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In commenting on the Supreme Court’s consideration of the new national health law, James 
Carville got it right. In part he said, “I think that this will be the best thing that ever happened 
to the Democratic Party because health care costs are gonna escalate unbelievably…just as a 

professional democrat there’s nothing better to me than overturning this thing 5-4 and then the 
Republican Party will own the health care system for the foreseeable future.”

There are many of us who join Carville in his view that the law did little if anything significant to 
quell the looming health costs crisis either with regard to the government programs, Medicare and 
Medicaid, or the private sector. In fact, the law added considerably to taxpayer obligations and/or 
the federal deficit as it rockets towards $25 trillion over the next decade.

Irrespective of which political party “owns” the health care system now or in the future, massive 
changes need to be made to what’s on the books to deal forthrightly with the problems inherent in today’s health system and new prob-
lems which seem to be developing under the new law.

The two years between the present and the time of the new national health law’s enactment make one recall the time between the 1939 
German invasion of Poland that led to Great Britain and France declaring war on Germany. Thereafter, all sides entered furiously into 
war preparations, but there was no fighting. This phase of World War II became known as the “phony” or “twilight” war. In April of 
1940 Hitler invaded the Netherlands, Belgium and then France. World War II had begun in earnest. The Germans defeated the British and 
French in short order – so much for defensive preparations.

For the past two years, preparations have been made on all sides in anticipation of the new health law’s requirements. Providers, busi-
nesses, health insurance companies and state governments all are engaged in this fray. Meanwhile, thousands of pages of new interpreting 
and implementing federal regulations have been issued with thousands more to come. Yet the law’s most significant provisions don’t go 
into effect until 2013 and 2014.

This activity trap of preparations seems to have been substituted for substantive analysis of the truly yet-to-be-reformed American health 
system. Our field is on the defensive.

We’re overdue to focus on the too many things left undone that need fixing now.

Included in a successful reform package must be:

•  adjustments to current tax policy that shield individuals from the real consequences of their own health care decision-making and spend-
ing decisions.

•  adjustments to both state and federal regulations that serve as impediments to the development of better products and provider innova-
tion to produce better value for consumers.

•  massive overhaul of the rules and practices of state and federal governments that drive costs and inhibit the delivery of more efficient 
and effective health care.

Whether the national health law survives or not, it is true that alternative reforms must be found, enacted and implemented. We need a 
better balance struck between the top-down, central-planning approach found in the new law and unfettered free market forces. Our field 
must go on the offensive.

A “one size fits all” philosophy for a country with 360 million people characterized by extraordinary diversity because of geography, 
culture or local need should be modified to allow state or local solutions to facilitate constructive change that is better tailored for local 
circumstances.

So, no matter the actions taken by the Supreme Court or political outcomes in this year’s elections, the real problems of health care must 
be addressed. Real reform will also empower health care providers, patients, communities and the states to find solutions that will improve 
health care quality and safety while lowering health care system costs. The gold standard remains value improvement, which is hampered 
by the absence of appropriate incentive alignment.

We need to jolt ourselves from the current “twilight” trance.

VHHA Review	is	published	by	the	Virginia	Hospital	&	Healthcare	Association,	P.O.	Box	31394,	Richmond,	Virginia	23294-1394. 
For	more	information,	call	(804)	965-1227.	
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by Abraham Segres. Mr. Segres serves 
as Vice President of Quality and Patient 
Safety.

Background

In 1999 the Institute of Medicine’s 
“To Err is Human” report estimated 
that as many as 98,000 Americans 
die each year in U.S. hospitals due to 
medical errors. Following the release 

of this report, much work was done 
by individual hospitals and health 
systems, professional health care orga-
nizations and health care accreditation 
and regulatory bodies to understand 
the factors that contribute to errors in 
health care and to develop strategies 
to combat these factors. Over a decade 
later, however, many in the health care 
field still wonder what progress has 

been made in actually reducing the rate of error in the 
U.S. health care system.

In April of 2011, U.S. Health and Human Services 
Secretary Kathleen Sebelius, joined by leaders of major 
hospitals, employers, health plans, physicians, nurses 
and patient advocates, announced the creation of the 
$1 billion Partnership for Patients Program, a new 
public-private partnership designed to help improve 
the quality, safety and affordability of health care for 
all Americans. The Partnership for Patients brings 
together leaders of major hospitals, employers, physi-
cians, nurses and patient advocates along with state 
and federal governments in a shared effort to make 
hospital care safer, more reliable and less costly. The 
Partnership for Patients is designed to save up to $35 
billion in health care costs, including up to $10 billion 
for Medicare alone.

A key component of the Partnership for Patients is the 
creation of a series of Hospital Engagement Networks 
(HENs) throughout the country. Coordinated by the 
Centers for Medicare & Medicaid Services’s (CMS) 
Innovation Center, HENs will work to develop learn-
ing collaboratives for hospitals and provide a wide 
array of initiatives and activities to improve patient 
safety. HENs will be required to conduct intensive 
training programs to teach and support hospitals in 
making patient care safer, provide technical assistance 
to hospitals so they can achieve quality measurement 
goals and establish and implement a system to track 
and monitor hospital progress in meeting quality 
improvement goals.

Twenty-six state, regional, national and health system 
organizations were awarded $218 million to organize 
HENs. As such, these organizations will help iden-
tify solutions to reduce hospital-acquired conditions 
and share them with other hospitals and health care 
providers. Hospitals across the country will have new 
resources and support to make health care safer and 
less costly by targeting and reducing the millions of 
preventable injuries and complications from hospital-
acquired conditions.

VHHA Involvement

In 2010, the VHHA Board of Directors chose as its 
top strategic priority for Virginia hospitals and health 
systems to demonstrate top-tier performance on qual-
ity and patient safety. As hospital leaders continued 
discussions, one of the themes that emerged was the 

Hospital Engagement Network to Target Reductions in 
Hospital-Acquired Conditions and Readmissions

Raising the Bar on Quality and 
Patient Safety
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NoCVA HEN —	continued	from	page	3

importance of creating opportunities to 
accelerate improvement through structured 
learning opportunities with each other. 
Under the leadership of its Quality and 
Safety Committee, the VHHA Board also 
concluded that moving the needle on safety 
takes leadership, persistence and creativity 
and that safety improvement is a joint im-
perative for the field rather than a competi-
tive differentiator. The Board continued its 
discussions by developing a list of quality 
and safety consensus measures and agreeing 
that VHHA should expand collaboratives 
supporting improvement in priority areas.

