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“Those are the only numbers that count.”
Those words were spoken during the process leading to the enactment of the national health legis-
lation in the spring of 2010. The numbers at issue were those of the Congressional Budget Office 
(CBO) estimating the 10-year cost of the legislation. A suggestion had been made that the CBO 
estimate might be somewhat less than the real – likely much higher – cost of the new program. If 
indeed the estimated cost proves to be substantially lower than the actual cost, that would cer-
tainly constitute a critical disconnect needing appropriate attention in future federal budget cycles. 
Think billions or even trillions more.

The history of estimating other health care program costs does not provide much confidence. In 
1967, it was estimated that in 1990 Medicare in its entirety would cost $12 billion. In fact, the 

cost was $110 billion. In 1987, the Medicare DSH program was estimated to cost $1 billion in 1992; it actually was $17 billion.

The speaker of the words spoke truth in terms of the Congressional legislative process where CBO estimates are given credence. In the 
real world of any federal program, it is the actual cost that counts. Makes sense. The money has to come from someplace, borrowed or 
otherwise.

Another disconnect during the legislative process leading to the enactment of the new national health law was any meaningful discussion 
of federal deficits. Deficits were left for discussion on another day. That day is very much upon us.

So if the CBO estimates of $938 billion over 10 years for the coverage expansion in the new law and a concurrent $124 billion in federal 
deficit reduction over the same period prove to be wrong, the real cost of the program still will need to be financed and will likely lead to 
more deficit spending.

Currently more than half of all federal expenditures go to fund the nation’s three large entitlement programs – Medicare, Medicaid and So-
cial Security. Together they are roughly 10 percent of present gross domestic product. Gradually, entitlement spending is crowding out all 
other necessary expenditures including defense, public safety, transportation and education. Then, too, the national debt must be serviced, 
at interest rates that may be considerably higher than they are today.

It’s no secret that finally the federal deficit is getting Congressional attention, but it is unlikely that any measures taken near-term will 
be on a scale sufficient to put America’s fiscal house back in order. Looking back over the past 30 years, none of the changes made to 
Medicare and Medicaid dealing with their immediate or mid-term solvency has ever constituted genuine entitlement reform. And don’t 
take comfort from any certification that the Social Security program is solvent. On paper it is, but among its assets are Congressional IOUs 
that will require more federal spending. Consequently, the nation’s budget problems continue apace as the ratio of workers to entitlement 
beneficiaries races downward to 2:1.

This year’s Congressional deficit debate focuses on cuts to existing programs. Even substantial program cuts are unlikely to staunch in 
any meaningful way rising entitlement spending. Worse yet, arbitrary across-the-board health provider payment cuts damage the efficient 
operation of the health system. The cycle of cost shifting is perpetuated. Some willing suppliers will even be driven from the health care 
marketplace. Program cuts or price controls – or whatever you call them – don’t change the underlying causes for federal budget spending 
growth. In the meantime, they certainly are unpleasant and even detrimental to the delivery of health care.

Everyone has a stake in fixing our nation’s budget deficit. The well-being of American society and the world economy depend on suit-
able resolution. The challenge to our field is to become an active participant in meaningful entitlement reform that will preserve essential 
features of all the entitlement programs while allowing our nation to live within its means. It will also reduce the “crowd out” of needed 
spending for other priorities such as national security, education and transportation.

In the meantime, our challenge remains unaltered even as we grudgingly accept that, by default or otherwise, the national deficit is our 
problem too. The job is to continue to increase the value of health care services to individuals and to communities by improving quality, 
safety and affordability. Numbers demonstrating improvements in all these areas truly count, big time.
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This article first appeared in the October 2006 edition 
of VHHA Review. Though five years have passed, 
with continuing discussion of our nation’s – and 
Commonwealth’s for that matter – fiscal health and future, 
it’s no wonder my mind returned to the message contained 
herein. My, how everything changes, yet it all stays the 
same.

If you have ever read Ayn Rand’s “Atlas Shrugged” (1957), 
you recognize the question and know the answer. If you 
haven’t, all you need to know is that the book’s theme is 
that the world’s engine is powered by rational thought. 
Okay, turn your dial to the present.

Who is Björn Lomborg?

He’s a Dane who believes that problem-solving should be a 
rational exercise driven by accurate information. As an ad-
junct he works from the premise that resources to promote 
problem solving are finite and that we owe it to ourselves 
to spend finite resources in ways that ensure we get the best 
value. To do that, we need to prioritize. Conceptually, this 
is pretty basic stuff. Mr. Lomborg has done some inventive 
things. A few years ago he assembled some of the world’s 
top economists and asked them to evaluate problems and 
how a solution to any of the problems would relate to cost-
effectiveness and efficiency. So, for example, the economists 
concluded that spending a dollar to prevent HIV/AIDS 
would produce roughly $40 of social benefits. There were 
other problems where a dollar spent would only produce 
25 cents worth of good. It was pretty easy to decide what 
should be at the top and what should be at the bottom.

