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Vacate, stay-cate,
rejuvenate!
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Summer is nearly here…so what are
you going to do? “What are your plans for
the summer?” is a common conversation
starter for the next few weeks. Most of us
roll off the answer fairly easily because
we had to plan for trips and visits in advance. Most of us have some idea or list
of things we want to accomplish during
the weeks of heat and humidity. Most all
of us have some kind of plan for the summer, be it grand or simple.
Is it time at the pool, gardening, hiking, time on the water? Do you travel
or stay? Are the kids at camp or are the
grandkids visiting? Is your “Honey-Do”
list of projects as long as mine?
The beach beckons, the mountains
whisper and the garden calls. Families
visit and friends gather around the
obligatory summer picnics and fireworks. For some, the pace intensifies
and for others it slows a bit. If we have
kids or grandchildren, the routine certainly changes.
So let me ask a slightly different
question: What are you doing for you
this summer?
I hope you were able to attend our
May membership meeting and hear Dr.
Mark Greenawald’s presentation on physician burnout. As a profession of science and of data, the medical community cannot deny the numbers. The data
shows that all the competing factors
and new regulations and the latest quality measures du jour take a toll on physicians. In my travels, I hear how doctors
long to return to the art side of medicine
and pine for simpler times when it was
just the patient and doctor in the exam
room and when the goal was simply to
improve health. I fear those times are
gone, and the numbers show the new
reality is taking a toll on you.
A huge shoutout to the RAM
Alliance for recognizing the importance
of the issue by sponsoring the event so
“Rejuvenate,” continued on page 3
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t the time of this writing,
federal legislation on
health, “repealing
and replacing” the
Affordable Care Act has been front
and center of the national political
conversation for several weeks. With
the failure to pass any alternative
legislation, so-called “Obamacare”
will apparently be with us for a while
longer. So what now?
Although the current landscape is
far from ideal, this hiatus offers those
of us in the trenches an opportunity
to take the lead and push to save
or add provisions that can improve
health care quality and perhaps
even reduce health care costs. With
input from health professionals, we
might even stimulate Democrats
and moderate Republicans to work
together to reform and improve the
current system. First, however, I want
to address the apparent confusion
that clouds what is meant by “access
to health care.” None of this debate
is really about access to health care;
it is about the availability and cost
of health care insurance coverage
and what it will cover. This will
secondarily impact health care costs
and access to any health care at all.
While drastic cuts to Medicaid
and increasing the numbers of
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uninsured people may reduce
the burden of health care costs
to government, more and more
people will depend on emergency
department visits and hospital acute
admissions that might have been
avoided if they had insurance that
covered routine care and outpatient
visits to primary care providers and
specialists when needed. This will
ultimately also raise the costs of care
—for everyone. And when doctors
and hospitals must provide care to
uninsured patients who cannot pay,
the resulting losses have, in the past,
been partially covered by charging
more for insured patients’ care. But

%

The rate of low-income,
childless adults without
insurance fell by this
amount between 2013
and 2015 because of
the Affordable Care Act.
Source: The Urban Institute, 2017 study
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Culture, wellness and
disease in the 21st century
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What does ‘access’ to health
care really mean?

I

was driving home from work
one recent spring day when I
happened to look over at the
car next to me. The driver
was an obese person in a car with a
handicap sticker. She was smoking a
cigarette and texting on her cellphone
while driving. The only thing missing

was a beer in the cup holder, and I
am not sure there was not one there.
Now, I am not usually a particularly
judgmental person, but given the
recent heated debate in Washington
over healthcare reform, what I was
seeing seemed to encapsulate much of
what’s ailing us as a nation, starting

