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Many of us were reminded by Nathan Kaufman at the 2012 VHHA 
Spring Conference that the 2010 national health law has served an important purpose 
of stimulating thought and activity to reform America’s health care system. He also 
expressed an opinion that the law’s “levers” are not properly set.

By way of analogy, Berlin, Germany, is soon to have an airport worthy of Germany’s 
status as Europe’s biggest economy. As part of an ongoing dry run, 10,000 Berliners 
have been pretending to be real airline passengers going through all the experiences 
that a real passenger will one day have. Nevertheless, the new airport will open 10 
months late in March of 2013 rather than this year. Airport officials are determined 
to have a smooth opening to avoid the snafus experienced at openings of other mega 
international airports including the Denver, Colorado, opening. The Germans are 
adjusting the airport’s levers.

When it comes to implementation of the national health law, we Americans seem to be 
following Denver’s example and not Berlin’s. Similarly, the federal government seems 
oblivious to lessons being learned at the various states that have instituted health care 
reform initiatives. Massachusetts is a particular example of reform lessons learned! We 
are charging ahead and assuming that lever tweaks can be made as necessary to this 
behemoth undertaking that encompasses in excess of 18 percent of the U.S. economy.

Levers may indeed need tweaking in light of considerations such as:

•  In 2014, 32 million more Americans will become eligible for totally or partially 
subsidized health care. The intake and enrollment of so many people in one year or 
in just a few years will be a staggering undertaking.

•  Sixteen million of those people will be eligible for the services of state health insur-
ance exchanges through which they may procure their health insurance needs. It is 
becoming increasingly unlikely that all states will have exchanges in place. As best 
one can determine, the federal government has no short-term solution.

•  The number of new eligibles may well increase assuming that employers abandon 
their sponsorship of employee health care benefits and dispatch employees to the 
health insurance exchanges. The increases could run to many millions more eligibles 
and billions more dollars.

•  The cost of providing coverage under the new law has been recalibrated, more 
realistically reflecting utilization by all eligible persons over more years instead of 
the original six-year projection. This doubles the cost to be borne by taxpayers from 
$900 million to $1.8 trillion.

•  Funds already being collected to prefund some of the spending requirements of the 
law apparently are finding their way into the spending needs of the current Medicare 
and Medicaid programs, which, even without the addition of new enrollees, will be 
the major drivers of the federal deficit over years to come.

•  The federal deficit has been increased by more than $5 trillion over the past three 
years and is on its way from something in excess of $15 trillion currently to over 
$25 trillion within the next decade.
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•  Federal Medicare and Medicaid expenditures already are be-
ing debt financed to the tune of 40 cents on the dollar.

•  The health professional workforce is likely inadequate to 
meet the increased demand of the combination of new en-
rollments (32 million plus) and the needs of an increasingly 
elderly population (the baby boomers).

•  Our demographics have soured. As health program costs 
increase, we are fast moving to a time when there will only 
be two working Americans for every person who enjoys 
entitlement benefits including Medicare, Medicaid, the new 
health care law and Social Security.

•  Finally, the Medicare and Medicaid payment systems are just 
as broken as ever. They provide incentives that increase the 
amount of care delivered. They are full of grossly complex 
provisions over which debate continues with no 
end in sight, including the area wage index, DSH 
payments, medical education support and many 
more. And as yet, no one can satisfactorily explain 
or justify the vast differences by state or region in 
the cost of payment for services, though utilization 
differences are part of the answer. A little over four 
percent of cancer patients in Richmond, Virginia, 
receive chemotherapy during the last two weeks 
of life, while in Olympia, Washington, and Minot, 
North Dakota, 12.6 percent do. Why?

Only a few lever tweaks needed!

Given the above, a program of revamped and real-
istic national health reform to address the needs of 
our already ailing health care system is appropriate. 
For example, the notion of coverage for all is noble; 
however, the overwhelming problem is mathematics – 
too few people to support too many other people for 
programs that are too costly for the nation to sustain. 
Limitless borrowing is impossible. No way. No how. 
How can one field deliver service at lower cost?

Granted, there are a bunch of bright policy thinkers 
and other whiz kids in and out of government who 
will be in charge of all of this change. It’s a massive 
exercise in top-down, centrally planned, government 
management of the nation’s health care system. After 
all, government and the intellectual elite know best! 
The wise people believe themselves to be among 
“the best and the brightest.” That was the title of 
David Halberstam’s extraordinarily insightful book 
about how decisions were made in the Kennedy and 
Johnson years that brought about the Vietnam War. 
Bright former captains of industry and academic ge-
niuses placed thousands of American lives in harm’s 
way and found it easier to send hundreds of thou-
sands more to Vietnam to protect the earlier invest-
ments of money and loss of life than to consider a 
viable exit strategy.

Halberstam, 20 years after the release of his book, summed all 
this up best when referring to the Vietnam whiz kids as those 
who had insisted arrogantly on “policies that defied common 
sense.”

This should be a time of mature reflection and planning for our 
field, our state and our country using the Berlin standard rather 
than that of Denver. Nathan Kaufman also observed that our 
field and the nation can expect a second version of the national 
health law in the next few years better to attempt setting the 
levers. All the more reason to take stock of what’s happening 
now or likely to happen soon and plan for a new and improved 
law with fewer snafus, less brilliance, greater affordability and 
more commonsense. Our goal should be to be part of the solu-
tion, not perceived to be part of the problem. n

This should be a time 
of mature reflection 
and planning for 
our field, our state 
and our country. 
[Hospitals’] goal 
should be to be part 
of the solution, not 
perceived to be part 
of the problem.
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by Sheila E. Gray. Mrs. Gray serves as 
Assistant Vice President.

Virginia Center for Health Innovation: A Laboratory for Real Reform

Improving Health and Health Care in 
the Commonwealth
A quiet storm had been brewing over 
the country for years. Spending on 
health care was out of control, lack of 
affordability meant more people did not 
have insurance or didn’t seek needed 
care, fewer providers were available to 
care for patients and, fueled by greater 
transparency, the demand for improved 
quality and patient safety had reached a 
fevered pitch.