Not long ago he did a similar exercise with eight United 
Nations ambassadors. They were given an imaginary $50 
billion to address a set of global projects thereby forcing 
them to prioritize spending. Their prioritized list ended up 
being very similar to that devised by the economists. Their 
list started with improved health care, cleaner water, more 
schools and improved nutrition.

By now you are probably thinking that this is all well and 
good and rather interesting but what’s the relevance for 
VHHA and our members? Oh, it’s big time relevant. Think 
of what we are seeing with the funding of American social 
welfare programs such as Medicare, Medicaid and Social 
Security. The fiscal demands of each of these programs is 
limitless even before one addresses the need for education, 
public safety, national defense and transportation.

In the real world – not just a high-level mind exercise 
like Mr. Lomborg’s – the resources are at least as finite. 

Remember again, we are only a bit more than a decade away from a time 
when there will be only two economically productive taxpayers for every 
American who enjoys at least one of the social welfare programs mentioned 
above. Those taxpayers will be our children and grandchildren. So, in real-
world program implementation, we need to achieve greater effectiveness 
and efficiency leading to improved value. All this argues for more rational 
decision-making with appropriate cost/value analyses followed by prioriti-
zation.

But wait. We have no political history of doing things this way. All of 
us – rich, and poor, conservative, liberal – as “children of the New Deal” 
believe, with our hearts if not our minds, that it’s just a matter of opening 
the money spigot a little bit wider and we can afford everything. That’s not 
present reality. It will be less so tomorrow. Everybody’s pet project cannot 
be fully funded. On a value prioritization basis, some probably shouldn’t be 
funded at all.

Many members of our Virginia hospital and health system community sat 
spellbound at our 2006 Spring Conference when Lowell Catlett, an econo-
mist, enthralled us with his wit and wisdom. For me his most compelling 
story related to the best economics lesson he ever had. It came from his dad, 
a poor Texas farmer. As a teenager in the sixties, Dr. Catlett was somewhat 
embarrassed to go on dates with girls because the only vehicle the fam-

Who is John 
Galt?

continued	on	page	4
by Laurens Sartoris. Mr. Sartoris serves as president of 
VHHA.
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ily had was a beat-up early fifties pick-up 
truck. He noticed that some of the neigh-
boring farmers not only had a pick-up but a 
sleek sedan. He approached his father, who 
informed him that “people afford what they 
want to.” The result was that Dr. Catlett’s 
love life continued to suffer the embarrass-
ment of the beat-up pick-up truck. Later his 
dad was able to ensure that both Dr. Catlett 
and his sister went off to college and later 
achieved advanced degrees. His dad knew 
how to prioritize and also understood how 
to define value.

For several years our Virginia state gov-
ernment has been having serious budget 
challenges. Four or five years ago when the 
economy was in the tank, state revenues 
were down. Cuts were made. Then when 
Virginia’s economy returned to prosperity, 
revenues soared. Nevertheless, there still 
doesn’t seem to be enough money to go 
around to fund all the essential core ser-
vices along the lines that we have come 
to expect. There has been much debate 
about increasing the revenues or living 
within the current revenue structure. Yet 
no one has gotten around to the task of 
serious, informed prioritization. When 
the UN ambassadors sat down with Mr. 
Lomborg initially they all wanted to put 
a “1” next to each issue. The $50 billion 
pot of imaginary money Mr. Lomborg gave 
them wouldn’t allow them to do that. They 
had to prioritize and find a rational basis 
for doing so.

It sounds so easy until one realizes that our 
political system isn’t geared toward priori-
tization. On the hustings, to ensure election 
or reelection, everybody has to promise the 
voters everything. Serious prioritization 
in an era of limited resources is a voyage 
into uncharted waters. After all, the voters 
represent all of the core service areas, each 
with a voracious appetite for dollars, and 
each has to get some portion of whatever 
funds are available. Value is often assumed.

Think of our friends the French. They have 
the highest marginal tax rates in the world, 
a stagnant economy, most of the country 
is on the dole and the electorate/unions are 
unwilling to do anything to let political 
leaders bring about change. Then look at 
the economies of Ireland, Eastern Europe 

and former third world places like Taiwan, 
Singapore and India. They’re not just eating 
France’s lunch; they are enjoying the French 
pâté and champagne. Or think back to the 
recent budget disaster in New Jersey that 
shut down that state’s government. New 
Jersey ranks number one in its property tax 
burden, number four in its state and local 
taxes, number five in income tax rates and 
just moved its sales tax from six percent to 
seven percent. Meanwhile New Jersey en-
joys a rank of 49 among the states in terms 
of business friendliness (NY is 50), and they 
still don’t have enough money to go around. 