Following the April 2011 HHS announce-
ment of the Partnership for Patients initia-
tive, VHHA recognized that the goals of the 
Partnership initiative, which included goals 
for dramatic reductions in avoidable harm 
and unnecessary readmissions, echoed the 
quality metrics that Virginia’s hospitals and 
health systems had set for themselves to 
demonstrate top-tier performance in quality 
and safety. As a result of this recognition, 
VHHA began discussions regarding the 
potential formation of a regional partner-
ship with the North Carolina Hospital 
Association to become a HEN. In December  
2011 CMS awarded a contract to the North 
Carolina-Virginia Hospital Engagement 
Network (NoCVA HEN), one of the 26 

such contracts awarded across 
the country.

North Carolina-Virginia 
Hospital Engagement 
Network (NoCVA HEN)

Hospitals are only permitted 
to join one HEN. Although 
the expectation is that all hos-
pitals will benefit from their 
participation in the network 
they choose to join, the North 
Carolina-Virginia regional 
partnership has significant 
familiarity with the markets 
and providers in Virginia and 
North Carolina, thus offer-
ing a unique local perspective 
and expertise to drive delivery 
system improvement in both 
states. Additionally, the North 
Carolina Hospital Association 
(NCHA) offers a sophisticated 
data collection and analysis 
infrastructure that is already 
in place, offering a cost-effec-
tive approach to monitoring 
quality improvement efforts 
throughout the HEN. The 
focus for the NoCVA HEN is 
to benefit from a multi-stake-
holder, regional approach that 
draws in all of the appropri-
ate providers and executes 
improvement efforts based on 
a local strategy.

In addition to the partner-
ship with NCHA, VHHA 
will partner with the Virginia 

Virginia Hospitals Participating 
in the NoCVA HEN

Augusta Medical Center
Bedford Memorial Hospital

Carilion Franklin Memorial Hospital
Carilion Giles Memorial Hospital

Carilion New River Valley Medical Center
Carilion Roanoke Memorial Hospital 
Carilion Stonewall Jackson Hospital

Carilion Tazewell Community Hospital
Centra Lynchburg General Hospital 

Centra Southside Community Hospital
Chesapeake Regional Medical Center

Culpeper Regional Hospital
Fauquier Hospital

Halifax Regional Hospital
Lee Regional Medical Center

Lonesome Pine Hospital 
Martha Jefferson Hospital

Mountain View Regional Medical Center
Prince William Hospital

Rappahannock General Hospital
RMH Healthcare

Sentara CarePlex Hospital
Sentara Hospital for Extended Recovery

Sentara Leigh Hospital
Sentara Norfolk General Hospital

Sentara Obici Hospital
Sentara Potomac Hospital

Sentara Princess Anne Hospital
Sentara Virginia Beach General Hospital

Sentara Williamsburg Regional Medical Center
Southampton Memorial Hospital

Southern Virginia Regional Medical Center
Southside Regional Medical Center

Virginia Hospital Center

Health Quality Center, the Medical Society 
of Virginia, the Virginia Health Care As-
sociation, the Virginia Nurses Association 
and others to develop HEN activities and 
to ensure coordination and streamlining of 
similar efforts among these organizations.

The NoCVA HEN includes 34 Virginia 
hospitals and 81 North Carolina hospitals. 
Each hospital leader will designate con-
tacts to lead hospital-based improvements 
and serve as the point person with VHHA 
and NCHA representatives. Hospitals will 
receive increased access and participation 
in quality improvement processes that will 
influence the future of health care. Some of 
the opportunities include:

•  Participation in face-to-face learning 
communities to share and spread best 
practices in the applicable areas

•  Topically-focused Webinars

•  Leadership resources to help improve the 
culture of safety

•  Learning networks that will allow hospi-
tals to share success stories and struggles 
in an effort to raise the standard of health 
care

•  Aggregate data for HEN hospitals to 
compare themselves with other NoCVA 
HEN hospitals in Virginia, North Caro-
lina and the nation

The NoCVA HEN will provide a forum 
for sharing best practices and successful 
interventions already deployed by hospi-
tals. VHHA hopes to serve as a resource 
for hospitals to spread these interventions 
and provide evidence-based best practices 
to facilitate the improvement process. The 
HEN will possess a unique advantage with 
the ability and willingness of Virginia and 
North Carolina hospitals to collaborate and 
engage in a regional effort to provide effec-
tive and efficient health care.

The Strategy and Goal

Working through the Partnership for Pa-
tients’ HEN structure, the new CMS Center 
for Medicaid & Medicare Innovation will 
dedicate up to $500 million to test different 
models of improving patient care and pa-
tient engagement and collaboration in order 
to reduce hospital-acquired conditions and 
improve care transitions nationwide. The 
Partnership will target all forms of harm to 
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NoCVA Core Events Program Descriptions
Information below describes each core initiative and how NoCVA will achieve improvements in these areas.

Surgical Site Infection and Venous Thromboembolism. A collaborative program designed to improve perioperative safety 
by implementing evidence-based interventions within the context of an open and collaborative network. Key interventions will 
include implementing a surgical safety checklist and OR specific teamwork training.

OB Adverse Events. A collaborative program designed to decrease OB adverse events by implementing evidence-based interven-
tions within the context of an open and collaborative network. Key interventions will include implementation of drills and debrief-
ings.

Hospital Readmissions. A Virginia-specific collaborative program designed to reduce hospital readmissions by implementing 
evidence-based interventions within an open and collaborative network. The key intervention in this program is the Institute for 
Healthcare Improvement’s “Creating an Ideal Transition Home to Reduce Avoidable Rehospitalizations” model. Key changes include 
enhanced assessment of patient post-hospital needs, effective teaching and enhanced patient learning, ensured post-hospital care 
follow-up and providing real-time handover communications.

Central line-associated blood stream infections (CLABSI). A Virginia-specific collaborative program designed to decrease 
CLABSI adverse events by implementing core, evidence-based interventions within the context of a collaborative network. (The NC 
CLABSI efforts are funded via a grant other than the HEN contract.)

Adverse drug events. A learning network designed to decrease adverse drug events related to insulin and anticoagulants by 
implementing evidence-based interventions within the context of an open network.

Pressure ulcers. A learning network designed to decrease pressure ulcers by implementing evidence-based interventions within 
the context of an open network.

Injuries from falls and immobility. A learning network designed to prevent injuries from falls and immobility by implementing 
evidence-based interventions within the context of an open network.