The Patient Protection and Affordable 
Care Act of 2010 brought these issues to 
prominence; health care and the need for 
reform became a focal point of everyday 
American conversation. Even as the de-
bate rages on, and regardless of whether 
personally you support or are against the 
law or the recent U.S. Supreme Court 
ruling, the system is changing because 
the public has demanded it. Providers, 
insurers, businesses and the government 
have been steadfastly focusing on coor-
dinated efforts to bring greater value to 
the health care delivery system. One such 
effort is the Virginia Center for Health 
Innovation.

The Center’s Structure and Goals
“Virginia should aspire to have the 
healthiest individuals, the healthiest com-
munities, the best health care system and 
the strongest economy in the nation.” 
The Virginia Health Reform Initiative 
Advisory Council developed this vision 
for Virginia in its December 2010 report 
to the Governor. To further this vision, 
the Virginia Center for Health Innova-
tion was created to lay the groundwork 
for consumers, employers, providers 
(including the state government) and 
insurers to engage in and share informa-
tion on best practices and innovation in 
health care. This venture will focus on 
collaboration among all stakeholders 
to drive better value in the system as a 
whole.

The Center will add value to health care 
in the Commonwealth by:

•  Researching and disseminating 
knowledge about innovative models of 
wellness and health care to all stake-
holders;

•  Developing multi-stakeholder demon-
stration projects aimed at testing inno-
vative models of payment and delivery 
reform; and

•  Helping all stakeholders accelerate 
their pace of innovation for the benefit 
of Virginians.

The Center will provide four core ser-
vices:

•  Conduct benchmark research on exist-
ing models of value-driven wellness 
and health care.

•  Convene and educate stakeholders 
interested in accelerating the adoption 
of value-driven models of wellness and 
health care to advance Virginia’s health 
and economic growth.

•  Oversee demonstration research to 
test and evaluate original models of 
value-driven wellness and health care, 
including payment reform.

•  Advance the Virginia Health Innova-
tion Network, a statewide network 
of outreach, education and technical 
assistance that will help Virginia stake-
holders identify and implement proven 
models of value-driven wellness and 
health care.

The Center is incorporated as a nonprofit 
organization governed by a 13-member 
Board of Directors representing business, 
the state, providers and insurers (see list). 
Its officers are Secretary of Health and 
Human Resources Bill Hazel, Chairman; 
Barry DuVal, President and CEO of the 
Virginia Chamber of Commerce, Secre-
tary; and Nancy Howell Agee, President 
and CEO of Carilion Clinic and Past 
Chair of VHHA, Treasurer. Beth Bortz, 
former Director of the Medical Society of 
Virginia Foundation, serves as President 
and CEO.

Startup capital was provided by VHHA, 
the Medical Society of Virginia, the Phar-
maceutical Research and Manufactures 
Association, the Virginia Association of 
Health Plans, the Virginia Health Care 
Foundation and Virginians Improving 
Patient Care and Safety. The Center 
will generate future revenue through 
grants, corporate sponsorships, dues and 
contracts. The U.S. Centers for Medicare 
& Medicaid Services Innovation Center 
recently announced the State Innovation 
Models (SIM) initiative grant funding 



REVIEW	•	AUGUST	2012	 5	

for states to either test developed health 
care delivery transformation models 
or to assist them in designing system 
improvements. The Center will lead the 
Commonwealth’s purusit of this grant 
opportunity.

The Center officially launched on June 
6 at an event in Richmond. Governor 
Bob McDonnell recognized the founding 
partners of the Center, and the Center’s 
Board announced that its first initiative 
will be the development of the Virginia 
Health Innovation Network.

The Innovation Infrastructure
“To significantly advance patient care 
and provide better value, we need collab-
oration in our transformative journey,” 
says Nancy Howell Agee. “The level 
of transformation necessary cannot be 
achieved by any one stakeholder working 
alone. Advancing payment reform, trans-
parency and practice innovations will be 
more successful if multiple stakeholders 
work together. The Center is a catalyst 
for stakeholders to collaborate in a 
thoughtful manner for a real and lasting 
impact.”

A critical component of the infrastruc-
ture of the Center is the Virginia Health 
Innovation Network, which is designed 
to engage stakeholders in the creative 
process of generating and producing 
value-driven health innovations. The 
Network will serve as a one-stop shop 
for information on health care innova-
tion and will provide an open-source 
platform to allow network subscribers 
to exchange ideas. Additionally, the 
Network will develop webinars and 
conferences on health innovation priority 
topics. Says Ms. Bortz, “If a business 
has a tool that helps consumers make 
better choices, it can share this informa-
tion on the Network where others can 
respond, talk about their experiences 
and ask questions. The Network will 
allow people to share evidence showing 
the innovation is working in Virginia 
or in other states and how best to tailor 
it to fit the unique needs of Virginia.” 
The Center is currently soliciting fund-
ing from key stakeholders to begin the 
relevant work of the Network, which 
Ms. Bortz believes will be running in 
early 2013.

“Employers recognize that positive and 
sustainable change in health care will 
depend upon innovative pay and/or 
delivery initiatives, as well as responsible 
and informed health care consumers,” 
says Bob Cramer, Manager of Human 
Resource Planning at Norfolk Southern. 
“As the ultimate purchasers of health 
care, employers have a responsibility to 
collectively define, prioritize and commu-
nicate the services and outcomes sought 
for their employees. The expressed value 
proposition will enable health care pro-
viders and other stakeholders to better 
align their initiatives. Employers are also 
uniquely situated to 1) influence popula-
tion health through employee health and 
wellness programs and 2) foster health 
care consumerism by providing account-
able health care coverage and effective 
consumer tools to their employees. The 
Virginia Center for Health Innovation 
will play an important role in support-
ing these strategies through its vetting, 
funding, validating and disseminating of 
needed innovation.”

To build further upon the Center’s infra-
structure, two advisory groups have been 
created to guide the work of the Center 
and the Network. The Demonstration 
Project Advisory Group will choose and 
prioritize the demonstration projects that 
fit Virginia’s dynamics and demograph-
ics to yield the highest return on invest-
ment. The advisory group will craft the 
request for proposals for the projects and 
develop an evaluation model to deter-
mine which projects to fund. Adds Ms. 
Bortz, “To be economically efficient, the 
innovation should be moving the care 
improvement/value needle.”

The Health Innovation Advisory Group 
will develop strategy to spread informa-
tion on the developed demonstration 
projects to interested parties and the 
public. All stakeholders are included in 
this advisory group to maintain direct 
conversation with interested parties, and 
the group includes representation from 
non-stakeholders as well to help develop 
messaging strategies for the public.