We are lucky in Virginia. We are a long way 
from New Jersey or France. We also may 
be a long way from being in the position to 
begin a rational process of prioritization, 
which is the only way to keep us out of the 
New Jersey/France quagmire.

Wait a minute. If rational prioritization 
becomes the order of the day, could health 
care become the loser among the other 
competing core services? It’s a risk. So is 
maintaining the status quo. Four years ago 
Virginia, in a time of fiscal crisis, whacked 
inpatient hospital rates down from 79 cents 
on the dollar of costs to 72 cents. [In 2011, 
the rate is now down to 68 cents.] Mean-
while they took payments for outpatient 
services from 95 percent of costs to 80 per-
cent of costs. In terms of a process of value-
driven, informed, long-term, priority-based 
decision-making, there just wasn’t any. That 
risk continues under the present rules of the 
game. And just wait until you see what the 
current and future federal administrations 
have in mind along with the current or any 
future Congress. If BBA doesn’t ring a bell, 
give me a call.

If there’s a safe harbor for us, it’s to con-
tinue to support and achieve more efficient 
and effective health delivery and prove the 

value of what health care professionals and 
institutions do in such a way that rational 
decision-makers have no choice but to ap-
proach spending decisions on health care 
rationally. Let’s start with more and better 
quality and safety improvement programs.

We also have to avoid what futurist Ian 
Morrison refers to as the “Pimp My Ride” 
approach. “Pimp My Ride” is a reality pro-
gram on MTV. The premise is pretty simple; 
one takes an ordinary car and “dudes it up” 
with all sorts of bells, whistles, doodads and 
whatever else until the original car is lost 
to all the kitschy additions. The result is a 
pimp-mobile. It’s all show. It’s all cosmetic. 
The underlying car is the same as it started: 
no real improvements, no better mileage, no 
better ride, nothing but made-for-the-mo-
ment glitz. Dr. Morrison suggests that some 
of us in health care, in our rush toward a 

more efficient and effective world, are 
only pimping our rides, not making the 
fundamental structural changes required.

We’ve all been down that road before. 
Remember managed care in the mid-
nineties? Underneath most so-called 
managed care plans were the same old 
indemnity products that had been around 
for 50 years. The health insurance indus-
try just slapped a managed care label on 
the product, added some chrome wheels, 
a new grille, a luminescent paint job and 

health care salvation was at hand. It was 
a farce. Care didn’t end up being managed 
any better for the end user. People did find 
it less convenient to get care even when they 
really needed it. A real pimp-mobile.

My point: If we are going to enter well and 
bravely into a world of helping decision-
makers external to our field adopt a more 
rational process of prioritization, we 
had better avoid the trap of pimping our 
product and its death trap of faux value im-
provement. And, concurrently, without a ra-
tional prioritization process, we should get 
used to enduring mindless, across-the-board 
cuts that are driven by finite resources.

Who is Björn Lomborg? He’s a guy who 
points the way to solutions for fixing the 
problems of health care while eking every 
ounce of value out of every dollar spent 
on health care and other core government 
services. We had better get to know who he 
is and what he’s talking about. n

My point: If we are going to enter 
well and bravely into a world of 
helping decision-makers external 
to our field adopt a more rational 
process of prioritization, we had 
better avoid the trap of pimping our 
product and its death trap of faux 
value improvement.

John Gault —	continued	from	page	3
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Healthy Business
Increasing efficiency. Raising the quality 
bar. Controlling costs. Maintaining a stable 
workforce. These words have been staples in 
the health care vocabulary for years. They are 
being uttered on a daily basis by someone in 
the health care field, but now they are being 
heard everywhere. National health care re-
form, the economy and the federal deficit and 
debt limit, to name a few issues, have brought 
these words into mainstream conversations. 
Politicians, policymakers, pundits and the 
public are clamoring for changes to the health 
care delivery system (that don’t necessarily 
affect them) to make it more efficient, quality 
oriented, less expensive and viable for the long 
term. There are no easy fixes or answers to re-
solving changes to the system and not everyone 
is going to be happy with the outcomes.

But a creative and engaged community is 
reshaping and rethinking health care for 
Virginians with exciting ideas and initiatives. 
Virginia’s business community, which includes 
hospitals and health systems, is working 
towards improving the health and wellbeing of 
its employees while lowering costs, increasing 
efficiency, raising quality and maintaining a 
stable workforce.