Ventilator-associated pneumonia. An educational program offering ongoing education and awareness of the patient safety 
risks of VAP. The VAP education program will allow for sharing of faculty and broader networking opportunities, as well as increasing 
consistency in messaging about prevention strategies. In addition, education will be provided on select “beyond-the-bundle topics.” 

Catheter-associated urinary tract infections (CAUTI). Ongoing education and promotion via a campaign to increase 
awareness of the patient safety risks of CAUTI. Prevention activities will focus on HEN-wide education and increasing leadership 
participation from hospital senior staff members, physicians and nurses committed to adopting prevention processes. In addition, full 
involvement of patient/family advisors also will be incorporated to help address these challenges in prevention leadership by sharing 
both data and patient stories underlining the risk and the impact of these infections.

patients but will start by asking hospitals 
to focus on nine types of medical errors 
and complications where the potential 
for dramatic reductions in harm has been 
demonstrated by pioneering hospitals and 
health systems across the country. These 
include preventing adverse drug reactions, 
pressure ulcers, childbirth complications 
and surgical site infections. The Innovation 
Center will help hospitals adapt effective, 
evidence-based care improvements to target 
preventable patient injuries on a local 
level, developing innovative approaches 
to spreading and sharing strategies among 
public and private partners in all states.

HENs will develop learning collaboratives 
for hospitals and provide a wide array of 
initiatives and activities to improve patient 
safety. They will be required to conduct 
intensive training programs to teach and 
support hospitals in making patient care 

safer, provide technical assistance to 
hospitals so that hospitals can achieve 
quality measurement goals and establish 
and implement a system to track and 
monitor hospital progress in meeting 
quality improvement goals.

The two goals of this new partnership 
are to:

1. Keep patients from getting injured or 
sicker. By the end of 2013, prevent-
able hospital-acquired conditions 
would decrease by 40 percent 
compared to 2010. Achieving this 
goal would mean approximately 1.8 
million fewer injuries to patients, with 
more than 60,000 lives saved over the 
next three years.

2. Help patients heal without complica-
tion. By the end of 2013, preventable 
complications during a transition 

from one care setting to another would be 
decreased so that all hospital readmissions 
would be reduced by 20 percent compared 
to 2010. Achieving this goal would mean 
more than 1.6 million patients will recover 
from illness without suffering a preventable 
complication requiring re-hospitalization 
within 30 days of discharge

“At some point in our lives many of us are 
going to need hospital care and we need to 
be confident that no matter where we live, 
we’re going to get the best care in the world,” 
said Secretary Sebelius. “The Partnership for 
Patients is helping the nation’s finest hospitals 
and health systems share their knowledge and 
resources to make sure every hospital knows 
how to provide all of its patients with the high-
est quality care.” n
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by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.

V HHA and its hospitals and health 
systems advocated successfully for 
our field and communities on the 

many health issues considered by the 2012 
General Assembly Session. VHHA particu-
larly committed its resources to priorities 
that included stability in Medicaid reim-
bursement rates and creation of a Virginia 
All-Payer Claims Database, but many 
other legislative proposals demanded our 
attention as well. This article describes the 
outcomes on issues important to hospitals, 
health systems and their communities.

Budget
VHHA had three objectives on Medicaid 
entering the 2012 General Assembly Ses-
sion:

•  Restore inflation updates to hospitals and 
nursing home payments.

•  Request a Joint Legislative Audit and 
Review Commission study of the conse-
quences of Medicaid provider payment 
inadequacies.

•  Create a stakeholder advisory committee 
to support the Department of Medical 
Assistance Services (DMAS) efforts in 
developing successful implementation of 
aged, blind and disabled and dual-eligible 
care coordination systems.

While, as of this writing, the General As-
sembly had not passed a final budget, we 
are confident that all three objectives will 
be achieved. Once the budget has been ap-
proved, VHHA will provide member-specif-
ic impact statements to its members.

All-Payer Claims Database
VHHA advanced its long-standing sup-
port of transparency in health care by 
working with the National Federation of 
Independent Business, the Medical Soci-
ety of Virginia and individual businesses 
to secure legislation creating a Virginia 
All-Payer Claims Database (APCD). An 

APCD collects medical claims 
information from private and 
public payers, allowing provid-
ers, payers, employers, govern-
ment and consumers to make 
better-informed decisions and to 
identify opportunities for cost 
and quality improvements.

Identical legislation creating the 
APCD was introduced in each 
chamber requiring submission 
of claims data by health plans, 
third party administrators, 
Medicaid and federal health 
plans (HB 343; SB 135). Because 
of the scrutiny that comes with 
it, transparency is not easy, and 
the final form of the legislation 
includes compromises reached 
to address the concerns of some 
stakeholders. As passed, the 
legislation authorizes only vol-
untary submission of claims data 
with assessment by December 
2012 to determine if plans have 
executed agreements to submit 
data representing at least 75 per-
cent of privately insured covered 
lives. In reaching this compromise, health 
plans committed to working to achieve the 
level of participation needed for an effective 
database. If the 75 percent threshold is not 
reached, further legislation must be sought 
before the program can require claims data 
submission. (See related article on page 9)

Certificate of Public Need
The General Assembly changed the applica-
tion process for approval of psychiatric 
beds, eliminating the three-year-old “re-
quest for applications” (RFA) process for 
review of new psychiatric beds, returning to 
the standard application process assigning 
applications to batch groups (HB 269). 

Two measures were introduced to limit the 
numerous bills introduced in recent years 
seeking legislative exceptions from the RFA 
process for nursing home beds. A proposal 

that would authorize the Commissioner of 
Health to accept applications without prior 
issuance of an RFA was continued to the 
2013 Session and may be considered for re-
introduction in 2013 (HB 534). Legislators 
passed a measure directing the Commission-
er of Health, with stakeholders including 
VHHA and long-term care associations, to 
develop recommendations by 2013 related 
to processes for exemption from the RFA 
process for relocation of nursing home beds 
and for permitting open admissions to nurs-
ing home beds in continuing care retirement 
communities (HB 535).

Health Care Workforce and Practitioner 
Regulation
Practitioner regulation governing practice 
prerequisites and scope of practice, espe-
cially of allied health practitioners, affects 

Making the Case for Health Care
The 2012 General Assembly Session
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workforce supply with an impact on both 
availability and cost of health care. Action 
taken this year on several measures will 
contribute to workforce supply solutions 
either by expanding practice eligibility and 
scope or by defeating or delaying measures 
that would have further restricted supply.

