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Happy 2011! “Twenty-Ten” is behind us and now we look forward to what 2011 

has in store for us.  It continues to be a busy time in our industry and we have sig-

nificant challenges in store for us in 2011. Although we cannot control whether the 

Virginia Legislature “corrects” the $76 million Medicaid shortfall the Virginia-

Washington DC Chapter of HFMA has planned a great year and the education  and 

networking opportunities that are provided by our chapter will help you make 

2011 a great success. 

 

The education committee has planned a robust Winter 2011 Conference. The three 

day conference to be held on February 16-18th, 2011 at the Omni Hotel in Rich-

mond, Virginia will be offering over 17 hours of CPE  credit. Educational opportu-

nities available include healthcare reform, risk management, HIPAA compliance, 

clinical documentation, Payer auditing, next generation revenue cycle,  RAC au-

dits, performance improvement, fraud and abuse, ICD -10, and the IRS Form 990. 

As usual on  Thursday morning the CFO Forum will be conducted. Pete Gallagher 

will be the moderator and several CFO’s from around the state will be answering 

questions and discussing healthcare issues that are confronting their organizations. 

 

The Board of HFMA encourages all of its members to achieve certification and to 

become certified through HFMA’s certification program. During the 2011 Winter 

Conference the education committee has also added a “HFMA Certification 

Coaching Session”. This session will complement the “Informational Overview 

Session” that is offered on Friday morning. 

 

The learning opportunities do not stop with the Winter Conference. The Education 

Committee is hard at work planning additional webinars, regional offerings and 

the late summer/fall Conference. Notifications of these opportunities will be e-

mailed, mailed and posted on the chapter website at www.vahfma.org. 

 

Also, you may notice something very new in this issue of The Dispatch, our first 

advertisement.  The revenue generated through paid advertising will allow us to 

continue adding new features to our print and web publications, as well as offset 

the rising costs for printing services.  We have been working with existing spon-

sors to develop a preferred pricing structure and appreciate Dixon Hughes for be-

ing our very first advertiser.  Please contact Chuck Salvo (chuck.salvo@gt.com) if 

your organization is interested in learning more. 

 

On behalf of the 2010-2011 Virginia-Washington DC HFMA Board of Directors I 

want to thank all of the many volunteers and sponsors who continue to make our 

Chapter successful. Participation in our Chapter is the key to its success. Our com-

mittees (Education, Certification, Membership, Publications and Sponsorship) are 

always looking for energetic individuals. If you are interested in volunteering on a 

Committee please send me an email at stephan_quiriconi@bshsi.org or better yet 

stop by the Committee Meetings at the 2011 Winter Conference. The Committees 

meet on Wednesday afternoon, February 16 at 4:40 PM – all members are wel-

come to attend. 

 

Steve Quiriconi 
Secretary 

VA/DC HFMA Chapter 

 

Secretary, Stephan Quiriconi 

Officer’s MessageOfficer’s MessageOfficer’s Message   

MAKING IT 

COUNT 

201120112011 

http://www.vahfma.org/
mailto:stephan_quiriconi@bshsi.org
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High Priority Health IT Spending;  What’s 

In-store for 2011? 
By David Reitzel 

 

Defining and negotiating major legislation characterized Congress 

during much of 2009 and 2010.  Healthcare reform made great 

progress and the American Reinvestment and Recovery Act 

(ARRA) appropriated nearly $20 billion in federal stimulus funds.  

 

With the structure in place, addressing new healthcare policy in 

2011 requires every organization to navigate Health IT regulations 

that are both challenging and novel, in order to adopt new tech-

nologies which meet the requirements.  Many of these initiatives 

appear arduous, but the end result will reduce long-term health-

care costs and improve the quality of patient care.   

 

Here are the 10 trends that will drive the healthcare IT market 

during the next twelve months: 

 

1. Electronic Medical Record adoption will gain momen-

tum — Over 16% of Electronic Medical Record (EMR) imple-

mentations have reached Stage 4, the starting point for CPOE 

and CDS use as defined in the HITECH Act.  This is an increase 

of more than 12% during the past two years, according to a 

Healthcare Information and Management Systems Society 

(HIMSS) study from the third quarter of 2010.  

 

 Only 1% of hospitals have achieved the highest levels of EMR 

maturity, which indicates the increasing difficulty of moving up 

the maturity model.  Hospitals and healthcare 

systems will continue to install, integrate, and 

enhance EMR technologies at an accelerated pace 

in an effort to demonstrate "meaningful use" and 

capitalize on ARRA incentives. 

 

2. The use of Personal Health Records accel-

erates — Through increased use at physician 

practices, health systems, and employers, per-

sonal health records (PHRs), will gain traction in 

the marketplace as a viable method to transport sensitive patient 

data.  PHR systems complement existing EMR and EHR 

(electronic health records) configurations by aggregating and 

structuring additional wellness related personal information. 

  

 Employers and Payors see both financial and quality of care ad-

vantages to the adoption of PHRs as a tool in promoting well-

ness programs.  A PHR also provides a mechanism for people to 

aggregate, track, and share information not only with their Pri-

mary Care Physician (PCP) but also with other health profes-

sionals within their individual care network.  Recent security 

advances in personal storage, smart card, and software technol-

ogy will help drive this trend. 

 

3. Pressures increase for greater cost containment — The 

United States spends over $2.5 trillion on healthcare annually.  

Projections expect a jump to $4 trillion annually by 2015 if noth-

ing is done to control escalating costs. The Obama administra-

tion will soon scrutinize healthcare spending at every level and 

reward the most cost-effective hospitals. Healthcare institutions 

will respond not only by implementing new technologies like 

EHR and electronic imaging, but also will look to implement sys-

tems and processes that maximize their existing IT spend by 

eliminating waste and providing transparency into the organiza-

tion. 

 Spend analysis, workforce and acuity management, and revenue 

cycle management technologies will all be instrumental in helping 

hospitals to cut costs, maximize human resources, reduce over-

time, and expedite claims resolution to speed payment. 

 

 Organizations need to have the right tools to perform the neces-

sary  data analytics as well as have appropriate governance and 

controls in place to verify the completeness and validate the reli-

ability of their enterprise data. 

 

4. Innovative care delivery options emerge — New technolo-

gies will help drive the development and use of innovative health-

care delivery models beyond physicians' offices and hospitals.  

Individuals can anticipate an increase in the number of worksite 

and retail health clinics, accompanied by an upgrade in the scope 

of services provided at these facilities.   Home health services will 

prosper, driven largely by the adoption of tale-health and remote 

patient monitoring technologies.   Adopting these advances will 

reduce costs because physicians will be able to share information 

and decrease duplicate tests. 

 

5. Renewed focus on ROI through technology —   Measuring 

ROI in Healthcare is not an oxymoron. Multiple healthcare or-

ganizations and private practices will continue to achieve signifi-

cant returns on information technology investments. IT health-

care technologies will prove effective tools in delivering high-

quality and safe medical management of patients in all settings. 

  

 CEOs and Boards will require additional data on metrics, payback 

periods, and details about how each application contributes to 

the overall ROI.  Metrics and clinical benchmarks will 

drive all projects. Financial and information officers 

will be expected to demonstrate valuable process 

improvements over a baseline measured prior to 

technology implementations. Continued adherence to 

financial best practices will destroy the myth that 

there is no ROI for healthcare technologies. 
 

6. ICD-10 projects become critical —   Every 

healthcare organization needs to effectively assess 

and plan for the adoption of both HIPAA 5010 on January 1, 2012 

and ICD-10 on October 1, 2013. The level of coordination 

needed to effectively manage all internal stakeholders, physicians, 

clinicians, and coders, as well as external vendors requires a sig-

nificant investment of both time and capital.   Transitioning to 

ICD-10 producer codes will have a significant and immediate im-

pact on both productivity and resource requirements that organi-

zations need to understand and plan for now! 
 