Health Care Hits Mainstream with 
Virginia Business
Through the Virginia Chamber of Commerce, 
health care has become a top priority of 
Virginia’s business community. Barry DuVal 
became president and chief executive officer 
of the Chamber in July 2010, and he knew 
early on that the Virginia Chamber needed to 
focus on issues that affect Virginia’s business 
community: health care, economic develop-
ment, transportation, workforce, education 
and energy.

“These issues affect Virginia’s business com-
petitiveness,” says Mr. DuVal. “Regarding 
health care, it became clear that rising costs 
along with concerns about the population and 

Healthy Business
Improving the Health of Virginia’s Workforce

continued	on	page	6by Sheila E. Gray. Ms. Gray serves as assistant vice president of VHHA.
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health of our citizenry are interconnected to 
our economic development in the future.”

The Chamber set its course and on June 9 
hosted the first annual Virginia Health Care 
Conference, co-sponsored by VHHA and 
the Medical Society of Virginia. Over 550 
individuals from the business and health 
care communities reflected on the serious-
ness of health care for Virginia businesses. 
“The focus of the conference was not on the 
status of federal health care reform legisla-
tion,” states Mr. DuVal. “The real focus 
was on how to improve wellness in the 
workforce and strategies to move forward 
with managing that, some of the newer 
trends in health care, the need for innova-
tion in health care, the need for payment 
reform and to ensure that we were focusing 
on the quality of care provided as opposed 
to the quantity of health care provided.” 
The Conference marked a milestone in 
gathering providers, insurers and businesses 
to share ideas and best practices on improv-
ing the behavior and lifestyles of Virginia’s 
citizens.

A significant addition to the Conference 
was keynote speaker Don Berwick, adminis-
trator of the Centers for Medicare & Med-
icaid Services (CMS), who discussed several 
ways health reform could improve the care 
delivery system. Stating this is a time of 
“uncertainty and fretfulness,” Dr. Berwick 
shared his belief that costs are too high and 
value is too low in American health care. 
He described two paths for addressing the 
unsustainable health care cost trajectory 
– one where we “simply cut” or another 
where “we improve and innovate our way 
to better value.” CMS’ aim is to have “bet-
ter health, better care and decrease costs for 
improvement”; these are central concepts 
for Virginia’s business community as well.

Secretary of Health and Human Resources 
Bill Hazel noted at the Conference the cru-
cial role of business in implementing change 
within Virginia’s health care delivery sys-
tem, “We need a healthy Commonwealth to 
improve economic development.” Dr. Hazel 
also spurred attendees to provide input and 
ideas for the Virginia Health Care Inno-
vation Center, designed to accelerate the 
spread of value-driven health improvement 
models throughout the Commonwealth.

Looking to the future, the Chamber is 
establishing a Health Care Committee to 
focus on public policy. “We believe it’s time 
we provide a means for the business com-
munity to lead on health care in develop-
ment and promotion of policy that the 
General Assembly and Governor will listen 
to and work to improve Virginia’s health 
care delivery system,” says Mr. DuVal. The 
Chamber will actively seek VHHA and its 
members’ participation on the Committee. 
“In my first six months [at the Chamber], 
VHHA partnered on forums to demonstrate 
to legislators the economic impact of health 
care in the Commonwealth. Often in rural 
areas the hospital is the largest employer, 
and it’s important to recognize that health 
care providers have a positive impact on the 
Commonwealth’s future.”

Tackling Virginia’s Workforce Health
“The more healthy your workforce is the 
more productive the business is,” says Mr. 
DuVal. “We’re seeing a connection between 
economic development and health care 
wherein business site selection consultants 
now consider the health of the population 
as an evaluation point to expand or locate 
in a given region of a state.”

Fittingly, the business community has begun 
focusing on healthy behavior initiatives that 

include the promotion of wellness in the 
workforce and innovation in health care 
to improve worker productivity and lower 
health care costs. It includes recognizing the 
human dynamic of responding to rewards – 
the carrot, not the stick.

Employers are offering financial 
rewards for increasing physical 
activity, engaging in pre-screenings 
and annual checkups and developing 
lifestyle changes. (More information 
provided on pages 8-9.)

“The business community has found 
a market-driven solution to improve 
the health of their workforce that 
is rewarding employees for lifestyle 
changes through these proactive 
healthy initiatives,” says Mr. DuVal. 
“As a direct result, businesses’ health 
care claims are trending downward. 
But frankly it’s more than just the 
businesses’ bottom line. I don’t think 
we should lose sight of the fact that 
employees are people, and there is 
a connection between their own 
health, quality of life and their finan-
cial stability and security.”