Legislation passed addressing nurse practi-
tioner (NP) scope of practice in order to as-
sure that nurse practitioners are authorized 
to apply their training through practice in 
multidisciplinary patient care teams that 
include more flexible processes for collabo-
ration and consultation with physicians (HB 
346).

The training and expe-
rience of the military 
health care workforce 
will be better utilized as 
a result of new laws re-
quiring state practitio-
ner regulatory boards 
to accept military 
training as equivalent 
to certain requirements 
for state licensure of 
service members and 
their spouses (HB 937; 
HB 938).

Proposals from surgical 
assistants and technolo-
gists and dietitians for 
new regulation of these 
practitioner groups 
were continued to the 
2013 Session. VHHA 
opposed these propos-
als because they were 
not supported by evi-
dence that they would 
enhance public safety 
(SB 313; HB 345). 

Further discussion of 
both proposals is antici-
pated, and VHHA will 
continue to advocate 
for only that level of 
regulation that improves quality without 
raising unnecessary regulatory barriers to 
access to care.

A statutory definition of “surgery” has 
been enacted to prevent health practitioners 
who do not have appropriate training from 
performing surgery (HB 266; SB 543).

Long-Term Care
Legislation was defeated that would have 
required nursing homes and assisted living 
facilities to disclose to residents and appli-
cants details on the amount of general and 
professional liability coverage available to 
pay resident claims (SJR 65). 

Proposals that would have required nurs-
ing homes to give a copy of any involun-
tary resident discharge notice to the State 
Long-Term Care Ombudsman have been 
continued to 2013 while related discussions, 
begun in 2011, continue among VHHA, 
other provider representatives, regulators 
and consumers (HB 159; HB 1087; SB 92).

Health Care Reimbursement
A new law provides that health plans that 
cover intravenously administered, injected 
and orally administered anticancer drugs 
must consistently apply cost-sharing criteria 
to all cancer drugs within the same plan 
(HB 1273; SB 450). Currently, insurance 

plans may cover intravenous chemotherapy 
as a medical benefit, but oral chemotherapy 
is considered a prescription benefit, with 
less generous coverage.

Measures prohibiting assignment of auto in-
surance medical benefits to health care pro-
viders were carried over so that providers, 
including VHHA, and insurers can work 
toward consensus on the interplay between 
these benefits and health coverage (HB 709; 
SB 516). The bills also would have prohib-
ited reduction of auto insurance medical 
expense benefits because of any benefits 
paid by a health insurance policy. VHHA 
representatives and other stakeholders will 

meet in early 2012 in an 
effort to resolve these 
issues.

McDonnell administra-
tion proposals intended to 
overturn a court decision 
that permitted application 
of contract law principles 
in Medicaid final case 
decisions were continued 
to the 2013 Session (HB 
918; SB 426). Provid-
ers, including VHHA, 
and health lawyers will 
work with DMAS and 
the Secretary of Health 
and Human Resources on 
procedures for appeals of 
Medicaid overpayments.

Health Regulation and 
Disease Management
VHHA committed to 
working with the Depart-
ment of Health to develop 
plans for newborn screen-
ing for congenital cyanot-
ic heart disease (HB 399). 
Many Virginia hospitals 
with obstetric services are 
performing this screen-
ing, but the legislation 
will allow Virginia to take 

advantage of grant funding.

Legislation was enacted to require mam-
mography providers to inform patients in 
writing about the implications of breast 
density by giving patients who have dense 
breast tissue a specific notice explaining that 

continued	on	page	8
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such tissue may obscure abnormalities on 
mammograms (HB 83; SB 544).

VHHA, emergency physicians and oth-
ers secured amendments to proposals that 
would have required hospitals to provide 
information on available alcohol and 
substance abuse services to minors who 
present in the emergency department with 
alcohol poisoning or a drug overdose (HB 
1075; SB 201). As amended, the measures 
instead reflect current Joint Commission 
hospital accreditation standards governing 
discharges, simply requiring that, before a 
hospital discharges a patient, it shall inform 
and educate the patient, and his family 
when consistent with state and federal law, 
about follow-up care and services.

Amendments were enacted changing pro-
cedures for identification and reporting of 
suspected substance exposure in newborn 
infants under child abuse reporting laws 
(HB 507; SB 448). The changes allow ad-
ditional time to identify infants believed to 
have been exposed to substances in utero 
and recognize current newborn testing 
procedures.

Recent headlines resulted in passage of sev-
eral bills shortening the time within which 
any mandated reporter must report sus-
pected child abuse or neglect and increasing 
penalties for failure to report (HB 74, 215, 
1237 and 1266; SB 239, 296 and 622).

A proposal was defeated that would have 
authorized forensic examination of sus-
pected sexual assault victims who do not 
have decision-making capacity, but legisla-
tors agreed to send the measure to the State 
Crime Commission for further discussion 
during 2012 (SB 205).

Health Benefit Exchange
Legislators deferred action on creation of 
a Virginia Health Benefit Exchange (HBE), 
choosing to await the U.S. Supreme Court’s 
decision on the legality of the Patient Pro-
tection and Affordable Care Act (PPACA) 
of 2010 before taking the next steps to 
implement an HBE. The new marketplace 
for small group and individual insurance 
authorized by the PPACA, the HBE is 
intended to improve small group and 
non-group insurance market perfor-
mance through greater transparency; 
heightened consumer education about 
various insurance choices; and assis-
tance with eligibility determinations for 
Medicaid, premium assistance tax cred-
its and cost-sharing reductions. Seven 
bills were introduced to create an HBE, 
and the Senate Commerce and 
Labor Committee held multiple hear-
ings on the proposals. Two support-
ive members of the Senate commit-
tee have now joined the Virginia 
Health Reform Initiative, which 
will continue in 2012 to discuss the 
framework for establishing an HBE.

The Virginia Health Reform Initiative Ad-
visory Council recommended last year the 
creation of an HBE as a quasi-public orga-
nization with public transparency responsi-
bilities, subject to appropriate oversight but 
with sufficient flexibility to operate nimbly 
in the health insurance marketplace. VHHA 
concurred in this approach.