7. Patient safety and privacy initiatives intensify — Patient 

care, patient safety, and patient privacy are a priority to health-

care institutions. In 2010, the adoption of several technologies 

enabled hospitals, clinics, private practices, nursing facilities, and 

mental health institutions to keep their patients safer than ever 

before. These technologies include bedside medication admini-

stration systems (to prevent negative drug interactions or dosage 

errors), diagnosis support software (to prevent missed, incorrect, 

or delayed diagnosis), patient tracking systems (to prevent wan-

dering patient tragedies) and consent management tools (which 

identify the improper access of patient information). 
 

Addressing patient safety and privacy across an organization in a 

thorough manner is a corner stone driving the implementation of 

these consumer protection technologies.        

            (Continued on page 14) 
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VA/DC HFM - Some Providers and consultants have recently indicated 

they are not sure they like the new reform simply because there is so 

much unknown. What unknown or unclear areas of the reform measures 

have become clear to you and how do you see them impacting finance 

and receivables? 

 

CZ - The big question here is how you increase the number of insured 

people, provide care to everyone, and do it all for less money than what 

you doing it for now.  There are many unknowns in healthcare reform so 

it is hard for hospitals and physician groups to answer this question. We 

do know a couple things; we know the Medicare reduction is starting 

now and will continue for the next five years. We basically have a five-

year layout of each financial item that will hit the books each year.  We 

also know that we will see payment adjustments for hospital acquired 

conditions and eventually reductions for readmissions. What is not clear 

is exactly what type of readmissions or conditions these will be; they 

have not been clearly defined in the reform documents. The bottom line 

is that we are going to see payment adjustments for those things.  

 

These are areas where the finance team will have to work very closely 

with the quality management teams, their patient care teams and IT. If 

those teams are not working together breakdowns are likely to happen. 

Hospitals need to make sure that they are tracking all of their admission 

data to protect themselves from possible reductions due to a hospital 

acquired condition. The coding will be critical. Finance has to be sure 

that the folks in medical records and in quality care are all aware of what 

impact this has. It is likely that finance should oversee regularly scheduled 

coding audits to make sure that these pieces of the process are in place. 

The hospital will need to have an IT infrastructure that can look carefully 

at readmissions. It is likely that they will need to know if and when the 

patient has been at another hospital.  So, what infrastructure needs to be 

in place so that we know that a patient that we treated for a particular 

episode of care was then readmitted several days later at another loca-

tion?  

 
Essentially, reform is pushing for improvement in the quality of care and 

then tying reimbursement to that improvement. They are pushing hospi-

tals to do more with less.  One big open question remains: how they will 

maintain or improve the quality of care and still add 20 to 30 million peo-

ple to the insurance roles. One goal of reform is to clear out perceived 

inefficiencies. In order to do this, reform forces hospitals to re-examine 

the entire continuum of care. This includes making a hospital or physi-

cian's group more accountable for the entire episode of patient care. In 

my opinion, there are inefficiencies within the system, and government 

reform has the right idea. What remains to be seen is if reform is struc-

tured in such a way that it will actually bring about improvements.  

Healthcare is constantly changing and the rate of change has increased, 

this itself leads to some of the inefficiencies that we have in our system. 

As a result, there is never a boring moment in our industry.  If you're not 

staying on top of the changing regulations, training, education, IT and 

maintaining a fluid infrastructure, things are going to break down. 

VA/DC HFM - Having worked many years as a healthcare consultant, do 

you know of hospitals or groups who have already successfully pulled off 

such a thorough coordination of all departments toward such goals? 

 

CZ - I do the bulk of my work in the state of Maryland. Many of the 

items within the current reform package have already been adopted by 

the state of Maryland over the last few years; so here in Maryland we are 

at a bit of an advantage. We have several hospital systems that have pa-

tient care management, operation and finance working together. Essen-

tially they are looking at the entire continuum of patient care. This in-

cludes from the patient admission to post discharge and thru to transi-

tional care. The role of the Care Manager within a hospital organization 

will become more critical than ever. They will find themselves working 

even closer with finance, admissions, care management, IT, etc. 

 

VA/DC HFM - What are examples of obstacles in achieving these goals? 

 

CZ - As with any organization, there are certain dynamics whether they 

be relational, cultural, tensions created from competing goals, etc. There 

have been some organizations where people tend to work in silos. Fortu-

nately in recent years we have seen a number of organizations already 

taking steps to break down the silos. We are seeing clinical teams work-

ing much closer with the finance teams. With Care Management there is 

another level of challenge.   We sometimes see that some of the best 

care plans do not necessarily benefit an organization financially. On the 

other hand there are some examples where financial incentives have 

resulted in improved treatment. It can be a double-edged sword. Hospi-

tal systems are beginning to see new payment adjustments that are look-

ing at clinical effectiveness and quality of outcomes. Hospitals that don't 

have a good level of collaboration are going to get hit negatively in their 

reimbursement. Hospitals will need to have an infrastructure in place 

that will lead everyone toward common goals.  

 

The new Medicare bundled payment reimbursements will begin affecting 

providers in 2013. Currently Medicare has the Ace project which started 

in 2009 and covers 9 orthopedic and 28 cardiovascular services. The five 

participating hospitals have essentially agreed to 5% lower reimburse-

ment plus gain sharing if they generate cost savings.  No official reports 

have come out but there have been unofficial reports that a few of these 

hospitals have started gain-sharing with their physicians.  My guess is that 

the Medicare bundled payment program will initially affect those areas 

where we've had some experimental programs such as cardiovascular 

and orthopedic. Hospitals that choose to be a part of a bundled payment 

program will be assuming risk and essentially be operating like an insur-

ance provider. They will need to be responsible and accountable for the 

entire care or the overall care of the patient and quality of the patient 

experience. This overall quality aspect could start three days prior to 

admission and continue through 30 days post discharge. The reimburse-

ment would be one bundled payment that includes all services within that 

timeframe. Hospitals will need to adjudicate claims and pay providers. 

They will need to have an infrastructure to support tracking the provid-

ers and even suppliers of medical products and services that are used 

throughout a procedure or treatment. This will affect care coordination, 

discharge planning, transitional care, etc. Throughout all of this, there 

needs to be a system of reporting quality; which includes the post-acute; 

and ultimately submit all their data through electronic health records 

(EHR). The level and degree of record-keeping will increase dramatically. 

 

VA/DC HFM - Why would an organization want to get involved in a bun-

dled payment pilot? 

 

CZ - It's interesting to note that the rules within the Ace program spe-

cifically state that the bundled payment total cannot exceed what a pro-

vider would have received if billing and reimbursement were separate for 

the services involved.   Essentially, Medicare is going to move in this di-

rection and all the major insurance companies are going to watch and see 

how it works. It is highly likely that insurance companies will begin nego-

tiating bundled payments for certain services.  Medicare and commercial 

insurance companies see the bundled payment program as a way to 

transfer some of their risk to the provider which forces accountability.         

              
             (Continued on page 9)  

Healthcare Reform 

What We Know & What May be Next 

Cathy Zito, Vice President with Kohler Healthcare Con-

sulting, sits down with the Virginia-DC chapter for a Q&A 

session regarding healthcare reform. 

Interview By: Patrick Miller  
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  Virginia/DC Chapter HFMA Presents Winter 2011 Conference 
 

 
Join us February 16-18 at the Richmond Omni 

Hotel for the 2011 Winter Conference.   