“Virginia will have successful initia-
tives because now people are having the 
conversations in a legitimate manner,” 
says Ms. Bortz. “They are coming to the 
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table, learning from one another to un-
derstand where each is coming from and 
what challenges and barriers they face 
together as we move forward and engage 
in process improvements. Virginia has 
put in place a model that will work no 
matter the future changes that will come 
to the health care delivery system.” n
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Although President Dwight D. Eisenhow-
er no doubt had military strategy in mind 
when he uttered these words, the insight 
they provide would make a good motto 
for health care emergency planning as 
well. It is a lesson that is reinforced every 
time a community is hit with a natural 
disaster, a public health emergency or a 
terrorist threat. 

In recent years Virginia’s health care 
emergency response systems have had to 
respond to major snowstorms, the devas-
tating shooting at Virginia Tech, Hur-
ricane Irene, a commercial bus crash on 
I-95, a Navy jet crash in Virginia Beach 
and the threat of an H1N1 pandemic, 
among other things.

Each event allows the emergency plan-
ning experts in Virginia’s hospitals and 
health systems to evaluate how well their 
efforts to date have prepared us for a 
catastrophic event and to identify steps 
that can be taken to further strengthen 
our health care emergency response 
framework. As VHHA and its members 
conclude a decade of partnering with the 
Virginia Department of Health (VDH) 
to administer the Hospital Preparedness 
Program, it’s a good time to reflect on 
what has been accomplished and, even 
more importantly, to identify some of the 
challenges that lie ahead.

Where We’ve Been…
Early History

Before the events of 9/11 focused the 
nation’s attention on emergency pre-
paredness, hospitals already had recog-
nized the need to enhance their health 
care emergency planning. VHHA and 
its members were engaged in discussions 
with VDH, the Virginia Department of 

Emergency Management and the De-
partment of Fire Programs about ways 
to improve their planning efforts. 
These conversations led to the first 
statewide hospital emergency manage-
ment forum in June 2000. As a result, 
VHHA was well-positioned to hold 
regional workshops soon after 9/11 to 
provide additional emergency plan-
ning guidance to its members.

In late 2001 VHHA established a 
working group of hospital leaders 
to develop a more formal structure 
for emergency planning efforts. This 
evolved into the Hospital Emergency 
Management Committee (HEMC), 
which continues to meet regularly to 
discuss emergency preparedness needs 
and strategies for addressing them. 
Initially HEMC included regional 
representatives from hospitals as well 
as VDH, the Office of Emergency 
Medical Services, the Medical Society 
of Virginia and several other organiza-
tions with an interest in emergency 
preparedness. In recent years HEMC 
has been reconfigured to include only 
hospital representatives as voting 
members, but VDH continues to play 
an important role with HEMC and 
regularly attends its meetings.

The Hospital Preparedness Program

The relationship between VDH and VHHA 
was further cemented when the two organi-
zations jointly developed an application for 
the Health Resources and Services Ad-
ministration (HRSA) grant to develop and 
implement regional plans to improve the 
emergency response capacity of the health 
care system. The first Hospital Preparedness 
Program (HPP) grant was awarded in 2001, 
and from the outset VHHA has served as 
the VDH’s subcontractor for the program. 
We are fortunate that VDH saw the grant as 
an opportunity to partner with the hospitals 
and health systems in the state and chose 
to take a collaborative approach to admin-
istering the grant. The experience in other 
states has not always been as cooperative or 
transparent.

For the last 10 years VDH and VHHA have 
jointly developed annual grant submittals, 
first to HRSA and then to the Office of the 
Assistant Secretary for Preparedness and 
Response (ASPR), the agency that assumed 
responsibility for the HPP grant from 
HRSA. Together we develop the guidance 
used by regional hospital committees to pre-
pare their budget requests; we then meet to 
jointly review and approve those requests. 
In addition, the two organizations work to-
gether to monitor performance and ensure 

by Betty S. Long. Ms. Long serves as Vice 
President.

Emergency Preparedness: Where 
We’ve Been – Where We’re Going
“Plans are nothing. 
Planning is everything.”

Virginia Hospital Center in Arlington, September 11, 2001.
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that grant requirements are met. From 
time to time this includes hospital site 
visits that may include the ASPR regional 
project officer responsible for Virginia.

The total amount of funding provided 
since the grant’s inception is $96.4 mil-
lion. Of this amount, about 90 percent 
of the funds made available through the 
grant have been distributed to VHHA 
and its members. VDH has retained 
about 10 percent of the grant amount for 
administrative and other program costs.

Regional Focus

One of the strengths of Virginia’s health 
care emergency planning process has 
been its regional structure. From the be-
ginning it was recognized that a regional 
approach to planning and response was 
the most effective one. The state is di-
vided into six preparedness regions based 
primarily on geography and transfer 
patterns among hospitals, especially as 
they relate to regional trauma centers. 
These regions provide the framework for 
budget development, communications, 
training and education and emergency 
response planning. 

Each region has a coordinating commit-
tee that includes hospital representatives 
from the facilities within its boundar-
ies. Key partners within the region are 
invited to participate as well. These in-
clude local VDH staff, local government 
emergency planners, emergency medical 
services, long-term care facilities and 
community services boards. A regional 
coordinator serves as the liaison between 
the regional committees, their respective 

hospitals and VHHA. The final piece 
of the regional structure is the Regional 
Hospital Coordinating Center (RHCC) 
which, as its name implies, coordinates 
emergency response within a region dur-
ing an event and also serves as the point 
of contact and coordination within and 
among regions.

Accomplishments

Thanks to the strong partnership with 
VDH, the funds provided through the 
HPP program and an effective regional 
structure for identifying needs, setting 
priorities and implementing projects, 
much has been accomplished in the past 
decade. 

Coordination between health care orga-
nizations has been enhanced and contin-
ues to improve. There is more interaction 
between hospitals and health systems and 
the other emergency response partners in 
their communities. The ability to share 
data and communicate with each other 
has been strengthened and our ability to 
surge (i.e., create more health care capac-
ity during an event) has increased. The 
development of protocols and common 
training programs has further enhanced 
our emergency response capabilities.