with personal responsibility. I know
how hard it is to change unhealthy
behavior, but that is where our dialogue and cultural discourse needs to
focus.
I suppose I was particularly
sensitive to my fellow driver because,
perhaps like many of you, I felt a key
driver—the voice of experience from
America’s physicians—was missing
in the circuitous route that the recent
healthcare debate took through the
halls of Congress and down Pennsylvania Avenue to the White House.
What I heard during the “repeal and
replace” debate in March just reinforced my view that our leaders and
the talking heads that dominate the
news showed that most Washington
insiders have no clue what doctors in
America do all day and night. They
do not understand illness and disease.
How can they be expected to care for
the sick, promote wellness or create a
plan that does?
Over the past 60 years, private
“Culture,” continued on page 3
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as private insurers and Medicare
ratchet down on reimbursements, this
is becoming less feasible. What will
be the result?
Physicians and hospitals,
especially small practices and rural
hospitals, will have to shut down
as their finances become untenable.
This will make it difficult for many
to even get to a doctor or a hospital
when they are sick or injured without
traveling for hours. Now, we really
are talking about access to health
care, not just access to insurance.
People who have depended on
these hospitals for care, whether in
rural areas or underserved urban
environments, will not be able to
find health care at all, and this will
make the United States an even more
substandard environment for health
than it already is. Currently, the U.S.
is far down the list of industrialized
countries in terms of the quality and
efficiency of our health care system—
despite spending three times as much
per capita on health care as any other
modern country.
Virginia, having rejected Medicaid
expansion under the ACA, is in a
particularly perilous position. If
block grants to states, as proposed
in the recent bill before Congress,
were to replace federal support for
Medicaid, allocations based on
current spending reportedly would
reduce funding for Medicaid between
$708 million and $1.8 billion. And
without Medicaid expansion, Virginia
hospitals face more than $3.6 billion
in cuts for support of uncompensated
care over the next decade. Even with
the proposed $10 billion over 5 years
for states that chose not to expand
Medicaid, the Virginia Hospital and
Healthcare Association estimates that
would provide just over $87 million
per year for Virginia, rather than the
$2 billion to $3 billion that would
have flowed into state coffers from
Medicaid expansion.
Dr. Ardis D. Hoven, a past
president of the American Medical
Association, wrote in a March 2017
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Virginia,
having rejected
Medicaid
expansion
under the
ACA, is in a
particularly
perilous
position.
blog in KevinMD.com that losing
insurance coverage completely means
that uninsured patients are likely to
delay treatment of diseases until the
late stages, which will reduce the
likelihood of successful treatment
and drastically increase the costs of
care. Likewise, if recently proposed
amendments remove coverage for a
whole list of “essential” services—
such as screening mammograms and
colonoscopies—short-term costs
and premiums could be reduced, but
in the long term, this will certainly
lead to more advanced stages of
breast and colon cancers when they
are diagnosed. This, in turn, will
dramatically increase the costs of
care and increase deaths from these
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diseases.
At this writing, with the
Affordable Care Act still the law of
the land and efforts to “repeal and
replace” failing in Congress, we
are presented with an opportunity
for leadership. Again, as pointed
out by Dr. Hoven, the AMA has
long advocated for making health
insurance accessible to all Americans,
and last November was able to reach
a broad consensus on the outlines of
a plan for health care reform. (To see
the AMA’s vision statement, go to its
website at ama.assn.org and search
for “AMA Vision on Health Reform”
from Nov. 15, 2016.)
We should look at this plan and
advocate for its essential elements
to be part of the “fix” for the ACA.
With health care reform on the back
burner for now, we should not just
wait for the ACA to “explode,” as
some have suggested, but rather we
should see this as an opportunity to
lead and ask: What is it that we want
to promote as the best way forward?
First, as noted above, we need
to make it clear to our patients that
access to insurance or lack of it for
some can profoundly impact access to
care, the quality of care and the costs
of care for everyone.
Second, we should consider those
parts of the Affordable Care Act
we like, and those parts we dislike:
For example, coverage for disease
prevention and screening are good
things, as is the ability of young
adults to stay on their parents’
insurance plans until age 26. On the
other hand, high-deductible plans
may sound like a good deal when one
looks only at the premiums, but they
make routine care unaffordable for
low-income families.
Next, how do we keep the cost of
health care from continuing to rise?
If we want to do away with the hated
prior authorization practices, we
need to do our part to practice costeffective and smart medicine to make
these unnecessary. Prior authorization
is a “blunt instrument” used to beat
doctors into doing fewer unnecessary
procedures and tests. But we all
know it doesn’t work and simply
adds to the administrative burden on
physicians, hospitals and insurers.
Physicians must practice more costeffective medicine, like adhering to
the recommendations for and against
certain tests and treatments provided
in guidelines like “Choosing Wisely”
on the ABIM Foundation website.
Failing to do so means that we only
invite more interference from insurers
in the form of denials for services and
demands for prior authorization to
justify our more costly poor choices.
Could teamwork with insurers to set
guidelines, like those proposed in the
“Choosing Wisely” lists, be part of
the solution?
Most important of all, what do
you, my fellow RAM members, want
“Access,” continued on page 3
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spouses and partners could attend for
free. Stress and fatigue and burnout
are individual issues, but they are
family issues too. Same with the
solutions. They are individual but they
are easier when shared.
While you make plans for trips
and visits and to-do lists, make sure
you put you on the list. Be conscious
of you this summer. Don’t let trips
and visits become so stressful and
orchestrated that you forget to relax
and rejuvenate. Have fun. Take lunch
outside. While the kids are at camp,
plan a date night. Share your favorite
drink with a friend or your significant
other on the deck. Drive somewhere
and watch the sun set. Take a daytrip
to a winery or to go antiquing. Plant
and tend a garden, even if it’s in
containers. Make a reading list, go
see a movie, grill out with friends. Be
purposeful in doing things for you.
Your Academy is here for you too.
We’ve got a number of events that we
hope will be enjoyable, fun and rejuvenating for you and your family:
l	Enjoy an Oyster Bake & S’mores

Roast at Willow Oaks Country
Club the evening of Wednesday,
June 17.
l	Come to our annual Family Party at
Lewis Ginter Botanical Garden on
Wednesday, July 12. Garden tours,
splash zone for the kids, balloon
animals and cookout food!
l	Come (and bring a guest!) to hear
the world famous Kevin Pho,
M.D., tell us how to “Connect and
Be Heard: Make a Difference in
Health Care With Social Media!”
on Tuesday, Sept. 12.
l	If you’re a student or resident,
come enjoy an evening to kick
back with your peers at our September student welcome night
and our Resident Social.

“Access,” continued from page 2

to see us advocate for in the months
and years ahead?
Should a national health
insurance plan, whether written
from scratch or resulting from
modifications for the current ACA,
include the following features?
1. Respect for the provider-patient
relationship that gives control of
care to the licensed practitioner,
with some guidance and
incentives for patient-centered
cost containment measures by
insurers and/or the government.
2. Maintains the 80/20 rule
requiring insurance companies to
spend a minimum of 80 percent
of all premiums on direct care to
patients.
3. Keeps the individual mandate
in order to maintain a viable
risk pool for the insurers. For
low-risk (i.e., healthy and young)
people, perhaps a “bare bones”
low cost plan should be available
to keep premiums down.
4. Maintains the ability to keep a
child on a parent’s policy until
age 26.
5. Maintains provision of free birth
control to women (and consider
covering vasectomies for men).
6. Fully provides preventative care
and recommended screening.
7. Eliminates required step
therapy where previous patient
experience with a specific
medication is a factor.
8. Supports non-profit, community
based medical safety net of free
clinics.
9. Eliminates prior authorization
(maybe—see my comment 		
above).
10. At a minimum, maintains the
current exchange and Medicaid
enrollment with current benefits.
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11. Financial assistance should be
income-based, age-banded and
geographically-adjusted to provide
the greatest amount of assistance
to those in greatest need.
12. Encourages the completion
of advance care directives by
patients.
13. Mandates all medical and
pharmaceutical contracts with
the government be subject to
negotiation by the government.
This is critical to lowering costs.
The Veterans’ Administration
spends far less on drugs than
Medicare because it can negotiate
prices with pharma.
14. Encourages the federal
government to consider the
social determinants of health
in operational and fiscal policy
including housing status, food
assistance for children and adults.
15. Establish national best practice
pilot projects for the control
of diabetes, obesity and opioid
addiction treatment.
16. Commits to full inclusion of

mental health care in any national
health care replacement plan.
17. Takes steps to reduce the
student debt load required to be
undertaken by current medical
students.
18. Increases the current available
residency spots available by 2
percent each year for ten years.
19. At a minimum, maintains
funding to NIH, CDC and other
medically-related federal agencies.