“I was asked a question by a 
reporter at the Conference: ‘Don’t 
you think it is more of a factor for 

From left to right: Barry DuVal, president and chief executive officer, Virginia Chamber of Commerce; 
Don Berwick, administrator, Centers for  Medicare & Medicaid Services; Bill Hazel, secretary of health 
and human resources, Commonwealth of Virginia. Photo courtesy of the Virginia Chamber of Commerce.

Healthy Business —	continued	from	page	5
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large businesses to have people missing 
from work than for small businesses?’ I told 
him that if I am a small employer with 10 
employees and one is out sick, I’ve lost 10 
percent of my workforce. It’s more likely to 
impact my business than if I have 18,000 
employees. The likelihood of having 1,800 
employees out in one day is probably not 
too high.”

That’s why the state Chamber, in partner-
ship with local and regional chambers, is 
offering free state Chamber membership 
to small businesses that become members 
of a local or regional chamber. The “Small 
Business Alliance” will provide small busi-
nesses that may not have human resources 
directors, let alone HR departments, with 
real-time information on issues that affect 
their competitiveness, including health care 
strategies that might improve their business.

“We want to provide a return on investment 
to businesses that invest in the Chamber, 
and improving employee health will lead 
to higher productivity, lower absenteeism 
and help them retain and recruit talent,” 
says Mr. DuVal. “We want all of Virginia’s 
businesses to succeed and for our employees 
to be healthy.”

Get a Move On
Businesses are seeing health care as a 
strategic investment. By offering wellness 
initiatives and incentives, the value of a 
healthy workforce is proven through lower 
health care costs, reduced employee illnesses 
and absences, improved performance, fewer 
work-related injuries and improved quality 
of work. Nationally, the business communi-
ty is actively engaged in promoting quality 
health care and improving the well-being of 
its employees.

Employee wellness and behavior initiative 
trends range from high-budget to low, with 
offerings such as treadmill desks, gym mem-
berships, in-house trainers, yoga and fitness 
classes, museum memberships so employees 
can walk and view art during their lunch 
breaks, walking meetings and providing 
bikes for employees to ride during breaks. 
Additionally, many large businesses have 
expanded their once on-the-job-injury 
in-house clinics to provide primary care ser-
vices, screenings, physicals, disease manage-
ment services, physical therapy and nutri-
tion and exercise counseling. In some areas, 
small businesses have begun teaming up to 
offer joint clinics, and mobile health vans 

are showing up at workplaces around the 
country. An incentive from federal health 
care reform will provide grant funding 
totaling $200 million to small businesses to 
establish employee wellness programs.

Katherine Baicker, professor of health 
economics at the Harvard School of Public 
Health, published a study in Health Affairs 
in 2010 reporting that, of 22 businesses 
that offer employee wellness programs that 
specifically measured costs and absenteeism, 
for every $1 spent on wellness programs, 
medical costs fell $3.27. Additionally, 
absenteeism costs fell $2.73 for every $1 
spent.

But these savings may not be immediate. 
Typically savings are being seen in the 
second year or later as employees begin 
managing their wellness, seeing results and 
getting chronic conditions under control.

Transforming Health Care in Virginia – 
One Employee At A Time
Virginia’s hospitals, health systems and 
business community are actively engaged in 
improving the wellness and health of their 
employees and the quality of health care 
provided in Virginia. Regardless of whether 
or not the country will have national health 

care reform, these entities are finding 
increased value in shifting their mindsets, 
being accountable for their own employ-
ees and holding employees accountable 
for their own health care and wellbeing. 
It’s a step in the right direction to increas-
ing efficiency, raising quality, controlling 
costs and maintaining a stable workforce. 
“There isn’t any one particular aspect of 
the health care field that doesn’t need to 
improve,” says Mr. DuVal. “We’re hop-
ing the Chamber can continue to bring 
all these parties together to be innovative 
and improve our performance.” Whether 
working collaboratively or individually, 
the goal is to move progress forward, one 
employee at a time. n

Outlined on pages 8-9 are a few pro-
grams and initiatives of VHHA members 
and Virginia’s business community to 
improve employee wellness and behavior. 
VHHA continues to collect information 
on member initiatives and programs that 
we will share in future publications.