Virginia Hospital Alerting and Status 
System. A major accomplishment has 
been the development of a robust web-
based system that meets both administra-
tive and emergency response needs. The 
Virginia Healthcare Alerting & Status 
System (VHASS) began as a place to 
share grant documents, but over time 
it has evolved into a sophisticated site 

that is used to share real-time informa-
tion within and across regions during an 
event. Information related to hospital 
status, bed availability, resource manage-
ment and patient tracking are among the 
features of this system. Enhancements 
continue to be made that allow for shar-
ing of relevant information with other 
state agencies involved in emergency 
response. This includes the integration 
of certain features of VHASS with the 
Virginia Interoperability Picture for 
Emergency Response (VIPER) system 
maintained by the Virginia Department 
of Emergency Management. VIPER 
allows the Virginia Emergency Opera-
tions Center to improve the situational 
awareness of those involved in emergen-
cy response and recovery by providing 
key information in a comprehensive and 
readily-available format.

Interoperability. Connectivity among 
hospitals, RHCCs, local emergency op-
erations centers and first responders has 
been the goal of various interoperability 
initiatives undertaken during the last few 
years. One of these, the Public Safety 
Interoperability Communications (PSIC) 
project, was made possible through a 
Department of Homeland Security grant 
with matching funds from Virginia 
hospitals. As the result of this project, 
a combination of backup radio systems 
and a software-based interoperability 
platform referred to as RIOS have been 
installed in hospitals and RHCCs across 
the state.

continued	on	page	8

Virginia Healthcare Emergency 
Management Program Map

Region
■ Northern
■ Central
■ Eastern
■ Northwestern
■ Near Southwest
■ Far Southwest
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Emergency Prep —	continued	from	page	7

Facility Resiliency. Another ongoing ma-
jor initiative is an effort to harden hospi-
tal facilities and thus reduce their need to 
evacuate during an emergency. A work 
group of hospital engineers was asked 
to identify the systems that were criti-
cal for a hospital to maintain in order 
to shelter-in-place. Electricity and water 
were viewed as being equally important 
to a hospital’s ability to avoid evacu-
ation. Based on this feedback, surveys 
were conducted at hospitals throughout 
the state to assess their vulnerabilities 
and identify ways to address them. Each 
region prioritized its respective projects, 
and ultimately 37 power projects and 71 
water projects were approved. Examples 
of power projects include quick connec-
tions for mobile generators; emergency 
power to HVAC systems and protection 
of emergency power systems. Water proj-
ects include purification systems, storage 
capabilities and the provision of alternate 
non-potable water supplies through wells 
or tankers.

Where We’re Going…
None of these accomplishments would 
have been possible without the sustained 
efforts of many individuals involved in 
the public-private partnership that we 
call “ASPR.” As a result of these efforts, 
hospitals and health systems are better 
prepared than ever for whatever public 
health emergencies come their way. But 
as with any complex, unpredictable and 
multi-faceted undertaking, there is more 
that needs to be done, and there will be 
new expectations and challenges to be 
met. The reasons are many:

Grant Realignment 

Partly in response to the 
fiscal realities and partly 
out of a belief that the 
benefit derived from federal 
funds should be maximized, 
ASPR and the Centers 
for Disease Control and 
Prevention spent the last 
year looking at ways to 
align the administrative and 
programmatic aspects of 
the ASPR Hospital Pre-
paredness Program and the 

CDC Public Health Emergency Prepared-
ness (PHEP) cooperative agreements. 
(VDH also administers the PHEP grant 
in Virginia.) As a result, a joint funding 
announcement was issued for the next 
five-year grant cycle that began July 
1, 2012. The announcement includes 
capabilities based on the National Health 
Security Strategy issued in 2009 that 
grant recipients are expected to achieve. 
There are 15 public health preparedness 
capabilities and, of these, eight overlap 
with the health care preparedness capa-
bilities associated with the ASPR pro-
gram. (See table on page 16.) While the 
funding streams were kept separate and 
the amount of ASPR funding has stayed 
essentially the same for fiscal year 2012, 
it is not hard to imagine a scenario where 
these two programs become even more 
consolidated over time, raising questions 
about the distribution of funds between 
the two programs. 

Federal Funding

Even without the realignment initiative, 
the amount of ASPR funding is likely 
to decline. The federal deficit must be 
addressed at some point and, regardless 
of the strategy employed in Washington, 
cuts in federal spending are inevitable. 
Already we know that President Obama’s 
proposed budget would cut the program 
by 32 percent for fiscal year 2013. Even 
if some of this funding is restored in the 
final appropriation, the handwriting is 
on the wall. ASPR funding has likely 
reached its high-water mark. This raises 
important questions for hospital and 
health system executives regarding the 
sustainment of capabilities that have 

been achieved during the first decade. 
As ASPR funds decline, what will be the 
financial impact on their organizations? 
What resources will they be able to 
provide to prevent readiness capabilities 
from deteriorating?

Emphasis on Measurable Outcomes

Among the goals identified in the ASPR 
funding announcement is the ability to 
demonstrate a clear return on invest-
ment. From the outset hospitals have 
been required to provide ASPR with 
various data to demonstrate what has 
been achieved through the expenditure 
of ASPR funds. Starting in FY12 hospi-
tals must comply with new performance 
measures, and these measures may 
continue to evolve through the five-year 
grant period.

Coalition Building

From the outset one of the require-
ments of the ASPR program (and the 
Memorandum of Understanding between 
VHHA and each Virginia hospital or 
health system that receives ASPR funds) 
has been that hospitals and health 
systems establish regional coordinating 
committees that include other commu-
nity partners involved in preparedness 
activities. This has already occurred 
at some level across the regions, but 
not surprisingly the extent of the par-
ticipation varies, and maintaining such 
involvement can be difficult lacking any 
central authority to compel it. Nonethe-
less, the new grant guidance places an 
even higher priority on the development 
of these regional coalitions, so VDH 
will be placing even greater emphasis on 

developing plans and strate-
gies that coordinate prepared-
ness efforts among health care 
providers (including long-term 
care, behavioral health and 
outpatient providers) as well as 
public health, public safety and 
EMS partners.

Increasingly Complex Issues

In the early years of the ASPR 
program, out of necessity, at-
tention often focused on build-
ing readiness capabilities by ac-

continued	on	page	16
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by Priscilla Shuler. Dr. Shuler serves as a 
Consultant on Quality and Patient Safety.