 
Healthcare reform, tightened state budgets and new 

regulations will challenge even the savviest industry 

leaders.  Our winter program has been designed to 

help you and your organization meet these challenges,  

while networking with your peers and enjoying beauti-

ful Downtown Richmond.  This year’s education offer-

ings include: 
 
General Sessions: 

Health 2020: Implications For Reimbursement  
Douglas Goldstein, Healthcare Author, Entrepreneur and 

"eFurturist"  
 

With a trillion dollars of risk shifting to Accountable Care Or-
ganizations, the program will explore the challenges and strate-

gies for success today and tomorrow by addressing the following 
topics:  
Å Healthcare Reform and Implications for Reimbursement 

Å Rise of Accountable Care Organizations and Medical Homes 
Å Growth of Telemedicine and mHealth 

Å Transition to ICD-10 
Å Information Technology (EHR, PHR and HIE systems) 

Å Application of Social Media for Performance Improvement 
Å Patient Engagement for Fitness, Health and Health Care 

  
 

Payer Auditing Initiatives  
This session will discuss recent developments in Medicare and 

Medicaid auditing, including new initiatives under Health Reform, 
with a distinguished panel that includes:  

 
Mary Malone, Attorney, Hancock, Daniel, Johnson & Nagle, PC. 

Emily Towey, Attorney, Hancock, Daniel, Johnson & Nagle, PC. 
Rachel Suddarth, Attorney, Hancock, Daniel, Johnson & Nagle, 

PC. 
 
 

CFO Forum 
Moderator: Pete Gallagher, CFO - Bon Secours Health System 

Panel: 
Stephen Ramey, CFO - Southampton Memorial Hospital 

Melinda Hancock, CFO - Bon Secours Health System 
Craig Lewis, CFO - Valley Health System  

Dominic Puleo, CFO - VCU Health System 

 

 
Panel Discussion - Next Generation Revenue Cycles 

Moderator: Rob DeLoach, Regional VP, ARC Group Associates  
Revenue Cycle Panelists: 

Mark Janiszewski, VP of Product Management - McKesson Pro-
vider Technologies 

Mike Bowers, VP of Rev. Cycle Solutions - Siemens Healthcare 
Bill Stanton, Marketing Manager - Meditech  

 

Breakout Sessions: 
Group 1 

Risk Management & Medical Malpractice 
Survival Tactics for a HITECH World 

Clinical Documentation for Healthcare Transformation - Best 
Practices  
 

Group 2 
The Impact of Reform on Standard and Emergency Operating 

Procedures 
RAC Audit Preparedness 

Case Study on a Collaborative Performance Improvement As-
sessment & Implementation  

 
Group 3 

Recent Fraud & Abuse Enforcement Activity 
ICD-10: Much More Than a Regulatory Mandate 

ACO Regulatory Update  
 

Group 4 
Future Impact of Accounting & Reporting Developments in 

Healthcare 
Certification Coaching Session 
Reviewing Form 990 With Your Board  

 

To learn more or to register, visit our website and 

click on the “News and Events” tab at:  

 

www.vahfma.com 

 

Education Credit 
This conference qualifies for up to 17 hours of 

CPE credit. All sessions are "group live".   
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There is oftentimes confusion about a spouseõs financial responsibility for the 

medically necessary bills of the other spouse. In Virginia, there are two sepa-

rate causes of action which allow creditors the ability to pursue a non-

receiving spouse for payment. The first is pursuant to The Code of Virginia 

(1950) Section 55-37, as amended (the Doctrine of Necessaries). The second 

is a statutory remedy under Code Section 8.01-220.2. This article provides 

some guidance on the two Code sections and some insight which I hope will 
be helpful to you and your companies in the analysis of your portfolios. 

 

Under the Doctrine of Necessaries, the law remains that spouses are legally 

responsible for the necessary medical expenses of their spouse, if: (1) Neces-

saries (i.e. medical services) were provided to a spouse and; (2) That the 

spouses were not permanently living separate and apart at the time the nec-

essary services were rendered, and (3) The treated spouse has failed to pay 

which results in a damage to the provider of the service. If those elements 

are established, liability is imposed upon the non-receiving spouse for pay-

ment.  

 

This section provides: Except as otherwise provided in this section, a spouse 

shall not be responsible for the other spouseõs contract or tort liability to a 

third party, whether such liability arose before or after the marriage. The 

doctrine of necessaries as it existed at common law shall apply equally to 

both spouses, except where they are permanently living separate and apart, 

but shall in no event create any liability between such spouses as to each 

other. No lien arising out of a judgment under this section shall attach to the 

judgment debtorsõ principal residence held by them as tenants by the entire-

ties. (Emphasis added). 

 
Liability is imposed regardless of whether the non-receiving spouse, or the 

treating spouse, signed an admission form or registration form including pay-

ment terms. This is the case because the cause of action it is not based on 

the existence of an express or written contract, but is based on an implied 

contract theory. In other words, in Virginia, the law in certain situations 

òimpliesó a contract regardless of whether there was an actual agreement 

between the parties. In fact, òThe necessaries doctrine presumes the absence 

of an express contract by a spouse to pay for or guarantee payment for ne-

cessaries provided to the other spouse. The necessaries doctrine constitutes 

a societal judgment sounding in the common law that there is an implied 

contract on the part of each spouse to provide those goods and services 

deemed necessary for the other.ó (1_2) The statute distinguishes necessary 

expense from other ordinary contract liability, or third party liability wherein 

no liability can be imposed. 

 
While there is not a large body of Virginia law discussing the common law 

principles of the Doctrine of Necessaries, other jurisdictions provide clear 

guidance. For example, North Carolina, interpreting the same common law 
doctrine, clearly confirms that medical expenses are necessary expenses. (3) 

Our Virginia courts routinely find that necessary medical expenses are cov-

ered under this statute.  The liability stems from the recognition of a per-

sonal duty of each spouse to support the other. The Doctrine of Necessaries 

has historically served several beneficial functions. Among these are the en-

couragement of health care providers to provide needed medical attention to 

married persons and the recognition that the marriage involves shared 

wealth, expenses, rights and duties. (4) It applies equally to both spouses. Ob-

viously, there are factual scenarios which would not be covered. For exam-

ple, cosmetic surgery may not be a necessary treatment. Certain elective 

dental procedures may not be covered. Your claim would have to be ana-

lyzed in the context of whether the service or procedure was, in fact, neces-

sary. The judge hearing the case would ultimately have to make that determi-

nation. 

 

   There is some notable history with Code Section 55-37 insofar as it was at 

one point declared unconstitutional. As further explanation, Code Section 

§55-37 prior to 1984 read that a òhusband was responsible for his òwifeõsó 

necessaries, and not vice versa. This stemmed from the common law concept 

that a wife could not have a separate estate and as such could not be held 

liable for debts. In Schilling v. Bedford County Memorial Hospital, Inc., recog-

nizing the antiquated notion and gender based discriminatory wording, the 

Virginia Supreme Court ruled that the statute, as written, was unconstitu-

tional as a gender based classification. The Court then suggested that the 

General Assembly resolve the issue. 

 
In response to the 1983 Schilling case, the Virginia Legislature in 1984 

amended Section 55-37, re-codifying the Doctrine of Necessaries, simply 

making it equally applicable to both spouses òas it existed at common law.ó 

Other states, including North Carolina, had either already made the revision, 

or did so thereafter.  It was our legislatureõs intent simply to remove the 

gender-based classification, and in no other way affect the Doctrine of Ne-

cessaries or the resulting spousal liability. (5) òThus the doctrine exists in 

every respect as it did before Schilling, but it now applies to both spouses.ó 

 

That being the case, the Doctrine is alive and well and can be utilized by 

creditors to seek payment from non-receiving spouses as another source of 

payment. This can also be applied to the non-receiving spouse, even if the 

treating spouse is deceased.  Obviously, decisions to pursue spouses in cer-

tain circumstances require policy decisions that have to be made from within, 

but the remedy is available. 

 

Be aware that Section 55-37 does not afford a creditor the ability to obtain a 

lien against real estate which is titled in the joint name of the husband and 

wife as òtenants by the entiretyó which is the predominant way in Virginia of 

titling real estate for married couples. It is obvious that, while the General 

Assembly wanted to impose spousal liability for the necessary expenses of 

the other, it did not intend to grant to creditors a remedy which would allow 

a creditorõs sale of a marital residence. There is one limited circumstance 

wherein creditors can obtain a lien against real estate, which know as the 

second remedy. 
 

