice 
presidents around, and everybody’s 
got to be accessible. Some people 
have good questions, nice questions 
and sometimes they sweat you. It’s 
all part of the dialogue. But it makes 
management real.

“And [when you do that] don’t be 
surprised when people come up to 
you in the hall and greet you and start 
talking to you. I find out more from the 
housekeepers…” n

Scott Burnette, president/chief executive officer of Community 
Memorial Healthcenter in South Hill and outgoing VHHA 
chairman, with John at the Annual Meeting, November 2010
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From Camp to Career
For the last six years, VHHA has co-sponsored Health Career Camps with member hospitals as a way to “reach down 
the pipeline” for the future health care workforce. The camp experience introduces middle school students to the various 
professions and informs them of the necessary educational requirements for each field. As almost all health careers require 
college education, and placement is very competitive, the camp leaders encourage students to enter high school ready to take 
the additional math, science and language classes required for college admission. With the help of a few camp directors, 
VHHA interviewed several former campers who are currently enrolled in college and planning to enter the health care field. 
The students were asked if the camp had influenced their educational and career decisions. While each student has taken a 
different course each found their time in camp instrumental to their decision.

continued	on	page	10

When Zach Tyler attended Virginia 
Commonwealth University’s 

(VCU) Jump Ropes to Stethoscopes 
camp in 2005, it was not on his wish 
list of summer activities. His mother 
signed him up, and he was not pleased 
about attending. “Why would I want 
to do that? That’s what girls do!” But 
he now describes that point of view 
as “primitive.” Before entering camp 
he had decided, “I am going to be a 
lawyer because I love to talk.” Early 
on, he also considered being a doctor, 
professional basketball player and a 
fire truck. He does report that he is 
not sure how he thought the fire truck 
idea was going to work out. After 
two days in the camp, he changed his 
mind and decided he wanted to be a 
nurse anesthetist. He is currently a 
pre-nursing major at VCU. Although 
the camp had a nursing focus, Zach 
felt that its journeys to different areas 
of the hospital showed campers the 
various options for many different 
health careers.

The camp experience also influenced 
Zach’s choice of high school and 
classes. “As a result of my mother 
putting me into the camp, and me 
ultimately loving it, I applied to 
Richmond Community High School. 
While in high school I took classes, 
honors and advance placement, to put 
me in a good position when it came 
to apply to medically oriented college. 
This camp in my opinion, helped 
prevent four years in a college in which 
I continually switched majors.”

Quintett Bowers was a VCU camper 
in 2005 with Zach. She is currently 

enrolled in Richard Bland College and 
credits the camp with making her try 
harder in math and science classes. The 
camp also “helped me prepare for the 
future by trying harder at everything.” 
Before attending the camp she wanted 
to be a police officer. After attending 
she decided she liked the health care 
field’s options more and is working 
towards a forensic science career.

Molly Patterson was a camper at 
Reston Hospital Center’s Camp 

Discovery in 2005, the summer before 
entering the eighth grade. Before 
attending the camp she thought she 
would become “an astronaut, a writer 
or an Olympic athlete…I had many 
interests.” She is now a sophomore 
at Yale University and majoring in 
chemical engineering and pre-med. 
“I came home from Camp Discovery 
each day having seen the many exciting 
opportunities available in the medical 
field. It was fun!” She then added, 
“Camp Discovery was my first real 
exposure to medicine. Looking back, 
I believe it served as a litmus test for 
me in determining if medicine was 
a career I’d like to pursue. The day-
to-day activities at the camp very 
much mimicked the collaborative 
and exciting atmosphere of real 
time medicine, giving me and fellow 
students a taste of the real deal. Camp 
Discovery provided a firm ground from 
which I made decisions in high school 
regarding a possible future in medicine. 
It certainly made a great impression!”by Barbara S. Brown. Dr. Brown serves as 

vice president of VHHA.

Zach Tyler

Quin Bowers

Molly Patterson
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Camps —	continued	from	page	9

Eric Bailey and Elaine Dunnavant 
were two of Molly’s camp 

colleagues. They were most influenced 
by the camp’s trips to Northern 
Virginia Community College’s 
medical campus in Springfield to 
learn cardiopulmonary resuscitation 
and participate in a criminal science 
scenario. During the scenario, the 
campers collected blood samples 
and other evidence, bandaged mock 
patients and helped transport the 
“injured.”