Introduction

The American health care system is fac-
ing pressure to deliver high quality care 
at a reduced cost. As the population ages 
the need for health care services increas-
es. Our health care system must seriously 
consider different models of care for 
those suffering from chronic progressive 
illness.

Notably, more than 90 million Ameri-
cans live with at least one chronic illness. 
Seven out of 10 Americans die from 
chronic progressive life-limiting diseases 
(such as cancer, congestive heart fail-
ure, dementia and chronic obstructive 
pulmonary disease). Accumulating data 
suggests that many patients with these 
illnesses undergo costly procedures that 
are unlikely to provide benefit in the 

last weeks to months of life, including the close to 10 percent who undergo surgery 
in the last week of life;1 and 15 percent who receive chemotherapy in the last two 
weeks of life.2, 3 Many patients spend their last days shuttling back and forth between 
home, long-term care facilities, hospitals and even intensive care units.4 For patients 
with life-limiting illnesses, increased intensity of care does not necessarily result in 
improvements in length or quality of life.5 These treatments may not reflect the real 
needs and desires of patients with life-limiting illnesses and their families.

According to the 2011 Public Opinion Research on Palliative Care, conducted by the 
Center to Advance Palliative Care, the biggest concerns of patients with serious illness 
are:

•  Sharing of information among physicians, patients and other providers

•  Control and choice over treatment options

•  Understanding their illness and treatment

•  Quality of time spent with physicians

An emphasis on the principles of palliative care may be one of the solutions to ad-
dress both the intensity of care at the end of life and the concerns of patients and fam-
ilies with serious illness. The National Quality Forum has recently identified palliative 
and hospice care as national priority areas for health care quality improvement.6

Palliative Care:
A Model For Change

continued	on	page	10
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Palliative Care —	continued	from	page	9

Palliative Care and Hospice Care

There is confusion over the meaning of 
palliative care and hospice. Many view 
the two as the same; however, there are 
important differences that reflect the 
philosophy and processes of care. The 
World Health Organization defines pal-
liative care as “an approach that im-
proves the quality of life of patients and 
their families facing the problems associ-
ated with life-threatening illness through 
the prevention and relief of suffering by 
means of early identification and impec-
cable assessment and treatment 
of pain and other problems, 
physical, psychosocial and 
spiritual.”

Palliative Care:

•  Provides relief from pain and 
other distressing symptoms;

•  Affirms life and regards dying 
as a normal process;

•  Is applicable early in the 
course of illness, in conjunction with 
other therapies that are intended to 
prolong life, such as chemotherapy or 
radiation therapy, and includes those 
investigations needed to better under-
stand and manage distressing clinical 
complications;

•  Intends neither to hasten or postpone 
death;

•  Integrates the psychological and spiri-
tual aspects of care;

•  Offers a support system to help pa-
tients live as actively as possible until 
death;

•  Offers a support system to help the 
family cope during the patient’s illness;

•  Uses a team approach to address the 
needs of patients and their families, 
including bereavement counseling, if 
needed; 

•  Will enhance quality of life and also 
may positively influence the course of 
illness.7

The Get Palliative Care organization 
defines palliative care as “the specialized 
medical care for people with serious ill-
ness. It is focused on providing patients 

with relief from the symptoms, pain, and 
stress of a serious illness whatever the di-
agnosis. The goal is to improve quality of 
life for both the patient and the family.”8 
The emphasis is on a team approach with 
everyone working together to support 
the patient and family at any stage of 
illness. An important component of pal-
liative care is that it may be administered 
along with curative treatment, at various 
stages and in a variety of settings.

Hospice care is viewed as a specialized 
component of palliative care that is pro-
vided by Medicare, Medicaid and other 
insurance plans. Patients are eligible for 

this benefit when their end-of-life prog-
nosis is certified by two physicians to be 
within six months if the illness takes its 
usual course. Hospice care is based on 
the belief that everyone has the right to 
die pain-free and with dignity. Support 
for loved ones is an important concept in 
hospice care.

Both palliative and hospice care utilize 
an interdisciplinary team to provide care. 
According to best practice standards, 
services are offered 24 hours a day, seven 
days a week. Palliative care focuses on 
serious illness whereas hospice care fo-
cuses on advanced illness/terminal illness.

Both hospital and community-based 
palliative care and hospice programs can 
reduce costly and preventable hospital-
izations, readmissions and emergency de-
partment visits.9 The average per-patient 
per-admission net cost saved by hospital 
palliative care consultation is $2659.10

Palliative and Hospice Care in Virginia

In the 2011 Snapshot of Palliative Care 
in U.S. Hospitals, presented by the 
Center to Advance Palliative Care, use 
of palliative care teams has grown in 
U.S. hospitals. Over the last 10 years, 

hospital teams have grown from 600 in 
2000 to the current 1,500. The Center, in 
the recent 2011 Palliative Care State-by-
State Report Card on Access to Palliative 
Care in Our Nations Hospitals, reports 
improvement in the number of hospitals 
providing palliative care services. In the 
latter report, Virginia received a score 
of “B”; 78 percent of Virginia hospitals 
have palliative care services, compared to 
63 percent in the 2008 report. More than 
half of the states fall in this category with 
a “B” grade.11 Virginia reports having 44 
hospital-based services.12 There are over 
100 licensed hospices in the Common-

wealth with service utilization 
in 92 of 137 counties.

While Virginia is making prog-
ress, there are still opportuni-
ties to enhance care services for 
seriously ill individuals seeking 
coordinated patient-centered 
care and for those individuals 
in the active dying phase of 
life.13

Best Practice Models

Models for palliative care services focus 
on patient- and family-centered care 
provided by an interdisciplinary team of 
health care professionals. Best practice 
models emphasize:

•  Holistic approach: Care of the body, 
mind and spirit, Focusing on social, 
emotional, cultural, spiritual and 
physical care.

•  Addressing life-threatening and life-
limiting illness: Caring for patients 
with illnesses that could cause death 
and that may compromise quality of 
life.

•  Identification, impeccable assessment 
and treatment of symptoms: Knowl-
edge-based professional evaluation and 
treatment with medication manage-
ment, specialist referral and physician 
communication.

•  Quality of Life: Patient-centered care 
that incorporates respect for patient 
preferences, provides information 
in clear and understandable terms, 
promotes autonomy in decisions and 
attends to the need for physical and 
emotional support.