The second remedy, Code Section 8.01-220.2 states as follows: Spousal liabil-

ity for emergency medical care. On and after July 1, 1984, each spouse shall 

be jointly and severally liable for all emergency medical care furnished to the 

other spouse by a physician licensed to practice medicine in the Common-

wealth, or by a hospital located in the Commonwealth, including all follow-up 

impatient care provided during the initial emergency admission to any such 

hospital, which is furnished while the spouses are living together. For the 

purposes of this section, emergency medical care shall mean any care the 

attending physician or other health care professional deems necessary to 

preserve the patientõs life or health and which if not rendered timely, can be 

reasonably anticipated to adversely affect the patientõs recovery or imperil his 

life or health. 

 

The legislature made it clear in §8.01-220.2 that if emergency medical ser-

vices, which they defined, are rendered to a spouse; (as long as the spouses 

were living together) they are jointly and severally liable under this statute. 

Upon obtaining a judgment pursuant to this Code section, and docketing of 

the judgment in the appropriate Circuit Court, a lien would be perfected on 

real property owned by the co-debtor spouses, or for that matter, each 

debtor individually. The legislature in §8.01-220.2 apparently made a policy 

decision that emergency medical service providers occupy a particularly im-

portant place in society and claims there under can be secured via liens 

against real property, including a primary residence owned by husband and 

wife. 

 

The distinction between the two remedies that Section 55-37 is broader in 

scope. Section 55-37 provides creditors such as those that provide medical 

services or other necessaries such as food, shelter, etc.,  

The Doctrine of Necessaries  

When can Patient Account Collections 

Invoke this Code in Virginia  

by Charles A, Gavin 

Continued on Page 9 
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 NewsandNotables 

 

Governor Robert McDonnell's budget  amendments propose $1 million for CHKD and no additional reductions to 
the Virginia Medicaid physician fee schedule.  Other FY11 and FY12 amendments include: 
 

¶ Mandated electronic claims submission and payment 

¶ Funding for the Health Information Technology/Medicaid Information Technology architecture program  

¶ Ϸм Ƴƛƭƭƛƻƴ ƛƴ ƛƴŎǊŜŀǎŜŘ ŦǳƴŘƛƴƎ ŦƻǊ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ IƻǎǇƛǘŀƭ ƻŦ ¢ƘŜ YƛƴƎΩǎ 5ŀǳƎƘǘŜǊǎ ό/IY5ύ ƛƴ bƻǊŦƻƭƪΦ  

¶ Expansion of Medicaid managed care programs 

¶ $5 million in increased funding to support health profession students at Eastern Virginia Medical School  

¶ $5 million to support the expansion of research activities at the Virginia Commonwealth University (VCU) Massey 

Cancer Center  

¶ $500,000 to support humanitarian organization Operation Smile 

¶ $5.2 million to the Hancock Geriatric Center  

¶ Mitigating adjustment to the nursing facility operating rate reduction  

¶ Adding 275 intellectual disability waiver slots to Virginia Medicaid 

¶ Approximately $30 million in additional funding for behavioral health and developmental services  

¶ Expanded behavioral health services for Tidewater/Eastern State Hospital  

George Washington Medical Faculty Associates CEO Stephen Badger announced plans  to acquire as many as 15 medical 
group practices in 2011.  The practices range in size from three physicians to more than 100.  According to  a January 11 
Washington Business Journal article, the moves are aimed at better positioning the group for Patient Care Act opportunities, 
such as accountable care organization and medical homes.  GW Medical Faculty Associates is currently comprised of more 
than 550 physicians. 

ά¢Ƙƛǎ ƛǎ ŜȄŎƛǘƛƴƎ ƴŜǿǎΧ¢Ƙƛǎ ƛǎ ǘǊǳƭȅ ŀ ƎƛŦǘ ŦƻǊ ƻǳǊ ŎƻƳƳǳƴƛǘȅΦέ 
  Prince William System President Melissa L. Robson (Washington Post, 12/10/2010) 
 
Prince William Health System, which merged with Novant Health in 2009 and manages Prince William Hospital, 
was granted approval to build a $94 million, 60-bed hospital in Haymarket near the intersection of route 15 and 
Interstate 66. 

 

άCƛŦǘȅ ǇŜǊŎŜƴǘ ƻŦ !ƳŜǊƛŎŀƴǎ ƘŀǾŜ ǳƴŦŀǾƻǊŀōƭŜ ǾƛŜǿǎ ƻŦ ǘƘŜ ƭŀǿΣ ŀŎŎƻǊŘƛƴƎ ǘƻ ŀ Ƨƻƛƴǘ ǎǳǊǾŜȅ ōȅ ¢ƘŜ IŜƴǊȅ WΦ YŀƛǎŜǊ CŀƳƛƭȅ Cƻǳƴπ
dation and the Harvard School of Public Health. ..Yet only 33 percent of respondents like the idea of defunding the legisla-
ǘƛƻƴΣ ŀƴŘ сн ǇŜǊŎŜƴǘ ŘƛǎŀǇǇǊƻǾŜΦέ όPolitico.com, 1/26/2011) 
 
A recent poll suggests that Americans, as it pertains to the Patient Protection and Affordable Care Act, are not quite sure 
what they  want. 

 

ά!ƭƭ ƻŦ ǳǎ ǿƘƻ ƭƛǾŜ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘƛŜǎ ǎŜǊǾŜŘ ōȅ /ŜƴǘǊŀ ƻǿŜ DŜƻǊƎŜ 5ŀǿǎƻƴ ŀ ǘǊŜƳŜƴŘƻǳǎ ŘŜōǘ ƻŦ ƎǊŀǘƛǘǳŘŜΦ IŜ Ƙŀǎ ŘŜǾƻǘŜŘ 
a big part of his life to Centra and gaining the quality of care worthy of national rankings.  Quality of care and patient service 
ŀǊŜ ǘƘŜ ƘŀƭƭƳŀǊƪǎ ƻŦ Ƙƛǎ ƭŜŀŘŜǊǎƘƛǇΦέ 

 - Ken White, Centra Board of Directors Chairman (Centra  Press Release, 1/11/2011) 

Centra President and CEO George W. Dawson announced his decision to retire by the end of 2011.  Mr. Dawson has more 
than 20 years at Centra  and his departure will surely be a sad day for the Centra community.  We at VA-DC HFMA wish him 
all the best. 
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The Doctrine of Necessaries Cont. 
 

To recover under the Doctrine of Necessaries, but specifically in states 

that the spouses must not be permanently living separate and apart, and 

that no lien arising out of a judgment under this section shall attach to the 

judgment debtors' principal residence held by them as tenants by the en-

tireties. Section 8.01-220.2 imposes liability only for emergency services 

which, theoretically, are also included under the broader scope of a neces-

sary expense under Section 55-37. As a practical matter, it is usually easier 

to pursue such claims under Section 55-37 to avoid additional evidence and 

witnesses necessary to prove the òemergencyó elements required by Sec-

tion 8.01-220.2. 

 

There are judges in Virginia who do not particularly favor the reach of the 

Doctrine of Necessaries, particularly when a fact pattern creates the ap-

pearance of an overbearing service provider failing to take into considera-

tion the circumstances of a non-receiving spouse. That being the case, do 

not be surprised that you may encounter difficulty from the bench in cer-

tain cases. Until changed, however, it remains the law in Virginia, and the 

overwhelming majority of Judges grant the relief sought. 

Footnotes 

(1) Mary Washington Hospital., Inc. v. Walker, 31 Va. Cir. 388 (1993)  
(2) See Schilling v. Bedford County Memorial Hospital, Inc. 225 Va. 539 

(1983) 
(3) Moses H Cone Memorial Hospital Corp v. Hauley, 195 N.C. App 455, 

672 S.E.2d 742, 2009 N.C. App. Lexis 149 (2009)  
(4) North Carolina Baptist Hospitals, Inc. v. Harris 319 N.C. 347, 354 S.E.2d. 