Eric thought he wanted to be a 
physician, and Elaine was interested 
in being an author. After the camp 
experience they changed their minds. 
Eric became a paramedic by attending 
an after school paramedic certification 
program before he graduated from 
high school. He finished his firefighter 
certification in February 2010. He has 
applied to be a paramedic firefighter 
with a local fire department. Elaine is 
a freshman at Wake Forest University 
intending to study chemistry and trying 
to choose between pre-med or other 
health career majors. What influenced 
their decisions were the interactive 
experiences, like the scenarios used at 
Northern Virginia Community College 
and on the hospital’s campus. The “not 
like a classroom” experiences sealed 
their decision to pursue health care.

After attending VCU’s camp, Sheryl 
Harvey really started to focus on 

her goal of becoming a nurse. She 
completed both the nurse aide and 

pharmacy technician 
programs while in high 
school. She took the 
classes to give her a step 
up when competing 
against others for the 
limited spaces in registered 
nurse programs. They also 
provide her with some 
options for earning money 
and gaining experience 
in health care while in 
school. She agrees with 
the other campers that the 
program really started her 
health career journey in a 
very positive way.

“Reaching down the 
pipeline” is a long-term 
strategy for workforce 
development. Its only 
immediate pay off is the 
satisfaction that it gives 
the staff teaching the 
students and the good 
will it generates in the 
community.

The experience, however, does stay 
with students as they mature. For these 
students, their interest in health care 
changed from being an interesting 
curiosity to a career path. In addition, 
they approached their high school 
curriculum with more focus, and they 
worked harder to make sure they had the 
option of the health career of their choice. 
It’s amazing what a week can do!

For more information, contact Barbara 
Brown at bbrown@vhha.com. n

Above: VHHA member camp 
coordinators met in Richmond on 
November 19, 2010, to learn about 
the successful camps being held 
around the state. In 2010, almost 
25 VHHA members hosted 31 
health care career camps with 700 
middle and high school campers 
enrolled. Another 300 students 
wanted to participate but couldn’t 
due to camp space limitations.

Below, from left to right: Eric Bailey, 
Elaine Dunnavant and Sheryl 
Harvey
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by Sheila E. Gray. Ms. Gray serves as assistant vice president of VHHA. continued	on	page	12

The Health Information Technology for Economic and Clinical Health 
Act (HITECH) of the American Recovery and Reinvestment Act of 2009 
calls for physicians and hospitals to be “meaningful users” of electronic 
health records (EHR] by 2015. Those that aren’t will face payment 
penalties that will be phased in from 2015 through 2017, when penalties 
become permanent.

The Commonwealth of Virginia, through multiple public/private 
partnerships, has positioned itself to capitalize on federal incentive 
payments and assist providers with attaining meaningful use of EHRs. 
This article provides information on Virginia’s efforts to assist providers 
with meaningful use of EHRs, the basics of the pertinent federal 
regulations and what they mean for providers.

Virginia Activities

Virginia is a recognized leader in 
HIT initiatives, communication and 
collaboration to foster health care data 
exchange:

• The Commonwealth has two health 
information exchanges (HIEs) 
participating in the National 
Health Information Network Trial 
Implementation.

• The state has been designated 
a Chartered Value Exchange, a 
collaboration of health care providers, 
employers, insurers and consumers 
working jointly to improve care and 
make quality and price information 
widely available.

• The Virginia Health Exchange Network, 
a statewide collaboration of Virginia 
health plans, health systems, hospitals 
and the Commonwealth, is working to 
lower transaction costs and improve the 
efficiency of administrative systems in 
health care.

Virginia’s HIT activities geared up under 
Governor Kaine in 2009 following 
passage of the HITECH Act. Governor 
McDonnell has continued the state 
HIT Advisory Commission (HITAC), 
which oversees HIT efforts in the 
Commonwealth, implemented through 
the Virginia Department of Health 
Office of Health Information Technology 
(HIT). HITAC has met regularly since 
its inception developing policies and 
procedures to help Virginia’s hospitals, 
health systems and physicians become 
meaningful users of HIT.