Virginia scores a “B” with 78% of hospitals having 

palliative care services, which ranks it in the top nine 

states nationwide. The country also receives a “B” 

according to the 2011 Center to Advance Palliative 

Care Report Card. This information is based on the 

American Hospital Association Annual Survey 2009.
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•  Patients and Families: Patients have 
an expectation of dying, and care of 
the families is included through the 
bereavement period.14

The National Quality Forum provides 
a framework for the development of 
palliative and hospice care services. The 
“National Framework and Preferred 
Practices for Palliative and Hospice 
Care Quality Consensus Project Report” 
(2004), along with the National Quality 
Forum Guidelines of 2006, define the 
essential elements of a quality pro-
gram. The Joint Commission has also 
established standards for palliative care 
programs seeking Advanced Certifica-
tion.15 There also are guidelines available 
from the Institute for Clinical Systems 
Improvement for Palliative Care that are 
designed to assist health care profession-
als in caring for adult patients that might 
benefit from palliative care.16 The Center 
to Advance Palliative Care has created a 
step-by-step handbook to assist provid-
ers in developing setting-based palliative 
care programs.17

For rural providers, a best-practice mod-
el requires the same standards of care, 
yet the development requires a different 
approach that is built on partnerships 
within the community. A theoretical 
model for developing rural palliative care 
developed by Kelley, Williams, DeMiglio 
and Mettam (2011) describes four phases 
of development:18

1) Having an interested community, 

2) Experiencing a catalyst for change,

3) Creating a local team, and 

4) Growing the program.

Providing palliative care services in any 
setting requires a core team for the deliv-
ery of care: a physician and/or licensed 
independent practitioner; registered 
nurse; chaplain; and social worker. This 
specially trained core team works with 
other disciplines to meet the individual-
ized care needs of patients and families. 
Education and training in palliative care 
is an important dimension of providing 
services. 

Patients and Families

Dying in a hospital with palliative care 
services is different from dying in a 

hospital without palliative care services. 
Patients and their families need much 
support during this phase of life.19 With-
out palliative care interventions, expen-
sive resources are utilized that the patient 
may not want and that may not benefit 
the patient. By discharging the patient 
with a coordinated plan of care, signifi-
cant cost savings have been documented. 
For patients who die in hospitals, savings 
have been shown through a reduction in 
pharmacy, laboratory and intensive care 
unit costs when a palliative care team is 
involved.20

Palliative care programs have demon-
strated that family satisfaction is en-
hanced when palliative care teams are di-
recting care. Palliative care team involve-
ment also has been shown to improve 
physical and psychological symptom 
management, caregiver well-being and 
family satisfaction.21

Meeting the desired wishes of patients 
and families is an important aspect of 
patient and family satisfaction. Best 
practice standards include patient-
focused decision-making and continuity 

of care. The National Quality Forum 
(NQF) includes a preferred practice that 
converts the patient treatment goals into 
medical orders that ensure information 
is transferable and applicable across care 
settings. NQF refers to these as “physi-
cian orders for life–sustaining treatment 
(POLST).”22 In 2008 in Virginia, the Pal-
liative Care Partnership of the Roanoke 
Valley initiated a pilot project based 
on the POLST model. Called Physician 
Orders for Scope of Treatment (POST) 
in Virginia, the pilot program is now 
supported by VHHA and a larger group 
of stakeholders working to expand the 
use of POST across Virginia.23 (For more 
information on POST in Virginia, see 
article beginning on page 13.)

Conclusion

Patients and families in the Common-
wealth of Virginia are in need of pallia-
tive care services delivered by specially 
trained care providers that will coordi-
nate care, manage pain and support the 
wishes of patients and families at the end 
of life. Everyone would like to die with 

continued	on	page	12

ABHPM-Certified 
Physicians 
 N= 76 

NBCHPN-Certified 
Advance Practice 
Nurses N= 23 

NBCHPN-
Certified Nurses 
N= 281 

	  America’s Care of Serious Illness: A State- by- State Report Card. 10/2011 

Medicare Hospital 
Deaths per 
Certified Physician 
N=162 

Medicare Hospital Deaths 
per Certified Advanced 
Practice Nurse 
N= 536 

Medicare Hospital 
Deaths per Certified 
Registered Nurse 
N= 44 

	  America’s Care of Serious Illness: A State- by- State Report Card. 10/2011 

Palliative Care Workforce 

There is a critical need to increase specialized education and training of health prac-
titioners to support palliative care services consistent with established standards of 
care. Certification by the American Board of Hospice and Palliative Care (ABHPM) 
is the desired credential for physicians. Advanced practice nurses’ and registered 
nurses’ certification comes from the National Board for Certification of Hospice and 
Palliative Care (NBCHPN).

Prevalence of Palliative Care Professionals in Virginia

According to the 2011 Report Card, there were 12,317 Medicare deaths in Virginia 
hospitals in 2005. When you examine this number in relationship to the number of 
health professionals, the picture clearly demonstrates the need for more credentialed 
providers.

Medicare Hospital Deaths per Healthcare Provider in Virginia
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dignity and respect alongside the ones 
they love. Let us take action to meet the 
challenge of providing palliative care that 
demonstrates best practice. n
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“The VHHA Palliative Care Forum was 

created to follow up on the Palliative Care 

Workgroup White Paper issued in November 

2011 [from which this article draws its 

content]. The Forum provides an opportunity 

for providers to discuss how best to meet the 

growing palliative needs in our communities. 

VHHA is helping its member organizations 

improve care across the full continuum of 

care. Palliative care can play a vital role in 

achieving the goal of providing the right 

care for the right patient at the right time.” 

Christopher Pile, MD, Chief Medical Officer, 

Hospice of the Piedmont, Charlottesville, and 

VHHA Palliative Care Forum Member
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by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.

Communicating with patients is a crucial 
but difficult part of providing appropri-
ate health care. When patients are unable 
to communicate their preferences for 
the complex array of medical interven-
tions available, they are at risk for not 
receiving desired 
treatments, or for 
receiving treatments 
that may be beyond 
what they would 
choose if they were 
able to participate in 
a thoughtful discus-
sion of options.

Advance direc-
tives are designed 
to clarify patient 
treatment wishes at 
these times. How-
ever, while advance 
directives are useful 
tools, and each of 
us should have one, 
they have limita-
tions. Studies have 
shown that advance 
directives may not be 
followed when deci-
sions must be made 
because they cannot 
be located or there 
may be confusion 
in interpreting what 
they mean. A patient 
may have created an 
advance directive far 
in advance of any 
illness, so the prefer-
ences expressed may 
not be specific to a 
patient’s condition when the advance 
directive is needed for guidance.