To Learn More…
More information on these and other mea-
sures considered during the 2012 General 
Assembly Session is available at http://leg1.
state.va.us. Also look for VHHA’s 2012 
Final Report on Legislation of Interest to 
Hospitals and Health Systems later this 
spring. n

General Assembly —	continued	from	page	7
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The Value in Transparency
One Small Step for VHHA, One 
Giant Leap for Virginia
Hospitals and health systems often are 
called upon by the General Assembly, state 
agencies and the public to improve the qual-
ity of health care and control costs. While 
some success has been achieved, real change 
is difficult due to a lack of transparency 
between and among care settings and a 
dearth of meaningful, accessible data. For 
two decades, VHHA and its members have 
sought to increase the availability of health 
care quality and cost information to level 
the playing field between providers, payers 
and purchasers and make real health care 
reform possible. 

During the 2012 General Assembly Ses-
sion, VHHA’s 20-year mission to increase 
transparency in health care quality and cost 
information took a significant step forward. 
House Bill 343 (O’Bannon – Henrico) and 
Senate Bill 135 (Puller –Fairfax) create an 

by Jeremy Greenfield. Mr. Greenfield serves 
as Director of PAC and Advocacy.

All-Payer Claims Database (APCD) and 
expand upon Virginia Health Information’s 
(VHI) efforts to collect health care data.

An APCD is relatively simple in concept. All 
insurance payers – private and public – pool 
their claims data into a secure database. 
The information can then be aggregated 
to benchmark outcomes and costs and 
accelerate improvement in value. We have 
insights into certain silos of care today (e.g., 
hospital inpatient care), but not for all of 
the services across all care settings that a 
patient uses. This limitation is particularly 
profound for the approximately 20 percent 
of employees or beneficiaries with the 
chronic conditions that consume the vast 
majority of health care services. Put simply, 
better data will lead to better performance 
measures that drive improvement.

History
In 1992, the General Assembly’s Joint Com-
mission on Health Care (JCHC) recom-
mended that Virginia create a patient-level 
database to collect quality and cost infor-
mation from various health care provid-

ers and payers. In an interview with the 
Virginia Hospital Association in 1993, Jane 
Kuziak, Executive Director of the JCHC, 
described the Commonwealth’s interest in a 
database: “If we allow quality to drive our 
health care reform in Virginia, we will not 
only save money, but we will also be able to 
prove to the citizens that they have a very 
good delivery system available to them.”

The General Assembly’s original model 
for a patient-level database took a phased 
approach. After some negotiation, hospi-
tals agreed to be the first to submit data 
by providing inpatient discharge data. The 
goal was to achieve full participation by all 
providers and ultimately payers, too.

However, while hospitals could submit their 
data easily because of their centralized re-
cords systems, technological and economic 
limitations prevented smaller provider set-
tings from submitting data. As a result, the 
patient-level database was never expanded 
beyond inpatient care.

continued	on	page	10
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VHHA’s Guiding Principles for Increasing Transparency
Value in health care is a function of both quality and cost.

Assessing and improving value requires measurement of quality and cost and 
transparency of that information.

Such transparency allows comparison of health care services and provides 
incentives and tools at all levels of the health care system to improve value – 
better care at lower cost.

Such transparency allows health care consumers, providers and payers to 
seek, to offer and to purchase services of proven value.

1992

With urging from business community, 
JCHC recommends state health care 
database. VHHA agrees to mandated data 
submission by hospitals.

1993

Virginia Health Information created by 
General Assembly legislation. Hospitals 
agree to submit inpatient data with 
understanding other providers were to be 
added in subsequent years.

1994–2011

Despite legislative efforts to require other 
providers to submit data, hospitals largely 
remain the only providers mandated to 
submit data.

2010

Governor’s Health Reform Initiative 
recognizes lack of comprehensive data. 
Requests JCHC to study a Virginia 
APCD.

2011

JCHC unanimously recommends a 
mandatory Virginia APCD. 

2012

General Assembly introduces legislation 
creating a mandatory APCD. After 
discussion with stakeholders, legislation 
passes creating a voluntary APCD, but 
with strong participation benchmarks.

The Evolution of
Virginia’s APCD

Recent Successes
After the federal government passed the 
Patient Protection and Affordable Care Act 
(PPACA) into law, Governor McDonnell 
created the Virginia Health Reform Initia-
tive (VHRI). Led by Virginia Secretary of 
Health and Human Resources William Ha-
zel, VHRI was tasked with examining ways 
to implement the provisions of the PPACA 
as well as identify innovative reform efforts 
that could advance the quality of Virginia’s 
health care. VHRI identified the lack of 
transparency in health care as an obstacle to 
both reform and innovation and discussed 
the feasibility of an APCD. Though they 
were intrigued, a lack of time and resources 
prevented VHRI from fully examining the 
APCD. Instead, they asked the JCHC to 
study it during 2011.

APCD —	continued	from	page	9

The JCHC studied the feasibility of an 
APCD in Virginia for nearly six months 
before it recommended the concept to the 
General Assembly unanimously in 2011. As 
part of the recommendation, JCHC noted 
that a successful APCD should include three 
essential pieces:

•  A successful APCD should take advan-
tage of Virginia’s experience of collecting 
data through Virginia Health Informa-
tion.

•  Data collected should adhere to national 
standards to mitigate the burden on 
submitters.

•  Data must come from all providers to 
allow for complete analysis of quality and 
cost data across all care settings.

Delegate John O’Bannon and Senator 
Toddy Puller, both members of the JCHC, 
introduced legislation to create the APCD 
during the 2012 General Assembly Session. 
While the bills were contentious at times, 
the General Assembly ultimately passed the 
legislation with one significant change: data 
submission would be voluntary rather than 
mandatory. This change was made based 
on health plans’ public statements that they 
would work to make the APCD success-
ful, but that a mandatory process removed 
needed flexibility from the data submission 
process.

Business Leadership
In 1992, the General Assembly tasked the 
JCHC with studying a patient level data-
base largely at the urging of the business 
community. In a 1995 letter to the JCHC, 
the Virginia Chamber of Commerce wrote, 
“Generally, we believe that purchasers 
of health care – either as employers or as 
individual consumers – need data on every 

aspect of the delivery system. Indeed, the 
more complex and volatile the system is, the 
more uncertain the purchaser is that he or 
she is making the best decisions about cost, 
quality and outcome.”

Businesses’ interest in managing health care 
costs and improving quality continued from 
1992 through the efforts to create an APCD 
during the 2012 General Assembly Session. 
The National Federation for Independent 
Business (NFIB) pushed the JCHC to 
recommend an APCD during 2011. It was 
later joined by businesses including Domin-
ion, MeadWestvaco and Luck Stone, as well 
as several regional chambers of commerce, 
in advocating for legislation.