The Commonwealth has been awarded 
$24 million in federal stimulus money 
under the HITECH Act to develop a 
statewide health information exchange 
and a regional extension center that will 
provide HIT and EHR outreach and 
support services to providers.

Achieving Meaningful Use 
State Efforts Underway; Virginia Providers Well-Positioned
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Meaningful Use —	continued	from	page	11

Health Information Exchange

A cornerstone to achieving meaningful 
use of EHRs is the ability to share 
information in a secure, timely, 
accurate, comprehensive and easily 
accessible fashion. The Commonwealth 
of Virginia Health Information 
Exchange (COV-HIE) is a statewide 
collaborative of public and private 
stakeholders. Its mission is to 
develop and adopt statewide HIE 
activities that “foster and sustain 
trust, collaboration and information 
sharing among consumers, providers 
and purchasers of health care services 
in the Commonwealth of Virginia, 
leading to measurable improvement in 
outcomes and cost-effective delivery of 
services.” Its goal is to utilize health IT 
to improve health care and the health 
of all Virginians.

HITAC concluded that the best 
health information exchange model 
for Virginia is to “allow any HIE 
that meets the HIE accreditation 
requirements to compete in a free 
market across the Commonwealth, 
supplying their exchange services to 
any interested health care provider.”

To execute this model, HITAC outlined 
implementation guidelines for COV-
HIE to:

•  Establish an accreditation and 
authorization process to evaluate 
potential “participating entities.”

•  Establish a standardized gateway 
for access to all state health-related 
resources and the National Health 
Information Network.

•  Operate several centralized technical 
and functional services to provide 
aggregate data and to access state-
managed data that other HIEs are 
unable to access.

•  Oversee accreditation and 
authorization of participating 
entities.

•  Allow participating entities to use 
the services provided by COV-HIE 
or maintain their own version of the 
service.

•  Allow additional public and private 
sector efforts to use any accredited 
and authorized HIE.

COV-HIE will serve as the “hub” of 
health information exchange for the 
Commonwealth, interacting with all 
accredited and authorized HIEs and 
providers, and it will provide access 
to the National Health Information 
Network and the Virginia Health 
Exchange Network (VHEN). Anyone 
authorized to view patient data under 
HIPAA rules and partnering with an 
accredited HIE will be able to access 
data. Providers can access data through 
their contracted HIE, which in turn will 
speak with the COV-HIE to interact 
with other HIEs, the National Health 
Information Network and VHEN. 
HIEs will be able to share information 
directly with each other, or they can 
request access to the data through 
COV-HIE.

COV-HIE will collaborate with 
multiple existing state public and 
private partnerships actively engaged in 
electronic data exchange, including the 
following:

CareSpark, operational in 2008, 
allows the secure exchange of health 
information among hospitals, 
physicians, public health departments, 
labs, pharmacies and health insurers 
serving patients and consumers in 
the central Appalachian region of 
Southwest Virginia and East Tennessee. 
CareSpark’s network currently serves 
over 375,000 patients and 250 
clinicians.

MedVirginia, operating since 2006, is 
one of the country’s first HIE’s, linking 
clinical data from hospitals, physicians, 
labs and pharmacies in Central Virginia 
to help providers improve clinical 
workflow and attain meaningful use of 
HIT. MedVirginia also helps providers 
utilize HIT to create and maintain 
patient-centered medical homes for 
those they serve.

Northern Virginia Regional 
Health Information Organization 
(NOVARHIO) was established in 2006 
to serve as an HIE for its region. Its 
first full-scale project is to develop a 

patient-permitted medication history to 
Inova Alexandria Hospital Emergency 
Department physicians to assist 
with diagnosis and treatment during 
emergencies.

The Virginia Health Exchange 
Network is dedicated to lowering 
transaction costs and improving health 
care administrative system efficiency. 
Providers will be able to determine 
insurance eligibility status, level of 
benefits and other information through 
one portal. VHEN is a collaboration 
of VHHA, the Virginia Association of 
Health Plans and the Commonwealth.

Commonwealth Rx is a program 
designed to improve safety, quality of 
care and cost effectiveness through 
e-prescribing and medication 
management. Its integration with 
COV-HIE will assist physicians with 
e-prescribing and improve prescription 
management collaboration. 
MedVirginia voluntarily began this 
program in 2009 and supports it 
financially.