371, 1987 N.C. Lexis 2012 (1987)  

(5) Chippenham Hospital, Inc. v. Shelton, 19 Va. Cir. 298, 300 (1990, City 

of Richmond Circuit Court) . 

   

____________________________________________   
   

Healthcare Reform Cont. 
Some service areas are logical targets for a bundled payment. Cardiac 

(caths, CABG), OB/GYN (deliveries), Orthopedics (hips, knees) and 

Transplants (kidneys, lung) all lend themselves to a bundled payment 

reimbursement model.  The fact that the industry is moving towards 

bundled payments is a large incentive for hospitals and providers to get 

involved in these programs sooner rather than later. 

 

VA/DC HFM - So how does the hospital or provider finding cost sav-

ings to get ready for such an event? 

 

CZ - There are a couple of areas to look at. First of all, examine sup-

plies. Finding opportunities to more efficiently use supplies and renego-

tiate their costs is an obvious opportunity. In the area of orthopedics, 

these supplies are a prime target for a healthy renegotiation. Next, you 

look for ways to reduce a length of stay as well as readmission rates. 

Start with your Quality Assurance and Care Management teams and 

include re-examination of the management of the entire episode of 

care.  

 
VA/DC HFM - What are you hearing in the marketplace that gives you 

confidence that commercial payers are going to create their own ver-

sions of bundled payment programs?  

 

CZ - Well I know that here in Maryland, since the early 1990s, there 

have been bundled payments for transplants, orthopedic services, car-

diac services and even some oncology services. This initially began with 

a large commercial payer who partnered with a large provider hospital 

who had the correct infrastructure to handle bundled payments. The 

two organizations worked out an agreement. Soon other providers 

found new patients were being referred to the bundled payment pro-

vider. This created a market place incentive for other providers to be-

gin using or participating in bundled payment programs. In California, a 

regional hospital system negotiated a bundled payment rate with 

CIGNA. Another hospital a few miles down the road soon negotiated a 

similar deal with CIGNA. The insurance providers like this arrangement 

because it shifts some of the risk over to the medical providers.  Once 

Medicare expands its bundled payment program, I predict that we will 

see more payers developing their own bundled payment programs. 

 

VA/DC HFM - Now that we've explored those aspects of health care 

reform that we know about, where are the unknowns within the 

healthcare reform? What potential outcomes or areas are being dis-

cussed amongst providers and hospital systems in your sphere of influ-

ence? 

 

CZ -I attended a breakfast meeting in September that featured a na-

tional speaker sharing his concerns with the physician shortage.  Where 

will we get the primary care physicians to treat the additional insured 

lives?  He shared a schematic that outlined the step-by-step progression 

and implementation of the Health Care Reform Act. There are quite 

simply dozens of questions that we don't have the answers to yet. The 

one thing that seems certain is that payment rates are going to go 

down. And acquired conditions, readmissions bundled payments and 

other such programs affecting reimbursement are coming.  

 

It's hard to know how that will affect each of us on individual basis.  

There have been numerous studies and published reports on subjects 

such as, the doctor shortage and the number of aging citizens within 

our country who require more care or more visits in the future. 

Healthcare reform simply magnifies these issues. The open questions 

are; how do we handle the doctor shortage, how do we provide ser-

vices for less money, how do we increase the quality and availability of 

service? We also have an aging population of doctors. For example, a 

recent study showed that the average age of an internal medicine doc-

tor is 58 to 60. These are folks that are approaching retirement just as 

were ramping up healthcare reform. So, how are we going to do more 

with less?  

 
 

 

 

 

 

Cathy Zito is Vice President with Kohler 

Healthcare Consulting in Maryland. She 

has worked in healthcare finance since 

the mid-1980s, has served as a volunteer 
and the Regional Executive Elect in Re-

gion 4 of HFMA. Kohler specializes in 

helping hospitals and medical practices 

with Managed care contracting, revenue 

cycle review and improvement, compli-

ance reviews, medical practice valuations, 

CDM reviews, corporate risk assessments 

and other services. 

 

 

 

Charles A. Gavin, originally from Franklin, VA, is a graduate of Virginia Polytech-

nic Institute and State University as well as the University of Richmond, T.C. 

Williams School of Law. He was admitted to the Virginia Bar in 1990 and is a 

principal serving as President of Cawthorn Picard Rowe Deskevich & Gavin, P.C. 

Mr. Gavin maintains a general practice affording him the ability to represent a 

large client base in the areas of Creditorõs Rights, Personal Injury, Products Liabil-

ity, Divorce, Family Law, Federal and State Criminal Law, Traffic Violations, and 

Commercial and Residential Real Estate. He currently leads the Creditorõs Rights 

division of the firm which handles high volume medical collections, and provides 

representation to health care and collection clients in matters including Starke 

Act litigation, workerõs compensation representation, and Fair Debt Collection 

Practices Act litigation. Mr. Gavin and the firm of Cawthorn Picard Rowe Deske-

vich and Gavin, P.C. are affiliated with The Focused Group, Inc. as strategic part-

ners to provide legal collection services and counsel. 
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As valued members of the Virginia-Washington DC Chapter of the 

Healthcare Financial Management Association, the Chapter leaders 

are excited to announce that we are expanding the partnership be-

tween provider organizations and the Chapter!  The Chapter is 

introducing its long-awaited Facility-Based Education Program.  We 

are confident that you will find this to be a valuable resource for 

improved education. 

 

 The Chapter Leaders are continually trying to identify 

creative ways to ensure its members are receiving quality education 

at a reasonable (or zero) cost.  As a result, we bring you Facility 

Based Education (FBE).  The FBE Program, through our Chapter 

sponsors, brings education directly to your organization, provided 

onsite in your own facility and is FREE to our Chapter Members.   

  

The program offers various educational workshops, ensuring that 

current topics as well standard, core education is always available.  

Please visit the Website (www.vahfma.org) to learn more about the 

following topics currently offered through the FBE Program: 

 

§ Defending Against RAC Recoupment’s 

§ Point of Service Collections: Putting the Right Proce-

dures to Work in Your Facility 

§ Powerful Telephone Collection Techniques 

§ Successful Insurance Follow Up Techniques 

§ Revenue Cycle:  Understand the Full Circle Process 

 
The Website contains a menu of FREE educational workshops of-

fered by the sponsors, onsite at your facility.  You can have as many 

organizational staff attend as your room/facility can hold and all can 

receive credit for CPEs!  There is no limit to the number of people 

you wish to invite to your onsite session.  To access the program 

and sign up for a workshop, simply go to the Chapter Website and 

logon through the Member Area (bottom right corner of the site) 

by using your National ID and password. Once logged in, click on 

the associated link and the Chapter Leaders will facilitate the event 

scheduling, registration, evaluations and CPE Certificates.  The dates 

are flexible, so you can schedule the training, establish a date / time 

that works best for all.  We ask for your flexibility in scheduling the 

sessions, so as to be mutually beneficial for all participants.  Periodi-

cally, or as often as necessary, we will continually add to and update 

the educational offerings to ensure that the education is relevant 

and meaningful.  Any suggestions for additional topics or education 

you would like to see added to the program can be emailed to va-

dchfma@rsico.com. 

 

Benefits to You, Our Valued Member: 

ǅ FREE education 

ǅ Earn CPEõs for the workshops/educational sessions 

ǅ Save in travel costs, as the education is held onsite. 

 

This is an ambitious initiative and we are excited to be able to pro-

vide you, our valued member, with additional, quality education at 

no cost to you or your organization.  You can now benefit from 

FREE education and zero travel cost, while still earning CPE credits.   

 

Please take the time to go to the Chapter Website, review the ses-

sion descriptions and decide on the topic for you!  These are chal-

lenging and exciting times for our members, and with your feedback 

and participation in this program, together we can enhance the suc-

cess of this education program! 