In a letter to legislators, the NFIB wrote, 
“Existing businesses want to know how 
to control costs, and new businesses want 
to know what to expect in possible health 
care costs when relocating their businesses 
and providing coverage to their employ-
ees.” Without the support of the business 
community, the stagnancy of Virginia’s 
health care transparency likely would have 
remained.

Conclusion
An APCD holds the potential for much 
deeper understanding of the quality and 
cost of care across settings and patient 
populations. Though its potential is vast, an 
APCD is simple in concept. Over the course 
of 2012 and into the future, VHHA and 
its members will work cooperatively with 
health plans, the business community and 
other stakeholders to create an All-Payer 
Claims Database from which meaningful 
insights can be gleaned, and which brings 
necessary transparency to Virginia’s health 
care system. n
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Howard presiding over the VHHA Board meeting at the 2012 Legislative Issues Conference.

Meet the Chairman
An Interview with Howard Kern

H oward Kern had 
thought about 
playing tennis 
professionally 

while in high school and 
college. While studying 
biology and environmental 
science at State University of 
New York, he realized that 
being a pro tennis player 
wasn’t in the cards. With his 
major in mind, he went to 
work in the laboratory. “The 
labs were way, way down 
in the subbasement. You’d 
start before the sun came up 
and leave after dark and you 
wouldn’t see a single person. I 
decided then that I didn’t want 
to do that the rest of my life.”

So he went to the library 
to research future job 
opportunities. He learned that 
information technology and 
health care administration 
were projected to be huge 
career opportunities. 
He thought health care 
administration looked 
interesting and challenging, 
“and the rest they could say is 
history.”

Howard, President and Chief 
Operating Officer of Sentara 
Healthcare in Norfolk, 
became the 76th Chairman 
of VHHA in November. In 
mid-February, Howard sat 
down for an interview to 
share his thoughts on a variety 
of topics. What follows are 
excerpts from that interview.



12	 	REVIEW	•	APRIL	2012

Growing up

Born in Queens, New York, Howard spent 
his early years traveling the world with 
his father, an electrical engineer, who ran 
major projects internationally for General 
Electric. He spent several years in Spanish-
speaking areas, and he distinctly remem-
bers coming home one day from a private 
American kindergarten in Mexico City and 
lamenting that his English was not as good 
as the other children’s because he spent so 
much time speaking Spanish.

His family lived in Cuba for a couple of 
years as Fidel Castro was taking over the 
country. His mother told him a story about 
how one day she was walking down a 
boulevard in Havana with Howard and his 
brother in a double carriage. A big rain-
storm came upon the city and she ducked 
into a theater for cover from the downpour. 
Castro had planned a rally that evening in 
that very theater, and security forces were 
all over the place “checking for bombs and 
what not. In comes this American woman 
with a carriage carrying two young boys. 
They descended on us with bayonets fixed 

and started poking around to see if we had bombs in the 
carriage.” This growing hostility toward Americans forced 
them to leave Cuba.

His family moved back to Long Island, New York, where 
he attended college before coming to Richmond to attend 
graduate school at the Medical College of Virginia. He 
worked at MCV before getting an administrative fellow-
ship with Sentara, where he’s spent the past 32 years.

A little about Sentara…

Sentara Healthcare is a not-for-profit health system, which 
operates more than 100 sites of care serving residents 
across Virginia and northeastern North Carolina. The sys-
tem has 10 acute care hospitals, including seven in Hamp-
ton Roads, one in Northern Virginia and two in the Blue 
Ridge region; advanced imaging centers; nursing and as-
sisted-living centers; outpatient campuses; two home health 
and hospice agencies; a 3,680-provider medical staff; three 
medical groups with 618 providers; and Optima Health, 
a health plan serving 433,000 Virginia members. Sentara 
also offers medical transport ambulances and Nightingale, 
the first air ambulance serving Hampton Roads.

 “I think Sentara is often perceived as very businesslike 
and very diligent in metrics and operational performance, 
which is true. But if I were to define what has led to our 
success, it would be three things.

“One, we’re very mission driven; notwithstanding a strong business discipline, we’re very 
concerned about making sure we have our mission out front. Two, our culture is one of 
quality and safety first. Three, we are a very people-driven organization. Our focus on 
training and leadership development is very important to the organization.”

Regarding quality and patient safety, Sentara’s focus here has been ongoing for 15 years. 
“We started on the patient safety side distinct from quality. Many people don’t see this dis-
tinction, but you can have aggregated excellent quality numbers on mortality or infection 
rates but if you have patients fall and break their hips, even just one, that’s a bad patient 
safety issue. You can have one wrong-site surgery where you close up the wrong side and 
do the correct side, and then you can have good quality, but bad patient safety because 
you exposed the patient to unnecessary surgery. We put a lot of emphasis around patient 
safety.

“We work with nuclear power and also the Navy, both of whom have done some amaz-
ing things with high-reliability organization principles. We’ve really learned a lot about 
the cultural aspects as well as the system and discipline you have to have around patient 
safety. And we’ve expanded that to quality and patient satisfaction in a big way.

“Our efforts are very focused at the clinical level with our nursing, physician and clinical 
leadership setting the standards, and we try to provide them with data and information 
that helps them achieve great things.”

Quality and patient safety

Most of the nation’s hospitals are participating in a national, collaborative effort focused 
on developing, sharing and educating each other on best practices and ideas for quality 
and safety improvements. VHHA has partnered with the North Carolina Hospital Asso-
ciation for one collaborative, the North Carolina-Virginia Hospital Engagement Network, 
and also is working with its members to mark gains on state-specific improvement objec-
tives. We discussed the role of VHHA in helping its members make these improvements. 
(See related article on page 3)

by Sheila E. Gray. Mrs. Gray serves as 
Assistant Vice President.

Howard receiving the VHHA gavel from John F. Duval, CEO, 
MCV Hospitals & Clinics, at the 2011 Annual Meeting.
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“VHHA plays a very important role in 
helping hospitals and health systems 
around the state to compare experiences 
and best practices and bring expertise and 
experience from outside the Common-
wealth so that we can learn from others. 
There’s a lot of good work being done 
around Virginia and the country, and it’s 
an important role for VHHA to play in 
the education of members on those best 
practices and how we adopt them.