that group in your office. Health care
makes up a huge amount of our national economy and is a massive economic force in the USA. As a nation,
we need to move beyond just being
treated when we are sick to trying to
stay well. This means more personal
responsibility for our own health.
Politics and culture play a significant role in the perception of disease.
Just look at all the commercials for
Rx drugs that dominate our TV time.
Watching these commercials, you
would think the goal of every person
is eight hours of sleep without waking to urinate, one perfect bowel
movement every day, even if you
are addicted to narcotic pain meds,
perfectly-thinned blood for your heart
and an erection whenever you want it.
Oh, and don’t forget to be tested for
Hep C even if you have no symptoms.
Are these things really what we want
our patients to be focused on in their
day-to-day health? They certainly

dominate the airwaves and probably
permeate the consciousness of our
patients more than what we tell them
during their doctor visits with us.
Look at the popular art of our
times. I am of the opinion that life
imitates art. What is art in America
today? It is not beautiful paintings or
symphony music. It’s not movies like
“Casablanca” with uplifting themes
of self-sacrifice and love in the midst
of war. No, today’s art/cultural scene
is dominated by video games that
give positive reinforcement to the
“World of Warcraft” master who can
wipe out as many people as possible.
It is Internet pornography. It is music
with lyrics that glorify casual sex and
objectify women.
Hey, I’m no prude, having enjoyed
plenty of the rock-and-roll and parties of the 1960s and 1970s (think
Led Zeppelin and Jimi Hendrix) that
began this downward spiral. I have

I know that this seems like a lot to
ask for, but if we don’t ask, we won’t
get! Let’s push the issues and not just
settle for what we can get. R

Dr. Bear is Chair, Division of Surgical
Oncology at VCU’s Massey Cancer
Center. He is president of the board of
trustees of the Richmond Academy of
Medicine.
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The next time you’re asked, “What
are you doing this summer?” give
the question some thought and plan
something for you. Your family needs
you, your patients need you, the
healthcare system needs you. You are
too important not to be taken care of.
What are you doing for you this
summer? R

Jim is waiting to hear from you at
jbeckner@ramdocs.org, by direct dial
at (804) 622-8131 or by cell at (804)
920-3536 or via the Academy website,
ramdocs.org.

and government insurance have
pretty much assumed the role of paying for most health care in the United
States. Except for cosmetic surgery,
health care in the United States has
been transformed into a fundamental right—like freedom of speech or
religion. The problem at present is we
don’t seem to have enough money to
continue to pay for this right for all
people. Politicians want to continue
to avoid this truth because it is politically unpopular and their constituents
and the media certainly don’t want to
hear it. It will bring up the dreaded
phrase of “rationing of health care.”
Political suicide. It is also not what
the American people want.
Most people want a life free of
pain and illness and want to live a
long, productive and happy life. There
are certainly some people who thrive
off of being sick, but I think they are
few and far between. If you are a
physician, you certainly don’t want

“Culture,” continued on page 4
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also been addicted to a video game
called “Deux X Invisible War” in
the past which led to me giving up
reading books for four months. In
my spare time all I did was think
about how I was going to get to the
next level of the game by annihilating
more bad guys with my weapons. It
was like being the main character in
a really good action novel. I can still
tell you about my favorite sword in
this game if you want to hear about

change showing greater awareness of
the problems these patients face. It
could be a model for how things can
change and where we need to move
together.
The key to decreasing healthcare
costs is changing the nature of disease from the treatment of illness to
the pursuit of wellness. The pursuit
of wellness needs to start young and
become part of our culture. It will
be a particular challenge in the parts

Politics and culture play a significant
role in the perception of disease.
it. But enough’s enough already! We
need to let our patients know how
our culture’s raw images and destructive thinking contribute to disease
and mental illness by increasing
violence and depression.
Last year, many insurance companies and Medicare began to cover
gender reassignment surgery for individuals with gender identity issues.
Up until then these surgeries had been
considered cosmetic in nature and not
covered. This is certainly a cultural

of our nation where healthy food is
hard to come by and the atmosphere
is permeated with gun violence
and drugs. In our own city, several
not-for-profits like CHAT and The
Community Foundation are making
inroads in this area, but more needs
to be done. I am not sure how doctors can begin to advocate strongly
for this, but I do know that we need
to. The Academy’s Honoring Choices® Virginia is making a good start
with end-of-life issues by empower-

“ Thanks to VCI,
we don’t have to
be scared.”
Ayn’s husband, Jim, was diagnosed with
non-Hodgkin lymphoma in 2006.
Since then, she’s faced that diagnosis
with him every day. Ayn is everything to
Jim. But there’s one thing Ayn is not.
Ayn is not afraid of cancer because
she’s not alone.
We know the weight that loved ones
carry during treatment. To be strong,
supportive caregivers, they need strength
and support of their own. At VCI, that
support comes from us. They inspire us –
we empower them. And they become
our most powerful allies in the fight
against cancer.

Hear Ayn’s story
at vacancer.com

DR. AYN WELLEFORD
DR. JAMES COTTER

ing people to think about how they
are going to die before death is staring
them and their family in the face.
Sick and injured people are not
going to go away. We will always
have them and doctors, nurses and
hospitals will need to give them care.
We will continue to treat them one at
a time when they come to us. Central
Virginia’s safety net of free clinics,
VCU medicine, charity care of Bon
Secours and HCA and the Academy’s
Access Now program will persevere
and meet the needs of those in our
community who need help.
These are big cultural changes I
am suggesting. They will not happen
quickly or easily. I think American
medicine could lead the way. I think
it is essential for the health of our
communities and our nation for it to
start now.
What do you think? R

Dr. Wornom practices at Richmond
Plastic Surgeons and is the editor of
Ramifications. He can be reached at
wornom@richmondplasticsurgeons.
com.
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Would I even get in today?
What I’ve learned from the VCU/MCV School of Medicine
Admissions Committee
B Y ike koziol , M D

Collegiality and cooperation are a must for today’s medical students, working hard at VCU’s School of Medicine.