 

Feel free to contact Lynne Wisehart, Registration Chair at 888-854-

4904 or via email at va-dchfma@rsico.com for additional FBE pro-

gram questions.  For other educational feedback, please contact Tad 

Pierce, Education Chair at SBPierce@BBandT.com. 

ññññññññññññ 

The VA/DC HFMA Chapter Launches 

ñFacility-Based Educationò!   

FREE, Dynamic and Flexible Education brought to you! 

wŜƎƛǎǘŜǊ bƻǿ ŦƻǊ ICa!Ωǎ нлмм !bLΥ  
The Healthcare Finance Conference 
 

Join us in Orlando, Florida June 26-29, 2011 for a powerful 
line-up of best-practice sessions led by industry leaders and 
covering important topics such as Reform, Value, Clinical 
Transformation, Accountable Care, and Revenue Cycle. In 
addition, multiple networking opportunities and 27.5 CPEs 
ensure a valuable experience.  
 
Learn more and register at: www.hfmaconference.org 
 
Early-bird pricing now available. 

http://www.vahfma.org
mailto:va-dchfma@rsico.com
mailto:va-dchfma@rsico.com
mailto:va-dchfma@rsico.com
mailto:SBPierce@BBandT.com
http://www.hfma.org/ani
http://www.hfma.org/ani
http://www.hfma.org/ani
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By bringing together Children's Hospital and VCU Chil-

dren's Medical Center, we create a platform for enhancing 

all aspects of pediatric medicine and for addressing the 

need to advance the specialty pediatric care available. 

CHoR is a robust, full-service children's hospital with 149 

pediatric beds, 10 locations and a comprehensive scope of 

services including emergency, primary, secondary, ad-

vanced tertiary, rehabilitative and long-term care. Our af-

filiation enhances the opportunity to recruit and retain top 

pediatric specialists and sub-specialists, greatly increasing 

our ability to sustain pediatric education and research pro-

grams. With combined resources CHoR plans to recruit 30 

new physician faculty. We intend to recruit nationally rec-

ognized clinicians, outstanding educators and innovative 

investigators. As part of the VCU Health System, CHoR is 

the only training program in the commonwealth of Virginia 

that educates medical, nursing and dental students, pediat-

ric residents and subspecialty fellows, advanced practice 

nurses, pediatric psychologists, and pediatric therapists. 

 

Children's Hospital and VCU Children's Medical Center 

have successfully collaborated to provide many multidisci-

plinary programs for patients over many years. Existing ser-

vices from both organizations remain intact, with plans to 

build upon those services and improve coordination of 

care and communication among providers, as our vast ar-

ray of services is now unified as a continuum of pediatric 

care unparalleled in our geographic area.   

 

 

 

The CHoR partnership has already facilitated much ad-

vancement including the recruitment of five new physician 

faculty as well as the opening of a new pediatric emergency 

room on the MCV Campus. 

 

The value a children's hospital brings to a community is 

beyond measure. 

 

For more information visit us on-line at chrichmond.org. 

Appointments: 804-828-CHOR (2467). 

 

CHoR offers 10 convenient locations including two main 

campuses and several satellite outpatient and therapy cen-

ters. 

 
TWO MAIN CAMPUSES: 

 

 

On June 30, 2010, Children's Hospital and Virginia Com-

monwealth University Children's Medical Center officially 

joined operations as Children's Hospital of Richmond of the 

VCU Health System, or CHoR. This provides a continuum 

of pediatric care built on a strong foundation of clinical and 

academic excellence under the VCU Health System um-

brella. CHoR improves access to care for children through-

out Central Virginia and increases opportunities for fund-

raising to benefit children's care and support physician re-

cruitment and program development through Children's 

Hospital Foundation. 

Facility Spotlight 

MCV Campus 

1001 E. Marshall Street  

Richmond, VA 23219 

 

Brook Road Campus 

        2924 Brook Road  
Richmond, VA 23220 
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Although from what you see and read, Capitol Hill in Washington 

D.C. may seem like the wrong side of the tracks, politically.  How-

ever, once you put politics aside, what you’ll find is one of Wash-

ington’s most vibrant neighborhoods.  Whether you are a history 

buff, the wine connoisseur, a theater-goer,  a shopper or a gourmand, 

Capitol Hill has something for you. 

 

Roughly defined as the area stretching from North and South Capi-

tol Street to 14th Street and from the Southeast/Southwest Freeway 

to H Street NE, Capitol Hill is home to an estimated 35,000 resi-

dents in the roughly two square mile area.  Figures do not include 

freshmen congress members who occasionally sleep in their offices 

or the lobbyists who stand outside those offices.  Locals will often 

refer to locations on “The Hill” as Senate-side.  So if you are asking 

for directions to Union Station, the Supreme Court or tranquil 

Stanton park, someone might say “You need to be on the Senate 

side”.  They will be referring to the Northeastern side of Capitol Hill 

where the Russell, Dirksen and Hart Senate Office buildings are 

located.  However since you are already on the “House-side” any-

way, there is plenty to see and do. 

 

Start your morning with breakfast or brunch at one of the many 

iconic spots on Pennsylvania avenue Southeast (Capitol South 

Metro).  Hawk n’ Dove, Capitol Lounge (Cap Lounge) and The 

Pour House cater to staffers, interns and VIPs alike.  Each has a dis-

tinctive old school charm and there is always someone behind the 

bar willing to talk sports or politics.   

 

After brunch head northeast along Pennsylvania Avenue and make a 

left at 7th Street.  Here 

you will find the heart of 

Capitol Hill, Eastern 

Market.  Designed by 

Adolf Cluss, Eastern 

Market has been in con-

tinuous operation as a 

public market from 1873 

until April 30, 2007 

when it was ravaged by 

fire.  Through a massive 

community campaign 

and support of the City government, a slightly more updated Eastern 

Market reopened in 2009. It was the first in a larger city-owned pub-

lic market system, conceived to urbanize Washington and provide 

an easier way for residents to shop for goods and services.   

 

On Saturdays and Sundays, 7th Street is closed to traffic and opens to 

vendors selling original art, specialty foods and a large flea market 

with new and used items ranging from furniture to antiques to maps 

and vintage posters.  Also be sure to try the “blueberry bucks” from 

Market Lunch.  Lines start before dawn on Saturday to get a plate of 

these delicious homemade blueberry buckwheat pancakes. 

 

After shopping your way through the market, head back across 

Pennsylvania Avenue and down 8th Street Southeast, also known as 

Barrack’s Row.  This four block stretch was recently awarded the 

National Trust for Historic Preservation’s National Main Street Pro-

gram accreditation and was winner of a national competition for 

revitalization.  Barrack’s Row’s history dates back to 1801 when 

Thomas Jefferson commissioned the construction of the Naval Bar-

racks to ensure the new site of the U.S. Capitol had adequate protec-

tion.  The area fell into disrepair during the 1960’s until revitaliza-

tion began in the late 1990’s.  The street is now teeming with restau-

rants, bars and retailers.  Plan for dinner by checking out the menus 

at; The Chesapeake Room, a locally sourced seafood restaurant with 

a great selection of Virginia wines; Belga Café, a Belgium/French 

bistro with some of the best mussel pots in D.C. or Ted’s Bulletin, a 

retro diner with homemade baked goods, comfort food and “adult” 

milkshakes.   

 

Before heading back for a pre-evening nap, stop in at Chat’s Liq-

uors.  This cramped little shop has been on Barrack’s Row for two 

generations.  Bernie Williams, the 2nd generation owner has trans-

formed the wine selection into one of D.C.’s most dynamic and of-

ten has free tastings and great sales. 

 

Lodging options on 

The Hill are somewhat 

limited, so it is best to 

plan ahead, or choose a 

hotel near a Orange or 

Blue Metro line stop.  