“Additionally, VHHA is an important 
advocate for getting the message out to 
the Chamber of Commerce and the state 
and local governments that the association 
and hospitals and 
health systems are 
very much driving 
this and want to be 
leaders and engage 
broader constitu-
ent groups to do it. 
VHHA can play a 
role in helping to 
bring the constitu-
ent players together, 
particularly business, 
industry, government 
and social organiza-
tions, because it’s not 
easily done other-
wise.

“Lastly, VHHA 
needs to help its 
members be more 
accountable. It’s 
easy to sit there and 
say we are good on 
quality of care, but when you hold the mir-
ror up it’s not necessarily the case. Part of 
holding the mirror up is managing the data 
and information. VHHA has done some 
good work there and on sharing that data 
and information.”

A new vision for health care

At the VHHA Annual Meeting in Novem-
ber, Howard spoke about his vision for 
a new health system clinical enterprise, 
which requires hospitals and health systems 
to partner across the continuum of care 
with multiple stakeholders – clinicians, 
other health care providers, communities, 
patients, etc. – to ensure that every patient 
gets the right care at the right time and in 
the right setting.

“With the current health system we have 
today, we’re frankly doing a lot of what it 
was designed to do back in the 1940s and 
50s, which is to create more access, to treat 
emergency and episodic illness and to build 
more capacity for the growing population 
to get care. Unfortunately, that same system 
did not contemplate the development of 
chronic diseases and the complexity of 
multiple diseases interacting with each 
other. People weren’t living long enough to 
get these diseases, and they weren’t surviv-
ing because they weren’t chronic; they 
were emergent so they wouldn’t get to the 
chronic part of the disease.

“The system is also built incrementally 
with a very fragmented approach. A three-
legged stool is fragmented by definition. 
You’ve got doctors over here, hospitals 
over here [points in other direction] and 
the insurance companies over there. Not 
surprisingly, each of those three has its 
own stated missions and business objec-
tives around health care, and there is very 
little alignment and accountability among 
the three to really ensure that we are doing 
what’s right for patients and our communi-
ties. We have to realign the players so that 
we’re all working on the same team for 
the same objective. We need a reimburse-
ment and regulatory system that supports 
this change rather than fights it. We have 
to focus on manpower resources because 

we have gaps in the system. Right now 
we’re okay, but as soon as the economy 
improves and the stock market gets better, 
it’s almost a certainty we’re going to have 
significant shortages of physicians, nurses 
and other key caregivers. The young people 
coming into the profession aren’t going to 
replace that huge bulge of people leaving 
the system. At the same time, we’re going 
to have this growing aging population, 
the Baby Boomers, getting into their years 
where they will be heavy users of Medicare 
and the health care system overall. So we’re 
heading towards somewhat of a perfect 
storm.

“I think the notion of 
a new health system 
clinical enterprise is to 
align all of these pieces 
to refocus the health 
system on the needs 
of our current popula-
tion and where the 
need is going to be in 
the next 10 years, not 
where it was 40 or 50 
years ago, and trying 
to create a model that 
will do the right things 
for patients and the 
community and do it 
in a clinically effective 
way, do it with the 
right incentives and 
alignment between all 
the players and have 
customer satisfaction 
as its key focus.”

Health reform

While the U.S. Supreme Court is deciding 
the fate of the Patient Protection and Af-
fordable Care Act of 2010, the health care 
delivery system already is seeing changes, 
mainly being driven by the marketplace 
more than the Act itself. While How-
ard doesn’t want to predict the Supreme 
Court’s decision, he sees certain steps the 
federal and state governments can take 
to keep the market-driven momentum of 
change moving forward.

“If the law stands, the worst fear that we 
all have is that the government will leave 
most of the requirements and expanded 

continued	on	page	14

Chatting with Secretary of Health and Human Resources William Hazel, M.D., 
and Chris Bailey, Senior Vice President, VHHA.
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access in place and take away the funding. 
That would be really bad.

“And while the [health care system’s] 
realignment around clinically integrated 
networks and accountable care organiza-
tions has tremendous potential in the mar-
ketplace, the federal government is making 
it very hard to make those models work. 
The current administrative burden has been 
multiplied by three with this law, and it 
would be nice to see them get rid of some 
of the bureaucracy.”

“At the state level, we need to finally get 
around to reforming Medicaid. But part of 
the challenge quite frankly is dealing with 
meeting the minimum federal requirements 
– benefits and certain practice standards. 
In some cases, Medicaid recipients have 
better benefits than some with private 
insurance. That doesn’t mean that they 
don’t deserve competitive benefits, but the 
state is dealing with the same market forces 
that the rest of us are dealing with to make 
the benefits more efficient and cost effec-
tive and to put the right incentives in front 
of us as consumers to utilize our health 
care services appropriately, as well as to 
be responsible for managing our health in 
between episodes of care, versus abusing 
our bodies and expecting the health care 
system to fix it.”

Speaking of Medicaid

As Medicaid costs continue to escalate, 
provider reimbursements are an easy target 
for state legislatures to control costs in the 
program. How do you begin fixing a pro-
gram that everyone knows needs restruc-
turing but still maintain the integrity and 
intent of the program?

“As frustrated as our state leaders are 
about the continued escalating costs of 
Medicaid, there are a few things they need 
to understand and address:

1)  We’re expanding the population base 
of Medicaid in part because of the 
economy and because of the entitlement 
demands we are getting from the federal 
government. Utilization rates are going 
up because of acuity and chronic disease 
factors that are challenging some of our 
neediest populations.

2)  Also, we don’t have good, proactive 
medical care in the community. So the 
most expensive care is the safety net 
for a lot of Medicaid patients, and it 
shouldn’t be. If Medicaid were to spend 
a little bit more money in supporting 
the primary care model, particularly 
in addressing early stages of chronic 
diseases, we could save a lot of money 
in utilization. Physicians aren’t chari-
table mission-driven organizations. They 
deserve to be paid a fair wage like their 
professional colleagues.

3)  The state has got to get around to 
looking at the benefit plan structures 
and try to instill some responsibility in 
Medicaid recipients in managing their 
own health and taking responsibility for 
things that are in their control. We’re 
seeing a lot of success with our health 
plan in giving our employees health and 
wellness programs and assigning health 
coaches to work with at-risk members 
in the health plan and really working to 
get these people proactively managed so 
they don’t end up with very expensive, 
complex diseases.

4)  There needs to be more emphasis placed 
on evidence-based management and 
medicine to get quality where it needs 
to be to ensure we are not duplicating 
resources for patients.