W

hen I first met
Alana, I could never
have guessed that
she had accomplished so much in her 24 years or so
of life. As we sat in a clinical teaching
room at the state-of-the-art McGlothlin Medical Education Center at the
VCU School of Medicine (SOM),
she quietly explained to me why she
wanted to become a physician. “I
want to make a difference in my life,”
she said. “I love research, but I want

SOM was looking for in a medical
student. It was easy to see that she
was compassionate and caring. She
had shadowed many doctors and
knew what was involved in their
work and their life. In a word, she
had the whole package.
Alana represented what VCU/
MCV is looking for in its students,
who in the most recent class numbered 216, who were evenly split 5050 on the basis of gender as well as
residency (in-state and out-of-state).

To me, today’s class represents
the traditional idea of the
American “melting pot.”
to be in a place where the research
meets the patient.”
Alana had worked in a genetics
lab at school and went to Africa for
three months working in a clinic. She
did lots of volunteer work at home
and really wanted to do long-term
work serving the underserved. Her
MCAT was top level and her GPA
was 3.85. With all of that, she was
also a woman who had what the

Their average age was 24.5, with 60
percent considered “non-traditional”
(that is, not straight out of college).
That class came from 30 states, and
all students are either U.S. or Canadian citizens or have a green card.
As a member of the Admissions
Committee for the past four years,
I’ve been privileged to meet great
young prospects who, like Alana, are
incredibly committed, have a rich

depth of life experiences and who
give me great hope about the future
of our great profession. Before I tell
you more about our 21st century
physicians and some of the ways you
can help them, allow me to dial back
the time machine a bit and tell you
about my class of 1969 at MCV.
We had about 110 students and, if
my memory serves, there were about
six women, three or four AfricanAmericans and the rest were male
and white. Most were Christian and
there were a few Jews. No Muslims,
Hindus and no Latinos. Nobody who
was born in China or whose parents
came to the U.S. from Afghanistan.
I was the only “immigrant” in the
class, having been born in Uruguay
to parents who left Poland in the late
1930s. What a contrast to today’s applicant pool, which truly reflects the
makeup of 2017 America. To me, today’s class represents the traditional
idea of the American “melting pot.”
I have met students from small
schools like Elon and large schools
like Harvard. Our applicants are
multi-ethnic, almost equally male and
female, multilingual and from many
varied cultural backgrounds. I’ve met
a woman who did research with the
World Health Organization in Africa
and others who have volunteered
“Today,” continued on page 6
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$63,743
Total cost of
attendance (fees,
room and board,
books, etc.) for
in-state first year
medical students
at VCU.

$81,568
Total cost of
attendance for
out-of-state first
year medical
students at VCU.
Source: VCU School of Medicine,
2016-2017

in their communities. I have met
combat veterans as well as ballerinas
and symphony-level violinists. For
me personally, this has been a great
experience as I learn something new
from each applicant. I often joke
that I would not get into med school
nowadays!
Besides the demographic differences, there’s also a major difference
in the admission process itself. The
applicants should do community volunteer work, have some non-academic interests, possibly do research and
definitely shadow doctors. The shadowing is designed to give applicants
an appreciation of the life of a physician—not just the patient interactions
but also the time pressures and how
those affect their lifestyles.
My application process was different. The main criteria back in the
1960s were GPA, MCAT scores and
interviews. The doctors who interviewed me for about an hour couldn’t
have cared less about my outside
interests, research or volunteerism.
Instead, I had two separate interviewers—one was a professor of medicine
who specialized in tuberculosis, the
other was a pathologist who ran the
cadaver lab. Both made me feel welcome, and fortunately I was accepted
on the basis of these interviews and
my MCAT.
Flash forward then to the Admissions Committee, 2017-style. The
process is very interesting because the
committee tries to dig deeper than
it did in the old days and go beyond
test scores to provide a “holistic”
evaluation. Holistic review is a flexible, individualized way of assessing
an applicant’s capabilities by which
balanced consideration is given to
experiences, attributes and academic
metrics and, when considered in com-

VCU medical students listen carefully and take notes during a patient simulation exercise.

Almost every one of the
applicants that I have scored at
a high level would be a person
that I would want to care for me
when he or she finishes training.
bination, how the individual might
contribute value as a medical student
and physician. After the online information is gathered, the applicants
may get an interview.
Also, instead of a one-on-one
interview, there are now multiple
interviewers who present each applicant with different questions. Each
applicant has about eight minutes to
answer each question. Each applicant
starts off with the same question such
as “tell me about yourself,” and the
applicant is given 16 minutes to reply.
Applicants are scored on how they
answer this question, their appearance and also on how they answer
follow-up questions. It’s an extensive
and time-consuming process, but
on balance, I feel it’s more objective
than the one that let me into medical
school. This year applicants answered
up to nine questions each. It really
is fun since you meet very smart and
good applicants.
The VCU SOM has become very
popular, with about 9,000 applicants every year for only 216 slots.
The medical school’s curriculum has
always been very strong in terms of
clinical material. In addition, thanks
to former Dean Jerry Strauss, it has
become a research powerhouse, lift-

ing the clinical department to an even
higher level.
In addition, there has been a
much-needed emphasis on family
practice, the M.D./Ph.D. program,
international, inner city and rural
preceptorship program as well as the
Honduras Outreach Medical Brigada
Relief Effort (HOMBRE) program.
These programs attract committed
people who want to do outreach
work. And, in turn, the holistic
review process is the best way to
consider these energized and interesting applicants.
Today’s School of Medicine does
not want just smart students. Almost
every student who comes to the
interview process can do the work
in med school. Instead, the school is
looking for students who are wellrounded and compassionate and
who will make a good doctor who
is also a nice person. The School of
Medicine looks for dedication and
someone who will be an asset to any
medical school and clinical situation.
Almost every one of the applicants
that I have scored at a high level
would be a person that I would want
to care for me when he or she finishes
training.
So this brings me to your very
own test question: How can you
help?
The Admissions Committee is a
worthwhile endeavor for those who
wish to aid VCU/MCV School of
Medicine in the acceptance of future
doctors. If you’re interested in joining the Admissions Committee, it
can use your help. You can evaluate
applications or interview applicants.
Please think about it and if interested,
contact Michelle Whitehurst-Cook,
M.D., Senior Associate Dean of
Admissions, VCU/MCV School of
Medicine, at mwcook@vcu.edu.
Interviews are conducted on
Tuesday and Wednesday mornings
and Saturday morning and early
afternoon. The dates you choose are
flexible. Interviewers are asked to
participate one or two half days per
month.
And when you get involved, I
look forward to hearing your stories and comparing notes on the old
days—and the new! R
Dr. Koziol can be reached at
ikekoziol@icloud.com.
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Advancing the practice of good medicine.