Regardless of whether 
or not the country will 
have national health care 
reform, these entities are 
finding increased value 
in shifting their mind-
sets, being accountable 
for their own employees 
and holding employees 
accountable for their 
own health care and 
wellbeing.
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Bon Secours Virginia
Bon Secours Richmond Health System ini-
tially started its employee wellness program, 
“Good Life,” in 1993. It has expanded 
through the years and is now the model 
for Bon Secours throughout the Common-
wealth and the country. Program objectives 
include:

•  Creating a culture of wellness and well-
being that empowers employees to make 
healthier choices at home and at work

•  Decreasing health care costs through 
prevention, wellness and interventions

•  Providing programs and services to moti-
vate employees to make life-long behav-
ioral changes

•  Collecting and analyzing data to develop, 
support and maintain program design 
and optimal results

•  Decreasing controllable risk factors

The program is designed to drive behav-
ior change. Employees receive points for 
engaging in activities to reduce risk, such 
as weight loss, smoking cessation, stress 
management, im-
munizations and 
healthy eating. Bon 
Secours has a web 
portal customized 
to each individ-
ual, which has a 
health assessment 
tool that groups 
individuals into 
low, medium and 
high risk profiles. 
Each individual 
who completes the 
assessment receives 
a recommendation 
for interventions 
based on their risk 
profiles.

The program cur-
rently is linked to 
benefits: employees 
receive an incen-
tive or penalty 
that is tied to their 
health benefits 
and are eligible to 

receive additional cash or leave incentives. 
Bon Secours also offers discounts for gym 
memberships and weight-loss programs. 
Employees who use tobacco products pay a 
“surcharge” on their insurance, and starting 
this September, the system will no longer 
hire employees who use tobacco products.

The program is data driven, taking care 
of high-risk employees but also provid-
ing resources for low-risk individuals. Bon 
Secours has found that the top four health 
issues affecting its workforce are musculo-
skeletal, hypertension/cardiac, diabetes and 
asthma. While the system does not iden-
tify each individual for employee-specific 
care, employees are sent condition-specific 
resources and information to assist them in 
getting their conditions under control.

“Health care employees are often not 
healthier than the average patient,” says 
Cindy Stutts, administrative director, 
Employee Wellness and BSR Employee As-
sistance, Bon Secours Virginia. “Knowledge 
does not always dictate practice. We must 
each ourselves to take care of us and then 
teach others. We must do business differ-
ently while teaching patients their responsi-
bility for good health.”

The voluntary program has a 50 percent – 
60 percent participation rate and is open to 
benefit eligible and non-eligible employees.

Lowe’s
Lowe’s has 61 stores in Virginia with 
10,393 employees. In the Commonwealth, 
Lowe’s offers preferred provider options, 
and 74 percent of eligible full-time employ-
ees enroll in a health insurance plan. Over 
the past 10 years, the company’s strategy 
has been to control health care costs by 
helping its enrolled employees make good 
decisions through plan design, while receiv-
ing care. In 2010, Lowe’s health insurance 
premiums increased 3.3 percent while the 
national increase was 8.9 percent. The 
company offers:

•  A best-in-class strategy at each work 
location

•  Standardized benefits across health plans

•  On-site clinics

•  “Life Track” health and wellness pro-
gram

•  Required health risk assessments

•  Health screening units

•  Domestic medical tourism

•  Second opinion programs

Its strategies for the future 
include:

•  Planning for health care re-
form implementation in 2014

•  Making plan design decisions 
with a three- to five-year 
horizon

•  Implementing a high-deduct-
ible health plan with a health 
savings account option

•  Paying more attention to well-
ness components of the health 
program

o  Changing from a participa-
tion mindset to a results 
mindset

o  Continuing to see health 
coverage as a way to distin-
guish itself as an employer 
of choice

Healthy Business —	continued	from	page	7



REVIEW	•	AUGUST	2011	 9	

Richmond Regional 
Business Collaborative

The initiatives and activities 
described herein have been about 
individual employers’ efforts to 
improve the health and behaviors 
of their employees. Additionally, 
a group of major employers in the 
Richmond area have been working 
together, with facilitation assistance 
from Mercer, on developing 
strategies to advance health care 
quality and cost improvement 
priorities for their employees and 
the region. The group has been 
meeting for several months, with 
encouragement from Secretary of 
Health and Human Resources Bill 
Hazel.

The group, which includes 
Genworth Financial, Media 
General, Altria, Capitol One, 
CarMax, Northrop Grumman and 
the Commonwealth of Virginia, 
identified as the top priority the 
support of chronic care medical 
homes for the 20 percent of 
their employees that account for 
85 percent or more of health 
care spending. The Ambulatory 
Intensive Care (A-ICU) Initiative’s 
goals are to assist employees in 
improving quality of life with 
chronic conditions while reducing 
overall costs. A new delivery 
paradigm for these sickest patients 
will lead to improved health 
outcomes, lower total annual 
cost per member and potential 
reduction of one percent to 
two percent in total spend with 
modest engagement by employees 
and even greater savings with 
greater participation over time. 
A new payment paradigm would 
pay for value not service and 
hold providers accountable for 
outcomes.