The Hotel George is a 

sleek, boutique prop-

erty located at 15 E 

Street NW.  Their in-

house restaurant, Bistro 

Bis, is one of D.C.’s most acclaimed, and there is a good chance that  

person at the next table is a Senator or Cabinet member, especially 

during breakfast hours.  For the more cost-conscious,  If you prefer 

the coziness of a bed & breakfast, The Carriage House at 3rd Street 

and South Carolina Avenues, SE is a great choice.  Set in a typical 

Capitol Hill townhouse, The Carriage House is patrolled by two four

-legged “emissaries”, Mimi and Boots.  For the more cost-

conscious,  the Capitol Skyline Hotel is a recently renovated, hipster

-cool spot near the new Washington Nationals Park.  The Capitol 

Skyline offers a pool and furniture crafted by some of the most rec-

ognized names in art deco design.  Spend the extra few bucks for a 

cab, especially in the evening, as the area around the hotel is dimly 

lit and still evolving. 

 

Oh, and as you head back to 

your hotel, be sure to check 

out the enormous white build-

ing at the Corner of Pennsyl-

vania Avenue and 1st Street.  

If the light atop the 8 million 

pound dome is red, it means 

the Senate is in night session, 

if the light is white the House 

is in session, if both are lit…it 

will be much easier to get a 

dinner reservation. 

 

 

 

Chuck Salvo is the Publications Committee Chair and is a resident 

of Capitol Hill. 

MeetThisTown: Capitol Hill  
By Chuck Salvo 

http://en.wikipedia.org/wiki/Adolf_Cluss
http://www.preservationnation.org/
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CHAD MULVANY is a techni-

cal director for the Healthcare 

Financial Management Associa-

tion.  (HFMA) and is based out 

of their Washington, D.C. of-

fice.  Chad is responsible for 

creating content covering reim-

bursement issues and health-

care reform.  He also is a regu-

lar contributor to hfm, the 

HFMA magazine, and speaks 

frequently to local chapters.   

 

Chad has over 10 years of 

revenue cycle and reimburse-

ment experience, working as 

both an internal and external 

consultant to large healthcare 

systems.  Prior to joining HFMA, he helped Fortune 500 companies re-

engineer their innovation and marketing processes as a consultant at the 

Corporate Executive Board.   

 

Chad has a Masters of Business Administration from the University of 

Maryland.   He is active with the Virginia Chapter of HFMA where he 

has served as a past board member. 

 
VA/DC HFMA: Chad you started out as a graduate of the University of 

Alabamaõs Healthcare Management program and went right into consult-

ing. What directed you to Health Care?  

CM: Well, like many I started in one major, in my case it was an interest 

in environmental law, but I did not see a future in that crowded field and 

switched to the Healthcare Management program at UA.  The city of   

Birmingham, which has a large health care community, is about 45 miles 

north of Tuscaloosa and the field interested me. 

 

VA/DC HFMA: Tell us about your career path so far.  

 

CM: Itõs been an interesting progression that I canõt honestly say I 

planned. I started in consulting, went to a major Healthcare system, took 

a side bar path out of Healthcare to management consulting at the Cor-

porate Executive Board  and then got back into Healthcare by joining the 

national HFMA office.  

 

VA/DC HFMA: How long were you in Healthcare consulting? 

 

CM: About three years. I started in the revenue cycle group and as a 

newbie was on a patient accounting desk dialing for dollars. Not exactly 

the glamorous role you picture in college when you think about 

òconsulting.ó But at the time I did not have a clear understanding of the 

myriad issues facing healthcare finance and just how complicated it was. 

In retrospect that early experience gave me a better understanding of 

the difficulties and challenges we face on a minute level. I went from 

there to general accounts receivable re-engineering and cost reporting 

projects.  

 
VA/DC HFMA: You then went to Inova Health System how did that 

differ from the consulting world? 

 

CM: For me part of the transition was going to the same office each day. 

In consulting I enjoyed the traveling to different locations. However, the 

health care system did provide a variety of projects. While the cost re-

port season required a focus on those reports, the rest of the year was 

consumed with òother duties as assigned.ó  I was fortunate in that I had 

the opportunity to work on some really interesting projects and did 

work with and present to senior management. The chance to work on 

challenging projects and the exposure to leadership was a decided bene-

fit. I think one thing that surprised me in my transition from provider to 

consultant, is that even large health care systems are plagued with being 

data rich and knowledge poor. Even at a well resourced system like 

Inova with a sophisticated decision support system, I found that for a lot 

of the projects I was working on there was still a lot of manual manipula-

tion required to get usable data.   

 

VA/DC HFMA: You then spent some time out of healthcare at the Cor-

porate Executive Board (CEB). What was that experience like and how 

did that differ from your Healthcare experience? 

 

CM: I expected a publicly traded company to be faster paced. Sometimes 

it is, but not always. Like in Healthcare, issues are revisited multiple 

times, we had probably had more meetings, but the decisions were 

faster.  There were fewer layers of management and decision making 

authority was pushed lower into the organization. For most issues, that 

person(s) who would ultimately make the final decision was in the room 

from the first to last meeting. 

 
VA/DC HFMA: What would you advise healthcare to learn from the 

publicly traded companies? 

 

CM: Really question why do we do this? Or why have we always done it 

this way? Constantly question the current method and look for improve-

ments. Find ways to help employees become more entrepreneurial and 

reward them for it. The ability to exercise creative judgment is the big-

gest difference. 

 

VA/DC HFMA: Next you went back to Healthcare and joined HFMA in 

the National office as technical director. What are your current respon-

sibilities and observations? 

 

CM:  My primary responsibilities are to develop content for reimburse-

ment, regulatory and managed care issues. Obviously, with healthcare 

reform there have been more than enough to discuss. Particularly, with 

the new election and the court cases now pending we have a lot to 

watch carefully.  

 

VA/DC HFMA: Looking over the horizon what do you see that needs to 

change or will change? 

 

CM: The care model will move from a sick focus to a health focus. The 

payer relationships will become more inclusive of the hospital and physi-

cian care components and start to stretch out along the continuum of 

care.  Whether that is thru bundled payments, ACOs, or the Medical 

Home models or some combination of all, it is coming. In some sense 

this may be a òBack to the Futureó scenario as we relook at partially and 

fully capitated payments. We will need to think about employee and 

physician engagement in ways we have not embraced before.  

 
VA/DC HFMA: Do you have any Healthcare related New Yearõs resolu-

tions or glad to see gone issues? 

 

CM: Iõm going to try to neither get caught up in the hype nor contribute 

to the hype that continues to surround the various reform initiatives.  

I am glad to see Health Care reform Part I leave and am ready for  Part 

II. It is going to be an interesting year. 

 

    

Virginia HFMA Member Profile 
Interview By: Raymond Bradley 

Chad Mulvany 
Technical Director 

Continued on next page 
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VA/DC HFMA: What restaurants or sites of interest do you recommend in 

your area?  

 

CM: Since I live in DC there are a lot  of great restaurants. If youõre look-

ing for something off the tourist radar thereõs Bistrot Lepic. Itõs in north 

Georgetown on Wisconsin Ave within walking distance of my house. They 

have fabulous food at a reasonable (for DC) price. If you golf I like to go to 

the Hains Point driving range to hit a bucket or two. You have to see the 

Nationalõs at their new park if you have not gone yet. And I like to listen to 

music at the 9:30 Club. Wilco is there fairly often and I am still waiting for 

Black Keys to come thru town.  

   

VA/DC HFMA: Who are the Black Keys? 

 

CM: Theyõre a blues-rock duo out of Ohio.  

 

VA/DC HFMA: What are your personal hobbies and interests outside of 

work? 

 

CM: I enjoy hiking and the DC area has many options close by. If you like 

challenges do the Billy Goat Trail. It is only a few miles long, but it is a 

workout with fabulous views of the Potomac. I also like to cook with an 

emphasis on gumbo, jambalaya, baby back ribs, steaks, and an occasional 

roast duck.  