NOW AND FOREVER.

ANNOUNCING THE 2017 DIVIDEND FOR VIRGINIA MEMBERS
The Doctors Company has returned nearly $400 million to our members through our dividend
program—and that includes 12.5% to qualified Virginia members. We’ve always been guided by the
belief that the practice of good medicine should be advanced, protected, and rewarded. So when our
insured physicians keep patients safe and claims low, we all win. That’s malpractice without the mal.

Join us at thedoctors.com
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All the examination room’s a stage
B Y lisa crutchfield

A waiting room like no other. Specially-trained actors prepare to stump medical students at the VCU School of Medicine.

T

he reality is, you can’t
really rely on patients
to tell you how you’re
doing. Their satisfaction
scores may be linked more closely to
the magazine selection in the waiting
room than your cutting-edge treatment you provide.
HCAHPS outcomes tell part of
the story, but in a subjective and
fickle world, physicians often want a
measurable way to assess their bedside manner and skills.

patients and to be prepared for a
variety of unexpected situations they
may encounter.
They’re available to help you, too.
The robust standardized patient
(SP) program is an integral part of
VCU’s curriculum. Sixteen examination rooms with two-way mirrors
and separate entryways for students
and SPs maintain the illusion that the
scenarios are real. The 25,000-foot
simulation center in the McGlothlin Medical Education Center also

“What happens in simulation
stays in simulation.”
Dr. Catherine E. Grossman
Have you considered asking a
professional patient?
Standardized patients are part of
the curriculum at Virginia Commonwealth University’s School of Medicine. Professional actors are trained
by medical staff to help doctors-to-be
learn effective communication with

offers mannequins, simulators and
task trainers to help students practice
clinical skills from IV insertion to
central line placement.
Interactions and cases with SPs
are one of many educational tools to
hone the skills of established physicians, said Dr. Catherine E. Gross-

man, MD, FCCP, CHSE, and medical
director of the Center for Human
Simulation and Patient Safety. Communication is one of those skills.
For high stakes simulation events
—like office emergencies, cardiac
arrest and relaying bad news—an SP
usually will work in coordination
with a simulation educator to provide
feedback in a safe environment. The
standardized patients and simulation
educators are trained to observe and
to provide constructive feedback.
“What happens in simulation stays
in simulation,” said Grossman. “We
don’t share what your experience is in
our center. We believe that all learners
who come here are smart, capable and
want to improve their skills to take
better care of patients. To that end,
our feedback may not always be positive, but it’s constructive.”
Terry Menefee Gau, a local actress
and SP, told VCU’s 12th and Marshall magazine that SPs are taught
to be firm in their critique. “I can
tell them, ‘You really can’t do that.’
You can’t raise an eyebrow if I tell
you I’m smoking. That’s an immediate judgment moment. And then I’m
never going to tell you I shoot heroin

w w w.ramdocs.org

or something like that. Because if you
raise that eyebrow, I’m never going to
tell you anything else,” she said.
VCU’s Center for Human Simulation and Patient Safety opens its
doors to area physicians. SPs and
simulation educators also work as
“secret shoppers” to travel to a practice to evaluate a specific need of a
physician or practice, said Grossman.
Now in its sixth year, VCU’s
program sprung from collaboration
between the School of Medicine and

Medical students use mannequins along with
standardized patients in their training.

the School of the Arts. SPs are not a
new phenomenon in medical schools;
in 1963, the University of Southern
California began a program after realizing that students needed a trained
“patient” to help them learn skills.
There’s value in using SPs in the
“real” world, with the center accommodating more than 200 different learning experiences each year,
training participants from medical
students to house staff. The center is
accredited as a Comprehensive Education Institute through the American College of Surgeons Accredited
Education Institute program.
Aaron Anderson, founding director of VCU’s standardized patient
program and associate chair in the
Department of Theatre, recently told
a VCU arts publication that he appreciates the intersection of art and science. “What I enjoy most about the
Arts-Health collaborations I participate in is that they start on either side
of the aesthetic practical scale, and
move back and forth powerfully.” R

Lisa Crutchfield is a Richmond-based
freelance writer.

Practices interested in setting up a specialized
scenario with simulation or standardized
patients should plan about four months in
advance so staff can work with the physician or
practice to assess needs, develop a scenario or
program, and train SPs.

Want to find out more?
Contact spprogram@vcu.edu

“Where every breath you take
matters”
Pulmonary Associates of Richmond has grown to serve the COPD
community better with our new COPD Clinic!
Our COPD Clinic offers patient-centered care through extended
appointment times and in-depth education for patients, their family
members, and caregivers.
Patients who have COPD and have been hospitalized, will receive an
appointment within 2 weeks of referral or discharge. The COPD clinic
also accepts referrals from primary care or other specialty clinics for
patients who may require additional management for COPD.
At their appointment, we will:
-Review medications and inhaler technique
-Schedule PFTs, if needed
-Assess oxygen needs
-Review vaccine status
-Refer to our research or sleep department and other
resources, if indicated
-Have extended appointment times
-Provide patient and family/caregiver education
Our COPD Clinic Locations:
(804) 320-4243
Boulders:
1000 Boulders Parkway
Suite 200
Richmond, VA 23225

Caroline Feinman, ACNP-BC & Megan Zolty, FNP-C

Santa Rosa:
1603 Santa Rosa Road
Suite 101
Henrico, VA 23229

WWW.PARACCESS.COM
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2017 RAM events
Date 	Meeting/Location/Time

June 14, 2017
Wednesday

RAM (almost summer) Member Social
Kick off to the summer with light-hearted
camaraderie and toasting those ’mallows on the
patio (weather permitting).
Oyster Bake & S’mores Roast
Willow Oaks Country Club in the River Lounge
6228 Forest Hill Ave., Richmond, VA 23225
5:30 – 8:00 p.m.