Richmond-area health systems, 
including Bon Secours Virginia, 
HCA and VCU Health System, 
have been active participants in the 
discussions, as have VHHA and 
the Medical Society of Virginia.

Media General
There were several drivers for Media General’s 
decision to offer an employee wellness program:

•  Large number of catastrophic claims and 
double-digit premium increase trend

•  Costs for chronic conditions were increasing

o  Employees in mid-level risk categories 
were moving into high-risk; those in 
low-risk categories were moving into the 
mid-level risk category

•  Low employee engagement in disesase man-
agement programs

•  Preventive screenings that were below 
Healthcare Effectiveness Data and Informa-
tion Set (HEDIS) norms

•  Future impact of health reform costs on 
health insurance plan

•  Employee survey showing interest in compa-
ny-sponsored gym memberships

VCU Health System
VCU Health System’s “Healthy Steps” program 
began in 2003 but the bar was raised in Janu-
ary 2011. Employees are provided a Health 
Incentive Account, which accrues as employees 
get an annual checkup, health assessment or flu 
shot. Wellness visits are covered at 100 percent, 
and employees are provided on-site care, fit-
ness classes, discounts for gym memberships 
and weight loss programs. The health system 
even has its own gym on campus for employee 
use and an employee-only pharmacy at which 
employees can pay using their Health Incentive 
Account. Employees also receive pedometers, 
and signs in the stairwells provide support and 
motivation to encourage employees to use the 
stairs.

VCU Health System sees the program as a 
way to engage employees more in their health 
care, show them their role in controlling costs, 
“bend the spend” on employee health care 
costs and make improvements to the better-
ment of their employees. “Weight management 
is most commonly identified by employees on 
their health assessments as a top concern,” says 
Maria Curran, chief human resources officer, 
VCU Health System. “In addition to offering 
programs and incentives for improving healthy 
behavior, we are reengineering our facilities to 
address employee concerns.” The system has 
instituted additional safety initiatives, offers 

The Media General “MGfit Wellness Program” 
began in April 2010. The program offers a well-
ness account to enable employees and covered 
spouses to earn financial credits for participating 
in health screenings and demonstrating healthy 
behaviors. It reimburses employees for health 
and wellness purchases, including gym member-
ships, athletic apparel, personal trainer fees and 
exercise equipment.

Results for 2010 showed that annual physi-
cal and dental exams and utilization increased; 
employees actively engaged in Media General’s 
insurers’ health coaching programs; tobacco 
cessation increased; there was a reduction of 
four percent in short-term disability claims over 
2009; and average length of disability decreased 
11 percent and 21 percent for physical and men-
tal health disabilities respectively.

tobacco cessation classes and materials and has 
put healthier snacks in their vending machines. 
“The needs of health care providers differ from 
the rest of the University,” adds Ms. Curran. 
“How do we engage them and encourage them 
to get annual screenings?”

One way VCU Health System addressed 
these concerns was to identify issues noted on 
employee assessments and medical claims as 
needing improvement. Prenatal care was an is-
sue raised when employees had pre-term babies 
that required additional, advanced care. VCU 
Health System renewed its efforts to encourage 
prenatal care by offering incentives and early 
interventions. Additionally the system offered 
free mammograms on a recent Saturday to its 
employees.

VCU Health System currently is using the carrot 
approach – tobacco users do not incur higher 
health insurance costs – as the system tries 
to engage its employees in healthy behavior. 
Departments compete in fitness and weight loss 
challenges and benefits are beginning to pay off. 
Says Ms. Curran, “I had an employee greet me 
in the hall with ‘I bet you don’t recognize me.’ 
And I didn’t. He had lost 60 pounds using the 
gym’s swimming pool, and that he no longer 
needed his diabetes medicine. And his wife was 
using the gym and losing weight too.”
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by Jeremy Greenfield. Mr. Greenfield serves 
as director of PAC and advocacy of VHHA.

The next General Assembly won’t be 
voted into office until November 8, 
2011. However, we already have a 
good snapshot of how the General 

Assembly will look. At least 17 new legisla-
tors – out of 140 – will take office, and the 
House of Delegates most likely will remain 
a Republican majority. But the leadership 
of the Senate of Virginia is still undecided. 
Despite holding a four-seat majority, the 
Senate Democratic caucus has several 
tough elections on its hands. Republican 
challengers across the Commonwealth are 
looking to unseat incumbents and secure a 
Republican majority in the Senate. As major 
employers and civic leaders, hospitals and 
health systems can play a significant non-
partisan role in these elections. 