The Durable Do Not Resuscitate 
(DDNR) Order recognized under Vir-

ginia law goes a step further in providing 
clear direction as to patient treatment 
preferences by translating those prefer-
ences into a physician’s order that can be 
followed across care settings as patients 
may move between care settings – home, 

nursing home or hospital or during emer-
gency medical services transport. How-
ever, the DDNR Order addresses only re-
suscitation and not all the other potential 
care decisions that may be needed for a 
patient with advanced disease.

A new tool has been created to fill these 
gaps – Physician Orders for Scope of 
Treatment (POST). Like the DDNR Or-
der, POST is a medical order, signed by 
both the physician and the patient or his 
authorized decision-maker after discus-

sion of care options. 
Like the DDNR Order, 
it is both part of the 
medical record and is 
honored for the patient 
across care settings. 
Like the DDNR, it is 
clear and specific about 
treatment, conveying 
critical information 
quickly to medical pro-
fessionals about specific 
care options. However, 
POST can address not 
only resuscitation but 
also other treatments 
and interventions that 
will be considered for 
a patient with serious 
illness or advanced 
frailty.

What is POST?

POST is a signed physi-
cian’s order for medical 
care that follows, 
reflects and implements 
a patient’s wishes 
about his health care. 
A patient’s physician 
writes the POST based 
on the patient’s wishes 
as identified in discus-
sions that include the 
patient, his family and 
his physician with the 

help of a trained advance care planning 
facilitator. POST provides a framework 
for care providers to put in place orders 
that ensure that seriously ill patients with 

A New Tool to Clarify
and Implement Patients’
Treatment Preferences

continued	on	page	14

POST
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life-limiting illnesses or advanced frailty 
receive the treatment they want and 
avoid those treatments they do not want.

POST can be used to guide decisions to 
attempt CPR and decisions about other 
medical interventions such as hospitaliza-
tion, antibiotic use and artificially ad-
ministered nutrition and hydration. The 
physician signs the form and notes with 
whom it was discussed and the care set-
ting where it originated. The patient (or 
his authorized representative) signs the 
form to document consent to the orders.

POST provides a framework for crucial 
conversations among a patient, his fam-
ily and his health care providers about 
goals of care and intensity of care. The 
POST process guides the conversation, 
increasing the likelihood that patients 
will express their wishes and have those 
wishes honored.

After the provider and patient review the 
patient’s goals, the choices on the POST 
form allow a patient to document specific 
decisions. The patient may choose either 
less or more invasive treatment and begin 
to consider each treatment individually 
in terms of its benefits and burdens. The 
POST then translates these patient deci-
sions into a signed physician’s order that 
reflects the patient’s wishes regarding the 
treatment they want and the treatment 
they want to avoid.

POST Benefits Patients, Families 
and Caregivers

POST is designed for people who are 
seriously ill with life-limiting (also called 
terminal) illnesses or advance frailty 
characterized by significant weakness 
and extreme difficulty with personal 
care activities. Seriously ill patients 
generally fear unrelieved pain and other 
symptoms, loss of control, indignity and 
abandonment.

A guided and facilitated discussion with 
a trained health care provider that is 
focused on the patient’s needs, engages 

family support and is well documented – 
features of the POST process – can allay 
these fears.

The POST process promotes informed 
consent by reviewing the full range of 
life support and comfort measures that 
can meet the individual care needs of the 
patient in an informative, realistic and 
caring conversation. Patients will under-
stand what will help, what may harm 
and what may be ineffective at critical 
times as their illness progresses. Patients, 
with their physicians and families, estab-
lish their goals of care and the intensity 
of interventions centered on the patient’s 
status and prognosis. 

POST does not replace but rather 
complements an advance directive. An 
advance directive allows an individual to 
appoint the person they want to speak 

on their behalf if they cannot speak for 
themselves and also to provide a broad 
outline of the individual’s wishes relat-
ing to future care. However, advance 
directives are not physician orders, may 
not address the patient’s specific current 
condition and may be unavailable when 
needed. POST enhances the effectiveness 
of the advance directive by identify-
ing the patient’s specific wishes on key 
medical decisions based on his current 
medical condition then, assuring that 
these patient decisions are implemented 
through the POST, which orders treat-
ment based on those patient decisions.

Research shows that unless families are 
emotionally prepared and supported by 
physicians and other care team members 
throughout the seriously ill patient’s 
treatment experience, the advance direc-
tive may be ineffective. Because the fam-
ily is involved in the discussion that leads 
to the POST, the POST tool promotes 
family knowledge of the patient’s prefer-
ences and acceptance of the patient’s 
decision, lessening the likelihood of 
intra-family conflict and conflict with the 
care team in future treatment discussions. 
Additionally, the physician signature on 
the POST reinforces the physician’s role 
in educating and supporting the patient.

Recent research has found that patients 
who have engaged actively in advance 
care planning detailing their care prefer-
ences and naming a surrogate decision 
maker are 86 percent more likely to have 
their wishes honored. Additionally, their 
families reported significantly lower 
levels of stress, anxiety and depression 
than the families of patients who had 
not completed their advance care plans. 
Both patients and families scored high on 
satisfaction scales.

The POST tool effectively serves to initi-
ate critical communication early among 
the patient, family and care team; to 
prevent patient suffering and pain from 
unwanted treatment; and to protect the 
patient’s dignity and rights in all phases 
of treatment.

Interest in POST Expands in 
Virginia

POST was first developed in the 1990s in 
response to concerns that DDNR Orders 
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and Advance Directives do not assure 
that a patient’s wishes for life-sustaining 
treatments are consistently understood 
and honored. Thirty states now are pur-
suing POST initiatives. (In some states 
these orders are called Physician’s Orders 
for Life-Sustaining Treatment/POLST or 
Medical Orders for Life-Sustaining Treat-
ment/MOLST.)

In 2008 in Virginia, the Palliative Care 
Partnership of the Roanoke Valley 
(PCPRV), partnering with Carilion Clinic 
and other providers, initiated a two-year 
POST pilot project to address the practi-
cal limitations of advance directives in 
ensuring that people get the care they 
want. After developing a POST form 
and program policies and procedures, 
the pilot project began training health 
professionals to use the POST form as a 
vehicle to have more in-depth, advance 
care planning discussions with patients. 