July 12, 2017
Wednesday

RAM Family Event
Join us for a fun-filled night at Lewis Ginter—
waterplay in the Children’s Garden, face painting,
balloon animals and a family-friendly dinner
Lewis Ginter Botanical Garden
1800 Lakeside Avenue, Henrico, VA 23228
5:00 – 8:00 p.m.

September 12, 2017
Tuesday

“Online Presence Biopsy” Program for
Practice Manager RAM Members
Is your practice’s website in need of an annual
checkup? If so, attend and volunteer to serve as a
“standardized patient” as KevinMD joins us and
analyzes practice websites while answering online
reputation questions in real-time.
Richmond Academy of Medicine
2821 Emerywood Parkway, Suite 200
Richmond, VA 23294
3:00 – 4:30 p.m.

September 12, 2017
Tuesday

October 20-22, 2017

RAM Membership Meeting
Connect and be heard: Make a difference in health
care with social media. Come be inspired to use social
media and make your own difference in health care.
Speaker: Kevin Pho, MD (aka KevinMD)
The Jefferson
101 W. Franklin Street, Richmond, VA 23220
5:30 p.m. cocktails, 6:15 p.m. dinner;
7:00 p.m. presentation
Medical Society of Virginia Annual Meeting
Consider serving as a RAM Delegate at the MSV
Annual Meeting and help establish effective health
care policy
Hilton Norfolk The Main
100 E Main Street
Norfolk, VA 23510		

Should you have questions about any of our upcoming meetings, please
call the Academy at (804) 643-6631. Do you have a colleague interested in
becoming a RAM member? Bring him or her along to the next RAM event!

Get your RAMgagement on!
The 2017 RAMgagement competition is heating up! Last year’s inaugural
top two finishers took home overnight stays with breakfast at the Jefferson and
Omni, so competition is fierce at the start of year two. The points have been tallied and it is a very tight race as of the end of Q1!
In a two-way tie for first place with 35 points are young guns Dr. Joey Ellen
with Virginia Urology and Dr. Jonathan Schaaf with Chesterfield Family Medicine
Residency Program. Recruiting a new member apiece has landed them both at
the top spot. But they shouldn’t get too cozy up high just yet, as there are lots
of footsteps coming up behind them. (See Leaderboard for our gold, silver and
bronze standings as of April 1.)
As a reminder, members earn points for each RAM event attended. Additional points are awarded for bringing a potential new member as your guest,
and bonus points are awarded if that non-member joins the Academy. So bring a
new face along with you to the next event (see RAM events to left) and encourage your friends and colleagues to become a part of RAM! R

LEADERBOARD

A S O F E N D (as
Q -of
1 end of first quarter)
Leaderboard

FIRST PLACE - 35 POINTS
Dr. Joey Ellen | Virginia Urology
Dr. Jonathan Schaaf | Chesterfield Family Medicine Residency Program

SECOND PLACE - 30 POINTS
Dr. Owen Brodie | Retired
Dr. Valerie Brookeman | Retired
Dr. Carolyn Burns | Virginia Cardiovascular Specialists
Dr. Helen Foster | Retired
Dr. J. Mark Hylton, Jr. | VCU Health, Department of Anesthesiology Resident
Dr. Mark Monahan | Virginia Urology
Dr. Patrick Woodward | Virginia Physicians Inc. - Reynolds Primary Care
Dr. Peter Zedler | Retired

THIRD PLACE - 25 POINTS
Dr. Helen Kuno | Virginia Diabetes and Endocrinology
Dr. Walter Lawrence | MCV Hospitals, VCU Health & McGuire VA Medical
Center
Dr. Charlene Ng | Virginia Physicians Inc. - Reynolds Primary Care

Honoring Choices can help you ‘start the conversation’
Advance care planning is one of the most pressing issues of 21st century medicine, with studies
showing 80 percent of Americans would prefer to
die at home but only 20 percent achieve that wish.
Honoring Choices ® Virginia—an initiative of the
Richmond Academy of Medicine—is working hard
to change this. We are now making training available to community providers, with plenty of ways
to get involved! And Medicare now covers advance
care planning for beneficiaries, a great way to integrate ACP into your practice workflow.
Are you interested in building your team’s skill
in having quality, person-centered advance care
planning conversations? If so, sign up for our upcoming training sessions.
Is your practice affiliated with one of our
Come join friendly facilitators like Jennifer Collins and Betty Bryson of CJW.

founding partners—Bon Secours, HCA Virginia or
VCU Health? Then you may be eligible to become
an Honoring Choices site through our health
system implementation.
Would your practice or organization be interested in joining the 37 clinical teams now in our
collaborative? We have participation options available for organizations of all sizes.
Are you a safety net provider who serves older
adults? We recently received grant funding to support facilitator training for those serving vulnerable
populations.
Interested in learning more? Please
contact Robin Clair Cummings, Director of
Honoring Choices Virginia, at (804) 622-8141 or
rcummings@ramdocs.org.

w w w.ramdocs.org

FOUNDATION | COMMUNITY OUTREACH | MEDICAL RESEARCH
STONY POINT SURGERY CENTER | WEST CREEK MEDICAL PARK

Visit

www.medarva.com
to learn more.
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Disease detectives:
From MRSA to mumps to meningitis,
the health department is always on call

University of Richmond

B Y chip jones

UR students on the move on campus.

441

wikimedia

students and
employees received
the MMR vaccine
due to the 2013
outbreak of mumps
at the University of
Richmond, with 45
confirmed cases and
another 39 probable
or suspected ones.