Surescripts operates the nation’s 
largest e-prescribing network, 
connecting to all of the major chain 
pharmacies, leading payers and 
pharmacy benefit managers, and 
over 10,000 independent pharmacies 
nationwide. In Virginia, over 85 
percent of pharmacies are connected to 
prescribers using Surescripts, ranking 
the Commonwealth 12th in the nation 
for level of pharmacy participation.

The Virginia Advance Healthcare 
Directive Registry will allow Virginians 
to submit paper or electronic advance 
directives at no charge to a statewide 
repository. The registry will allow them 
and their designees, including health 
care providers, access to their directive. 
The registry is being created by Unival 
and Microsoft, which will provide 
interoperability with COV-HIE.

Virginia Health Information has 
developed a pilot exchange system 
to collect laboratory and other 
clinical data from hospitals utilizing 
the international system of Logical 
Observation Identifiers Names and 
Codes. The pilot includes roughly 50 
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percent of Virginia’s 870,000 annual 
discharges and represents over 15 
million distinct tests and results.

The Virginia Telehealth Network 
works to advance the adoption, 
implementation and integration of 
telehealth and related technologies into 
models of health care statewide, and 
it promotes the integration of health 
systems to support the delivery of care 
for all Virginians.

The Network includes VHHA members 
such as the Edward Via Virginia 
College of Osteopathic Medicine, 
the University of Virginia Office of 
Telemedicine, the VCU Health System 
Clinical Telemedicine program and 
HCA.

The Department of Medical Assistance 
Service will be an integral partner with 
COV-HIE efforts. The State Medicaid 
HIT Plan details how Virginia’s 
Medicaid program will implement 
and promote HIT. While maintaining 
a separate entity for state-provided 
services, providers ultimately will be 
able to access Medicaid data through 
COV-HIE.

Virginia’s 25 Federally Qualified 
Health Centers and the Department of 
Behavioral Health and Developmental 
Services’ hospitals also will participate 
in the COV-HIE.

Of the $24 million the Commonwealth 
receives in federal stimulus money, 
$11.6 million will fund statewide HIE 
efforts. The COV-HIE strategic and 
operational plans have been submitted 
to the federal government for approval. 
While federal approval is still pending, 
a request for proposal is being prepared 
to find an organization to oversee 
ongoing COV-HIE activities.

HITAC will continue working 
throughout the next year to ensure 
a smooth transition from a federally 
funded start-up HIE program to a self-
sustaining HIE system.

More information is available at www.
hits.virginia.gov/HITAC.shtml.

Core

1.   Perform Computerized Provider Order 
Entry

2.   Check for drug-drug and drug-allergy 
interaction

3.   Record demographics

4.   Implement one clinical decision 
support rule

5.   Maintain up-to-date problem list of 
current and active diagnoses

6.   Maintain active medication list

7.   Maintain active medication allergy list

8.   Record and chart changes in vital signs

9.   Record smoking status for patients 13 
years or older

10. Report hospital clinical quality 
measures to CMS or States

11. Provide patients with an electronic 
copy of their health information, upon 
request

12. Provide patients with an electronic 
copy of their discharge instructions at 
time of discharge, upon request

13. Capable of exchanging key clinical 
information among providers of 

care and patient-authorized entities 
electronically

14. Protect electronic health information

Menu

•  Check for drug-formulary

•  Record advanced directives for patients 
65 years or older

•  Incorporate clinical lab test results as 
structured data

•  Generate lists of patients by specific 
conditions

•  Use certified EHR technology to identify 
patient-specific education resources and 
provide to patient, if appropriate

•  Reconcile medication

•  Record summary of care for each 
transition of care/referrals

•  Capable of submitting electronic data to 
immunization registries/systems*

•  Capable of providing electronic 
submission of reportable lab results to 
public health agencies*

•  Capable of providing electronic 
syndromic surveillance data to public 
health agencies*

Eligible Hospital and Critical Access Hospital Objectives

Hospitals must meet the 14 “core” objectives and five of the “menu” objectives. 
Of the “menu” objectives, at least one public health objective (*) must be met.