5)  Our government needs to stop playing 
the shell game where they intention-
ally and grossly continue to underfund 
Medicaid knowing full well we’ll cover 
these losses by passing those costs along 
to private employers through private 

insurance rates that are higher than they 
have to be. It’s a hidden tax on the sys-
tem. The repeated mantra of ‘We didn’t 
raise taxes,’ doesn’t ring true because 
these cuts are being pushed off onto the 
private sector. 

6)  If these reimbursement cuts continue, 
hospitals will shut down programs they 
can no longer afford. I think the trea-
sured objective of improving employ-
ment in the Commonwealth is going to 
be affected because hospitals are such 
big employers in every area of the state. 
And we’re going to get lower on the to-
tem pole of clinical care for our neediest 
people. I don’t know where that factors 
in in terms of priority, but that’s a factor 
you can’t ignore.

“I totally empathize with the legislature. 
It’s alarming how Medicaid is outstripping 
the other core services, but it’s not going 
to change by chipping away at reimburse-
ments to providers. Tackling these things 
could really improve the Medicaid program 
and hopefully address the rapid escalation 
in costs.”

Accountability for your own care

Hospitals and health systems are not only 
providers of health care, but they also are 
major employers. As such, they too must 
deal with escalating employee health care 
costs. Howard highlighted work being 
done at Sentara to hold employees more 
accountable for their own health.

“Sentara’s efforts go back to the 80s when 
we self-funded our health benefits, which 
was pretty new in the industry then. From 

With VHHA President Laurens Sartoris and Senate Democratic Leader Richard Saslaw 
at the 2012 Legislative Issues Conference.

Howard Kern —	continued	from	page	13
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then on, it became evident that we were at 
risk for our own health benefits to the ex-
tent that it is going to cost us all. So we’ve 
always been proactive in the structuring of 
our benefit plans to ensure that our overall 
actuarial experience was in check. We have 
a direct incentive to manage the health 
costs of our employee group.

“That being said, it is certainly an impor-
tant idea to work with your employees 
to ensure that their health status is ideal, 
because it is the right thing for them and it 
helps them be more productive in contrib-
uting to the health system. So with all of 
those things coming together, about five 
years ago we started our ‘Mission Health’ 
program modestly by hiring a few health 
coaches and then incentivizing our employ-
ees to fill out a health survey.

“We used the carrot rather than the stick 
approach, which worked really well for us. 
Employee health premiums were going up, 
and they realized that if they engaged in 
a meaningful way their premiums would 
come down significantly, incentivizing them 
to be accountable. In some areas you’ve got 
to take their word for it, but by and large 
our employees have responded to it well, 
and we’ve tried not to be too dictatorial 
about it.

“We focused on identifying risk factors in 
our employees – high cholesterol, blood 
pressure, weight or other stress factors – 
and to the extent you had two or more 
of those risk factors, you were assigned 
a health coach to call you, educate you 
and check in on you to make sure you are 
working towards eliminating those risk 
factors.

 “We have seen significant improvements 
among the health status of our employee 
population, and insurance premiums have 
moderated. The first year we saw our costs 
increase because we were diagnosing more 
illnesses, but then after a year or two we 
saw those costs begin to come back down 
and dip below where they had started.

“At some point, to get more accountability 
from our patients and the community at 
large, we will have to move towards an in-
centivizing system where if someone wants 
to smoke or is grossly overweight, that 
is his choice, but there is a consequence 
to that. Maybe it is that your premiums 

should be higher than others’. If you think 
about it, the auto insurance industry is 
structured that way around risk factors. If 
you routinely get speeding tickets or don’t 
maintain safe driving habits, then your car 
insurance premiums reflect that. You basi-
cally aren’t telling someone how they have 
to live – the Constitution and our society 
give them that choice. But that doesn’t 
mean they get to have the same health 
insurance premiums that you or I have. It’s 
a controversial direction to take, but people 
are talking about it.”

Tell me about your family.

“I’ve got a great daughter and son, and I’m 
very proud of both. My son is graduating 
from UVA in medical engineering this year, 
and he will go to work for EPIC [health 
care software solutions company] upon 
graduation.

“My daughter just got in early acceptance 
to UVA. She’s interested in international 
policy analysis, and she loves languages. 
She’s fluent in several languages.”

Other than your current profession, 
what is your fantasy job?

“I don’t know that I have a fantasy job per 
se. I enjoy what I do, and I appreciate the 
intellectual challenges it brings in doing 
something I know helps other people. Prob-
ably need to manage the pace of it a little 
bit better, but that’s about it.

“The one fantasy job 
would be scuba diving and 
underwater photography a 
la Jacques Cousteau.”

Other than golf, what 
do you like to do for 
fun/recreation?

“I play tennis, scuba dive, 
and I enjoy both water and 
snow skiing. I love boating. 
When my knee isn’t giving 
me trouble I like to do 
triathlons.”

What book are you 
currently reading?

“I’m reading The Litigators 
by John Grisham.

I also like to read historical novels. I used 
to read James Michener, and I enjoy Tom 
Clancy and other spy novels. Of course I 
do a lot of business reading to stay on top 
of the stock market and investment strate-
gies.”

What is your favorite film and why?

“Toss up between Forrest Gump and One 
Flew Over the Cuckoo’s Nest.”

What is your favorite saying/word?

“What goes around comes around.”

What has been a rewarding moment 
in your career? Conversely, what 
has been one of the toughest chal-
lenges?

“The most rewarding moments in my 
career have been providing high quality 
health care and getting feedback from a 
patient or a family member that their loved 
one was given great care and they had a 
great outcome. That’s why we’re here.

“But some of the toughest challenges come 
from the same general direction; having to 
make tough choices on medical programs 
and blend both the mission and humani-
tarian concerns with business and practi-
cal concerns and having to make tough 
choices. Because as much as we’d like to, 
we can’t do everything for everybody all of 
the time.” n

With Mary Mannix, President/CEO, Augusta Health, 
and VHHA Board member.
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Is the slowing of Medicare spending a blip or is it sustainable?
In 2010 Medicare spending accounted for 15% of the federal budget and totaled $523 billion.
Most federal deficit reduction plans are predicated in part on holding federal health spending at no more than GDP 
+ 1%.
For the last several decades federal health spending has grown more rapidly (GDP + 2.6%), a trajectory most label 
unsustainable.
But growth in Medicare spending per enrollee was roughly equal to growth in the economy in 2010-2011.
Is this temporary or does it represent a real, sustainable change in the trajectory?
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