Redistricting
As required by law, the General Assembly 
spent much of the spring of 2011 redrawing 
the legislative boundaries of the House and 
Senate. Over the past 10 years, significant 
population shifts have occurred. Based on 
the 2010 census, Northern Virginia gained 
three House seats from parts of Southwest, 
Southside and Hampton Roads. Those three 
seats deposed three Democrats from office. 
Of those three, Minority Leader Ward 
Armstrong (Martinsville) chose to move a 
few miles west in order to challenge Repub-
lican Delegate Charles Poindexter (Rocky 
Mount). 

While the population shifts also affected 
the Senate, only one Senate district was 

significantly shifted – from Hamp-
ton Roads to Prince William and 
Loudoun county. Two incumbent 
senators – both Republicans – were 
drawn out of their districts in the 
redistricting process: Senator Fred 
Quayle (Chesapeake) and Senator 
Ralph Smith (Botetourt). Senator 
Quayle, a steadfast champion for 
health care issues during his tenure, 
opted to retire rather than relocate 
or challenge one of his colleagues. 
In an interesting paradigm of elec-
toral maneuvering, Senator Smith 

chose to move into his neighbor Senator Bill 
Stanley’s district (Franklin) after Senator 
Stanley, a Republican, agreed to move into 
Senator Roscoe Reynolds’ district (Henry) 
to challenge the Democrat Reynolds.

The General Assembly must also redesign 
Virginia’s 11 Congressional Districts. How-
ever, at press time, the General Assembly 
has been unable to come to a compromise 
on the new lines.

Educating Legislators

Already, we know that there will be signifi-
cant turnover in the General Assembly; at 

least 12 new Delegates and five new Sena-
tors – potentially eight – will be sworn in 
in January 2012. The legislators will have 
little familiarity with health care issues, and 
the majority of their education will have 
come from the mass media. As health care 
providers, community leaders and economic 
engines, hospitals and health systems have a 
civic responsibility to play an active role in 
educating and engaging political candidates. 
There are several non-partisan things that 
can be done to highlight for candidates the 
importance of hospitals and health systems 
to Virginia:

•  Register employees to vote

•  Meet with candidates to discuss pressing 
issues

•  Invite candidates to tour the facility

•  Invite candidates to discuss issues with 
the Board of Directors

•  Host a nonpartisan candidate forum

•  Encourage employees to become active in 
the political process

Please remember to vote November 8!

New Legislators, New Opportunity

Districts to be Represented by New Legislators in 2012

We have our work cut out for us to educate new legislators on health care issues!

Senate Districts

13 – Northern – Newly drawn district

22 – Central – Newly drawn district

30 – Northern – P. Ticer retires

House Districts

2 – Southwest – Newly drawn district

5 – Southwest – B. Carrico retires 
 to run for Senate

7 – Southwest – D. Nutter retires 
 to run for Senate

10 – Northern – Newly drawn district 

12 – Valley – J. Shuler retires

17 – Valley – B. Cleaveland retires

31 – Northern – M.M. Whipple retires

40 – Southwest – W. Wampler retires 

18 – Valley – C. Athey retires

49 – Northern – A. Ebbin retires 
 to run for Senate

59 – Southside – W. Abbitt retires

87 – Northern – Newly drawn district 

98 – Hampton Roads – H. Morgan retires

99 – Hampton Roads – A. Pollard retires
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What did you do 
this summer?
As a long-term strategy to reduce health care employee shortages, 
VHHA offers grants to hospitals and health systems and their 
partners to sponsor summer nursing and health career camp 
experiences for middle school students. In 2011, VHHA awarded 
grants to 42 summer health career camps statewide, with over 
760 students attending. At the mid-way point for the summer 
camps, here are photos of some of these camp experiences. 
More photos will be available soon on the VHHA web site at 
www.vhha.com/healthcareercamps.html and in future VHHA 
publications. 

Photos provided courtesy of Fauquier Hospital, 
Sentara Obici Hospital and VCU Medical Center. 
Photos of other camps will be available in future 
VHHA publications and on the VHHA web site at 
www.vhha.com/healthcareercamps.html.
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Virginia Hospitals
Total Medicare Margins

Shown With and Without the Impact of Federal Health Care Reform
Actual and Projected 2003 – 2019

These margin forecasts reflect the estimated changes in Medicare revenues and costs over time. Hospitals' overall financial performance 
also will be impacted by changes to revenues and costs derived from non-Medicare payers, including the positive revenue impact 
(beginning in federal fiscal year 2014) due to expanded health insurance coverage under federal health care reform.

Projected 
Medicare 
margins 
including impact 
of federal health 
reform 
provisions

Medicare 
margins held 
constant from 
2009 forward