University of Richmond’s
Boatwright Memorial Library

Dr. Lynne Deane has always loved
a good mystery. And as medical director at the University of Richmond’s
Student Health Center for the past 25
years, Deane doesn’t have to wait for
the latest thriller by John Grisham or
Stephen King.
All she has to do is wait and
see who’s walking—and often
coughing—their way into her clean,
well-lit clinic in the Special Programs
Building not far from UR’s intramural
fields off River Road. Every new
class of Spiders seems to bring its
own particular set of characters, plot
twists and enough new infectious
diseases to keep Michael Crichton
busy.
That was the case last fall when
over the course of several days, a rising number of students came to her
complaining of a strange rash under
the arms. “It appeared to be MRSA,”
she said, referring to methicillinresistant Staphylococcus aureus, the
bacterium that causes infections in
different parts of the body.
The patients were all women, but
that was all they had in common.
They lived and studied in different
parts of campus. They weren’t roommates, sorority sisters or even in the
same classes.
“We had a cluster of students, but
we didn’t understand how they were
connected,” she said.
This wasn’t her first medical
mystery, of course. Deane—whose
enthusiasm and energy infuses her

clinic with jokes, observations and
stories—leads a visitor to a bookcase
over a counter in the lab and starts
rummaging around a row of carefully
catalogued notebooks.
“Let’s see, here’s the meningitis
outbreak from … was that 2000?
2001?” She taps her forehead and
shuts her eyes, seeming to search her
brain for the many disease outbreaks
she’s seen and treated on the pristine
campus in the rolling hills north of
the James River. “Here’s the mumps
outbreak from 2013, oh and here’s an
earlier MRSA case….”
Deane, a 1978 UR grad, pauses
to explain. “This happens more
frequently than people might realize.” While stories about the Ebola
and Zika virus or last year’s Tropical Smoothie illnesses cases get more
publicity, it’s more common ailments—often transferred through
saliva and other bodily fluids—that
lead to disease outbreaks on campus.
Deane has come up with what
she calls the “Seven S’s of College
Health.” In no particular order, they
are:
l
l
l
l
l

l
l

Sports (injuries)
Snot (respiratory ailments)
Sex (“Which is pretty obvious.”)
Skin (rashes, acne)
Stress (“Huge problems with
stress in college students today.”)
Substance abuse
Sleep

“A college is a kind of special
petri dish for easily spread germs and
diseases,” she said. “Depending on
how bad a winter flu season is, we
may have 4,500 to 6,500 visits per
year from August to May,” or on
average more than one visit a year for
UR’s student body of 3,500.
The Student Health Center is
staffed by Deane and two other physicians, six nurses and three administrative staff.
In October, as more and more
women began to show up with rashes
under their arms, Lynne knew where
to turn. “We couldn’t figure out what
the connection was so we could prevent it from spreading.” So, she said
with a laugh, “Cue the ‘Ghost Busters’ theme. We called Laura Young in
the Health Department.” She is the
district epidemiologist at the Henrico
County Health Department.
Wait, you might ask, isn’t it the
University of Richmond and not the
University of Henrico County? Yes,
indeed, and Deane said she enjoys a
great relationship with Richmond’s
Health Department.
But after she became UR’s medical director in 1991 she learned that
while more than 90 percent of the
campus is within the city limits, “The
Student Health Center actually sits
on land that’s in Henrico County.”
After some confusion about which
health department was responsible
for assisting the university, all parties
talked and graciously agreed to ac-
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cept Henrico County Health Department as the point of contact.
Pieces of a puzzle
The treatment of the students
with MRSA was fairly straightforward: incision and drainage, culture
of the debrided material and empiric
antibiotic therapy pending the culture
results.
But there was a wider puzzle to
solve: Where had these Spiders picked
up the skin disease?
As she pondered what she’d seen,
Deane shared with Young what she
knew so far: The infected patients
didn’t all occupy the same residence
hall; they weren’t in the same sorority;
and they didn’t participate in the same
student organization or athletic team.
She gave Young the students’
names, dates they came into the clinic
and any other relevant information
she could find. “Because they are the
public health department, they’re able
to get patient records that I’m not
privy to,” Deane explained. “As a
public health officer, if you’re investigating, you have access to all the
puzzle pieces.”
Young began investigating the
case by sending MRSA samples
obtained from the infected students
to the testing lab used by the Virginia
Department of Health, which encompasses all local health departments.
She also called in a colleague, Angie
West, a regional epidemiologist.
The state lab ran the MRSA
samples through a special test called
PFGE—short for pulsed-field gel electrophoresis, a lab technique used by
scientists to produce a DNA fingerprint for bacterial isolates.
Bingo! Lynne’s first three patients
had a match, and Young and West
knew they’d all likely been exposed
to MRSA by the same source.
Yet, there was no way to scour the
entire campus using special detection
devices to pick up more of this strain
of MRSA—too time-consuming and
costly.
Young reached out by phone to
interview the patients. What sports
did they play? Did they exercise
and, if so, where? At the university’s
recreation center? Had they traveled
recently? Did they share clothes or
razors with friends?
“They all had a rash in the same
area—in their underarms,” Young explained. “That’s why we asked about
shared razors.”
After they were done, one thread
tied all of their stories together: The

UR recreation center. “Every one of
them said ‘I used the gym,’” Young
said.
And, narrowing it down further,
West said, “They also used the same
equipment,” including elliptical trainers and free weights.
“We let Dr. Deane know, and she
reached out to the rec center, and
we offered to come in and do some
observations,” Young said.
The health detectives brought
along a relatively new tool of their
trade, the luminometer. Using ATP
swabs, this handheld device uses bioluminescence to detect residual ATP as
an indicator of surface cleanliness. The
presence of ATP on a surface indicates
improper cleaning and the presence of
contamination, such as food residue,
allergens and bacteria. This, in turn,
hints at the potential for the surface to
harbor and support bacterial growth,
Deane said.
“We use them [the luminometers]
in other settings for ‘teaching moments,’” West explained. For example, she lets hospital staff know when
things “aren’t as clean as they look,”
including “equipment that goes from
room to room.”
Their visit to UR’s rec center
marked a kind of experiment since
they’d never taken the detection device into a fitness facility.
It turned out to be a constructive,
teachable exercise for everyone. The
rec center was targeted because the patients all identified it as a place they’d
frequented and the health department
wanted to prevent any further spread
of MRSA in a high-use facility. After
that, no more cases were reported to
the health department.
Deane was proud of UR’s recreation center leadership and staff for
choosing to learn from what had
been something of a pain in the posterior. The university’s newspaper first
reported the skin infections and the
story was picked up by local media.
Deane is a lifelong student of oncampus medicine. From her recent
experience she learned “there are no
standards in the industry for how to
clean a gym. There are standards for
how to clean an ICU or an OR, but
we don’t have standards for everything.”
Even in the medical world, the
public health experts say, often the
devil—and the spread of disease—is
in the detail. Consider a NICU, for
example, where a father might scrub
in to visit his baby. In the excitement,
“Disease,” continued on page 14

“As a public health officer, if
you’re investigating, you have
access to all the puzzle pieces.”
Dr. Lynne Deane

Who you gonna call?