1.   Emergency Department Throughput – 
admitted patients – median time from 
ED arrival to ED departure for admitted 
patients

2.   ED Throughput – admitted patients 
– admission decision time to ED 
departure time for admitted patients

3.   Ischemic stroke – discharge on anti-
thrombotics

4.   Ischemic stroke – anticoagulation for 
A-fib/flutter

5.   Ischemic stroke – thrombolytic therapy 
for patients arriving within two hours 
of symptom onset

6.   Ischemic or hemorrhagic stroke – 
antithrombotic therapy by day two

7.   Ischemic stroke – discharge on statins

8.   Ischemic or hemorrhagic stroke – 
stroke education

9.   Ischemic or hemorrhagic stroke – 
rehabilitation assessment

10. VTE prophylaxis within 24 hours of 
arrival

11. Intensive care unit VTE prophylaxis

12. Anticoagulation overlap therapy

13. Platelet monitoring on unfractionated 
heparin

14. VTE discharge instructions

15. Incidence of potentially preventable 
VTE

Hospital and Critical Access Hospital Reportable 
Clinical Quality Measures

continued	on	page	14
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Regional Extension Center
Without providers becoming 
meaningful users of HIT, there would 
be no HIE to share data. The HITECH 
Act calls for the development of 
regional extension centers to help 
providers in their geographic areas 
select, successfully implement and 
meaningfully use certified EHR 
technology to improve the quality and 
value of health care.

The Commonwealth has established 
the Virginia HIT Regional Extension 
Center (REC), whose mission is to 
provide “comprehensive, low-cost 
technical assistance that makes it easier 
for the Commonwealth’s priority 
primary care providers to adopt 
EHRs, integrate them into the patient 
care process and attain meaningful 
use.” Its vision is for 50 percent of 
Virginia’s eligible professionals to make 
meaningful use of EHRs to improve 
health quality and patient safety by 
2012. (Eligible professionals are defined 
as “any physician, nurse practitioner, 
nurse midwife or physician assistant 
with prescription privileges practicing 
in family, internal, pediatric or OB/
GYN specialties. Practitioners must 
be in solo or small group practices 
(under 10) and/or serve underserved 
populations, work with federally 
qualified health centers or critical 
access hospitals.”)

The REC will assist eligible 
professionals with assessment 
needs and selection of an EHR 
product, establish group purchasing 
arrangements for EHR products, 
assist with practice workflow analysis 
and implementation and provide 
educational and technical support. 
While primary focus will be on 
assisting practitioners who don’t have 
EHR systems, providers that have 
EHRs also can receive assistance with 
achieving meaningful use. The REC 
has partnered with the Center for 
Innovative Technology, the Medical 
Society of Virginia and the Virginia 
Academy of Family Physicians.

The Virginia HIT REC has chosen 
three solution partners to assist eligible 

professionals in procuring an EHR 
solution. The partners are Allscripts, 
athenahealth and MDLand. All three 
offer EHRs through the Software-as-
a-Service model, a subscription-based 
license for software typically deployed 
over the Internet. The vendors selected 
are offering their lowest costs ever to 
participate in Virginia, and each has 
a unique offering to match what is 
important to physicians.

To participate in the Virginia HIT REC, 
providers will pay an enrollment fee, 
a one-time implementation fee and 
monthly fee access.

Of the $24 million the Commonwealth 
receives in federal stimulus money, 
$12.4 million goes to establishing 
the Virginia HIT REC, which was 
among the first 32 centers in the nation 
awarded funding.

More information is available at www.
vhqc.org/vhit.

Meaningful Use
None of the statewide efforts 
means anything without the final 
regulations governing meaningful 
use and the development and use 
of HIT. Three federal regulations 
govern meaningful use of EHRs: 1) 
Medicare and Medicaid EHR incentive 
program requirements and processes 
for attaining meaningful use; 2) 
certification criteria and standards 
needed for vendors to sell EHR systems 
and 3) certification process for vendor-
accrediting bodies. 

Meaningful use is expected to:

• Improve quality, safety and efficiency 
and reduce health disparities

• Engage patients and families in their 
health care

• Improve care coordination

• Improve population and public health

• Ensure adequate privacy and security 
protections of personal health 
information

Hospitals may take advantage of both 
the Medicare and Medicaid incentive 
programs. While participation in 
the Medicare incentive program will 

require hospitals to meet meaningful 
use criteria, participation in the 
Medicaid incentive program requires 
only that hospitals have adopted/
implemented/upgraded EHR 
technology. Eligible professionals may 
choose either the Medicare or Medicaid 
program and may switch to the other 
incentive program only once.