POST in Virginia is based on the 
“POLST Paradigm,” a term coined by 
the National POLST Paradigm Initia-
tive Task Force. The task force, which 
includes leaders of state programs mod-
eled on the original POLST program that 
began in Oregon in the 1990s, facilitates 
the development of new programs, de-
velops policy and conducts research. The 
POLST Paradigm recognizes that each 
community or state program must be 
tailored to relevant state laws and regula-
tions. For more on the POLST Paradigm, 
go to www.polst.org.

Preliminary Virginia project outcomes 
data show that the vast majority of 
POST forms are completed correctly 
and that in almost all cases POST orders 
accurately represent patient treatment 
preferences and that treatment matches 
the orders on the form. Emergency 
medical technicians report that the form 
provides clear instruction about patient 
preferences and is useful when treating a 
patient in the EMS setting.

The POST pilot program is now sup-
ported by a growing group of stake-
holders working to expand the use of 
POST across Virginia to give patients the 
opportunity to discuss their treatment 
wishes with health care providers who 
will assure that those preferences are 
reflected in treatment plans. The stake-
holder group includes physicians and 
providers from acute, long-term care, 
home care, hospice, palliative care and 
emergency medical services settings as 
well as state agency, consumer and legal 
representatives. The group is reaching 
out to additional health care provider 
groups and their members to generate 
interest in organizing new pilot pro-
grams to expand the use of POST across 
Virginia. The ultimate goal is statewide 
uniform implementation of the use of 
POST forms in Virginia.

Currently, nine regions of the state are 
conducting pilot projects: Roanoke 
Valley, New River Valley, Lynchburg, 
Richmond, Winchester, Hampton Roads, 

POST:

• Gives patients with advanced frailty or life-limiting illness more control in their decision-making

• Stimulates conversations with patients and families to identify a patient’s wishes in advance of an emotionally charged 
emergent situation

• Relieves families of the burden of guess work or assumptions regarding care when a patient is no longer able to make 
those decisions

• Decreases a patient’s suffering and promotes comfort during serious illness

• Uses a standardized format to set out specific procedural care decisions

• Is similar to Virginia’s Durable DNR Order but addresses preferences about other treatment options – not just CPR

• Is portable and transferable across care settings

POST does not:

• Deny patients treatment at the end of life

• Decrease patient choices

Fredericksburg and Northern Virginia. 
Participating VHHA hospitals and health 
systems include:

Bon Secours Hampton Roads

Carilion Clinic

Centra

Chesapeake Regional Medical Center 

Inova Health System

Mary Washington Healthcare

Riverside Health System

Sentara Healthcare

VCU Medical Center

Winchester Medical Center

These and other VHHA members, in-
cluding Bon Secours St. Mary’s Hospital, 
LewisGale Hospital – Montgomery, Mar-
tha Jefferson Hospital and the University 
of Virginia Medical Center, are contrib-
uting to the POST projects by participat-
ing on the statewide stakeholder group, 
attending POST Respecting Choices Ad-
vance Care Planning Facilitator training 
and/or agreeing to honor POST forms 
and educate end users.

For more information about POST 
or about starting or participating in a 
pilot in your community, contact Laura 
Pole, POST Coordinator, Palliative Care 
Partnership of the Roanoke Valley, at 
lpchef@earthlink.net or (540) 529-5395 
or visit http://pcprv.org. n
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4200 INNSLAKE DRIVE, SUITE 203, GLEN ALLEN, VIRGINIA 23060-6772
P.O. BOX 31394, RICHMOND, VIRGINIA 23294-1394
(804) 965-1227  FAX (804) 965-0475

VIRGINIA HOSPITAL 
& HEALTHCARE 
ASSOCIATION 

An alliance of hospitals and health delivery systems 

quiring equipment and supplies, develop-
ing training and education programs and 
conducting exercises. Nonetheless, there 
always was an awareness of other more 
challenging tasks that lay ahead. One of 
these tasks is the development of proto-
cols for crisis standards of care (CSC) 
that provide guidance regarding the best 
use of limited resources in a public health 
emergency. In a report released earlier 
this year, the Institute 
of Medicine provided 
templates to guide the 
efforts of profession-
als and organizations 
responsible for CSC 
planning and imple-
mentations. We expect 
to spend more time 
in the years ahead 
considering how to 
implement a system 
for addressing CSC 
in Virginia. Other 
complicated issues still 
to be tackled include 
the development of 
strategies for funding 
alternate care sites and 
clearly defined pro-
tocols for managing 
mass fatality events.

Summary
As the individuals and agencies involved 
tackle these issues in the years ahead, 
relationships will be more important 
than ever. VHHA is fortunate to have 
a strong relationship with VDH, and 
we look forward to further strengthen-
ing our partnership. Likewise, we are 
fortunate that members of our regional 
hospital coordinating committees, our 
regional coordinators, the managers 

of our regional hospital coordinating 
centers and a myriad of other individuals 
who work throughout our hospitals and 
health systems have invested time, energy 
and resources to build relationships 
within and across their communities and 
regions. This regional framework is one 
of our greatest assets, and it provides an 
excellent foundation as we continue to 
work together to meet the challenges of 
the next 10 years. n

  Public Health Preparedness Capabilities Healthcare Preparedness Capabilities Domain 

1 Community Preparedness Healthcare System Preparedness 

2 Community Recovery Healthcare System Recovery 
Community Resilience 

3 Emergency Operations Coordination Emergency Operations Coordination Incident Management 

4 Emergency Public Information and Warning  Information Sharing 

5 Fatality Management Fatality Management Surge Management 

6 Information Sharing Information Sharing Information Sharing 

7 Mass Care  Surge Management 

8 Medical Countermeasure Dispensing  

9 Medical Materiel Management and Distribution  
Countermeasures and Mitigation 

10 Medical Surge Medical Surge Surge Management 

11 Non-pharmaceutical Interventions  Countermeasures and Mitigation 

12 Public Health Laboratory Testing  

13 Public Health Surveillance and Epidemiological 
Investigation 

 
Biosurveillance 

14 Responder Safety and Health Responder Safety and Health 
Countermeasures and Mitigation 

15 Volunteer Management Volunteer Management 
Surge Management 

 