 

VA/DC HFMA: What are you currently reading or what are your favorite 

authors? 

 

CM: Currently, Iõm reading the value based purchasing regulations.  How-

ever I canõt say that CMS is my favorite author.  Right now Iõm reading the 

Black Swan: the Impact of the Highly Improbable by Nassim Taleb which 

explores the challenges of making long term forecasts and predictions. 

 

VA/DC HFMA: Chad we have gone thru the entire interview without men-

tioning the famous University of Alabamaõs football salutation, òIs that al-

lowed?ó 

 

CM:  No, òRoll Tide.ó 

 

VA/DC HFMA: Thank you for talking with us. 

 

About HFMA 

HFMA is the nation's leading membership organization for more than 

35,000 healthcare financial management professionals. Our members are 

widely diverse, employed by hospitals, integrated delivery systems, man-

aged care organizations, ambulatory and long-term care facilities, physician 

practices, accounting and consulting firms, and insurance 

companies. Members' positions include chief executive officer, chief finan-

cial officer, controller, patient accounts manager, accountant, and consult-

ant. 

 

HFMA is a nonpartisan professional practice organization. As part of its 

education, information, and professional development services, HFMA de-

velops and promotes ethical, high-quality healthcare finance practices. 

HFMA works with a broad cross-section of stakeholders to improve the 

healthcare industry by identifying and bridging gaps in knowledge, best 

practices, and standards. 

 (Health IT Spending...Continued from Page 4) 

 
8.  Renewed demand for skilled Healthcare IT profession-

als — Demand for healthcare services will outpace the supply 

of trained healthcare professionals. Hospitals and other health-

care facilities will need to make more effective use of their 

staff to ensure appropriate coverage on all shifts. Outside help 

and temporary staffing will not be readily available, and charges 

will be at a premium for this labor flexibility. Workforce man-

agement and advanced scheduling technology can help reduce 

both labor costs and turnover, while also improving productiv-

ity.  
 

9. Medical information storage and business continuity 

concerns appear — Nearly 30% of the data stored on the 

world's computers today are medical images, and this figure 

continues to increase. Healthcare institutions consistently 

need to upgrade their storage systems to accommodate an 

ever-increasing stream of patient data. Furthermore, health-

care facilities must ensure this data is immediately available to 

provide quality care of the highest level. Finally, this data needs 

to be both securely backed up and easily restored in the event 

of a disaster, because patient records can't be replaced.  Or-

ganizations should look to evaluate Cloud Solutions as a viable 

and cost effective solution, as they provide flexible, scalable 

and address disaster recovery capabilities. 

 

10. Physicians will rejoin healthcare systems — The per-

centage of hospitals in the US employing physicians has nearly 

doubled since 1994. Expect this trend to continue in 2011 as 

physicians actively seek to join forces with healthcare systems.  

The collaboration allows physicians to quickly enhance their 

technological capabilities, which can be used as a competitive 

advantage to attract and expand their customer base. For ex-

ample, selecting and implementing an EHR is an undertaking 

many private practices have yet to engage in. By joining a 

healthcare system with an ambulatory EHR established, the 

physician group can quickly become eligible for ARRA incen-

tives while avoiding much of the system implementation ef-

forts. 

  

Information Technology will be the foundation for significant ad-

vancements in research and care delivery over the next decade.  

By taking incremental steps today to adopting new technology and 

address rising costs, information technology can become a strate-

gic asset to drive high quality patient care outcomes instead of a 

liability or cost center within an organization. 

 

David is the National Health 

IT Leader in Grant Thorn-

tonõs Health Care Advisory 

Services Practice, with a 

strong focus on IT Strategy, 

IT Finance Transformation 

and Organizational 

Improvements. 
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WELCOMENEWMEMBERS 

BECOMEASPONSOR 
 Platinum 

(1 Per Year) 
Gold Silver Bronze Contributor 

Annual Fee $7,000  $4,500  $3,000  $1,000 $500 

Opportunity to introduce keynote speakers at statewide meetings P     

Registration fee discounts for all VA-DC HFMA sponsored education events P P    

Level specific recognition on selected handouts for each statewide meeting 

(mugs, bags, lanyards, etc.) P P    

VIP Invitation to all new member receptions P P    

Complimentary display booth at our two statewide meetings.   P P P   

Promotional material placement in statewide meeting registration packets P P P   

Opportunity to introduce speakers at statewide meetings P P P   

Sponsor ribbons for your meeting attendees (sponsorship level specific) P P P P P 

Recognition in the Dispatch, the VA-DC Chapter quarterly newsletter  P P P P P 

A link to your homepage on the chapter website P P P P P 

Gift of Appreciation P P P P P 

Complimentary statewide meeting registrations (per year) 6 4 2 1 - 

January 2011 

Holly Wittenberg 
Director 

Avalere Health, LLC 

Washington, DC 
 

Joseph F. Perzelski 
TPC Manager 

Walter Reed Army Medical Center 

Washington, DC 

Aimee Ossman 
Director, Policy Analysis 

National Association Childrenõs 

Alexandria, VA 
 

Melinda Milhouse 
Supervisory Senior Accountant 

Alexandria, VA 
 

Robert A. Emerson 
Salem, VA 
 

Helena Lopez 
Manager 

Wellspring, Stockamp, Huron 

Healthcare 

Washington, DC 

Macharva Lucas 
DaVita, Inc. 

Alexandria, VA 
 

Ashley Farrington 

Washington, DC 

 

Lori Hornaday 

Revenue Cycle Manager 

Prince William Hospital 

Manassas, VA 

 

Michael A. Lanigan 

President, Lanigan Data Solutions 

Washington, DC 

 
December 2010 

November 2010 

Cynthia Sanchez 

Controller/Director of Finance 

Fairfax Family Practice Center 

Fairfax, VA 

 

Dave Scott 

Client Executive 

Ingenix 

Overland Park, KS 

 

Andrew Osterman 

Associate Principal 

The Advisory Board Com-

pany 

Washington, DC 

MAKING IT 

COUNT 

David M. Jewell 
Senior Managing Attorney 

AHC, Inc. 

Front Royal, VA 
 

Kristin Luck 
Consultant 

Deloitte & Touche, LLP 

New Kent, VA 
 

Tammy Blosil 
Vice President, Online Learning 

The Center for Association Leader-

ship 

Washington, DC 



 

16 

Dispatch Newsletter 

Also visit us on Linkedin at: http://www.linkedin.com/ 

 

Editors 

Virginia/DC Chapter of HFMA 

Amy Hill 

Mosaic Revenue Solutions 

P.O. Box 26140 

Greensboro, NC 27402 

 

Patrick Miller 

Professional Recovery Consultants 

2700 Meridian Parkway, #200 

Durham. NC 27713 

 

GOLD SPONSORSGOLD SPONSORSGOLD SPONSORS   

Bank of America 
 

SILVER SPONSORSSILVER SPONSORSSILVER SPONSORS   

Advanced Patient Advocacy 

Ernst & Young 

FirstPoint Collection Resources, Inc. 

Grant Thornton LLP 

Hancock, Daniel, Johnson & Nagle, PC. 

J.A. Thomas & Associates 

KPMG 

MedA/Rx 

MedAssist, Inc. (A Firstsource Company) 

Siemens 

The SSI Group 

BRONZE SPONSORSBRONZE SPONSORSBRONZE SPONSORS   

BB&T Capital Markets 

Cohen Rutherford + Knight, PC 

Dixon Hughes, PLLC 

Jon Barry & Associates, Inc. 

MedAssets 

McGuire Woods, LLP 

The Focused Group, Inc.. 

Wachovia Bank (a Wells Fargo Company) 

 

CONTRIBUTORSCONTRIBUTORSCONTRIBUTORS   

DECO 

RSI Enterprises, Inc 

Virginia-Washington DC HFMA 2010-2011  

Corporate Sponsors 