Hospitals will be required to meet 19 
functional meaningful use requirements 
(14 “core” objectives and five “menu” 
objectives) and report 15 clinical 
quality measures. (See Box on page 13) 
VHHA recently surveyed its members 
to determine if they will meet the 
meaningful use requirements, and, 
if not, what the barriers might be to 
achieving meaningful use. If current 
EHR technology used by VHHA 
members is “grandfathered” in to 
meet the certification and accreditation 
requirements, a majority of Virginia’s 
hospitals and health systems will 
meet the current meaningful use 
requirements. Additionally, physicians 
affiliated with Virginia’s hospitals 
and health systems that are deemed 
eligible professionals should be able 
to capitalize on the incentive grants as 
well.

On January 3, the Centers for Medicare 
& Medicaid Services launched 
registration for the EHR incentive 
programs. Attestation to meaningful 
use requirements begins in April and 
payments begin in May. November 30, 
2011, is the last day eligible hospitals 
and critical access hospitals will be 
allowed to register and attest to receive 
an incentive payment for federal fiscal 
year 2011.

More information is available at www.
cms.gov/EHRIncentivePrograms and 
http://healthit.hhs.gov.

Leading the Way

Virginia’s eligible hospitals, critical 
access hospitals and providers are 
well positioned to capitalize on both 
EHR incentive programs. The public-
private partnerships forged will provide 
assistance and support to help them 
meet the meaningful use criteria. n
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Senator Jim Webb (next election 2012)

Representative Jim Moran

Representative Scott Rigell (new)

Representative Bobby Scott

Representative Robert Wittman

Representative Frank Wolf

•  Second lowest quartile in insurance 
premium costs for the private, individual 
insurance market (America’s Health 
Insurance Plans)

•  Second highest quartile in quality of care 
(Commonwealth Fund)

Virginia hospitals have long been recognized 
for providing quality care at lower costs. 
Those efforts were rewarded when provisions 
of the health care reform law gave the 
Commonwealth roughly $40 million in 
enhanced Medicare payments for low 
Medicare spending per beneficiary (adjusted 
for the age, race and sex of patients).

While these efforts are to be lauded, there 
is room for improvement, and much of it is 
under the control of providers. Health care 
providers can collaboratively work towards 
improving value in health care by improving 
techniques and systems and adhering to best 
practices and standards. By working together, 
all health care providers can improve care 
across the continuum, leading to better 
outcomes and lower costs. Hospitals also must 
continue working internally to improve care 
standards within their own walls.

To this end, VHHA members have been 
involved in multiple statewide and nationwide 
collaboratives to improve care outcomes, 
which include:

• 500,000 Lives Campaign (Institute for 
Healthcare Improvement)

• 5 Million Lives Campaign (Institute for 
Healthcare Improvement)

• Standardization of color-coded alert systems 
(VHHA)

• Comprehensive unit safety program 
(CUSP) to reduce central line-associated 
blood stream infections (CLABSI) (Health 
Research & Educational Trust (HRET) of 
the American Hospital Association)

• CLABSI initiative to validate reported 
CLABSI rates in National Health Safety 
Network (Virginia Department of 
Health (VDH), VHHA, Association for 
Professionals in Infection Control and 
Epidemiology)

• Study to address surgical site infections for 
coronary artery bypass graft, hip and knee 
surgeries (VDH and VHHA)

Additionally, VHHA, with leadership of its Quality and Safety Steering 
Committee, is developing standards and collaboratives for 2011 and 
subsequent years for members to improve quality and safety within 
Virginia’s hospitals. These efforts will be unveiled later this spring. 
Nationally, under federal health care reform, several models and pilot 
programs will tackle payment reforms, and the introduction of accountable 
care organizations, medical homes and other care models may help rein in 
costs while improving care quality.

Virginia has a lot at stake any way you look at variation. Success at 
sustaining real reform and lowering the trajectory on health care costs 
will depend largely on how innovative and creative we are at tackling this 
challenge. n

Variation —	continued	from	page	4
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