The Virginia Department of Health stands ready to help
RAM members—whether it’s to provide lab support to
identify an infectious disease, deciding if a patient needs
post-exposure shots for rabies or helping educate parents
about why their child may need to stay home from school
for a period of time.
But despite the high marks they get from the medical
community, sometimes “physicians don’t realize the techniques we have at our disposal in this state,” said Angie West,
regional epidemiologist at the health department. To cite
but one example: The state’s testing lab can coordinate a
“molecular-based” test rather than a “culture-based” one to
make a definite diagnosis of spinal meningitis.
“It’s not always necessary,” said Laura Young, West’s colleague at the Henrico Health Department. “A lot of times
the test at a private lab is good enough to confirm the etiology of the illness.” But sometimes when there is a critically
ill patient with a disease of public health concern “you can
get a much more detailed analysis from a state lab,” including polymerase chain reactions, viral cultures, and serology.
The health department is responsible for monitoring and
investigating all reportable conditions as part of its overall
mission to promote and protect the health of all Virginians.
Physicians are legally required to report conditions such
as invasive strep, bacterial meningitis, STIs and many other
diseases (see vdh.virginia.gov for more information). But
beyond such statutory requirements, West and Young want
RAM members to know that their public health partners
are always available as a resource.
You can contact Young at (804) 501-5216 or email her
at laura.r.young@vdh.virginia.gov. You can also contact the
epidemiologist at your local health department. R
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“Disease,” continued from page 13

though, they’ve seen fathers allowed
in with cellphones that weren’t
scrubbed at all. Once the picturetaking begins, it’s too late.
“The nurse is focused on the
baby, not on the phone,” Young said.
“They might not think about that as
a source of infection.”
The lesson, she said, is that for
doctors and hospitals alike, “We offer
another set of eyes. We’re not doing
what you do every day, so we might
notice something that would be overlooked otherwise.”
In the case of the MRSA outbreak
at UR, the investigation did not verify
the source of the outbreak, but it
helped Deane and her colleagues realize they could improve their cleaning
regimens. “They’ve been really proactive,” Young said.
Indeed, Deane is developing her
own study of cleaning techniques
used in the Student Health Center.
“In the process of going down the
rabbit hole, we discovered we could
improve our best practices,” she said.
Now she’s armed with her own luminometer and is excited about using it
around the clinic.
“Isn’t that cool?” she said, holding up the digital device.

Currently, she has her examining
rooms cleaned twice a day—at midday, after morning clinic, and again
at the end of the day. But since “there
are no standards in how you clean
a primary care doctor’s office—or
none that I’m aware of,” Deane said
she is looking forward to setting her
own professional benchmark for
cleanliness.
“We may discover what we’re
doing now is adequate, or we may
discover we have to do it better,” she
said. “We don’t know—and that’s
the interesting part. We don’t know
what we don’t know. Those are the
fun things about my job. And it’s the
‘don’t know’ things that come back
to bite you!”
Mumps & grumps
Last fall’s case was a blip on the
student health radar compared to the
outbreak of mumps in the first few
months of 2013. Ninety-six potential
cases were associated with the university: 45 were confirmed, 39 were
probable or suspected cases and 12
were unknown or ruled out.
All told, it was “the biggest outbreak of mumps in the past 10 years
in Virginia,” said West, the regional

epidemiologist.
With so many students living in
such close quarters—often sipping
each other’s drinks at parties or sharing their Gatorade or working out
together—a college campus really is
a prime place for the transmission of
diseases.
Just how big was that 2013 outbreak? Well, Deane had a dedicated
RN for mumps cases to streamline
identification and notify the university. She worked with residence halls’
staffs to get mumps-stricken students
into isolation. She also worked with
UR’s dining services to provide meals
to the stricken students and—in
accordance with health department
recommendations—made special
arrangements with professors for
the students to continue their studies from the safety of the isolation. If
diagnosed, students were required by
the university to isolate themselves in
accordance with the health department’s recommendation to prevent
further spread of the disease.
As if that weren’t enough, she also
worked with the university’s communications department and Office of
Emergency Management to form an
Outbreak Control Team to provide

students, staff, faculty and parents
with regular updates about the outbreak.
Deane even worked with university colleagues to provide a special
block of dorm rooms to serve as an
isolation area for students—not exactly a popular move among some of
those students’ parents. (It was better
than what several parents did, which
was to put their infected student in a
hotel to get away from it all and, of
course, potentially spread the disease
even further.)
Some RAM members might recall
how area hospitals and outpatient
clinics had to take their own precautions, with their providers wearing
masks and taking other preventive
measures.
Deane still vividly recalls intercepting the UR Club Lacrosse team
at the Robins Center before it took
off for a West Coast spring break
road trip. Thirty players, coaches
and trainers were screened by three
physicians before they headed to the
airport. “Unfortunately two of them
developed mumps while on the trip,”
Deane recalled. “But we were able
to prepare the trainers to isolate the
symptomatic students.”

The Best Team in Urology Now
Has the Best in MRI Technology.
Virginia Urology will be offering patients the convenience
and comfort of a non-invasive MRI of the prostate. We will
soon have the state of the art 3T MAGNETOM Skyra MRI.
Having the latest technology means that invasive endo
rectal coils will not be used for prostate MRI. Exceptional
MRI clarity helps improve outcomes for genitourinary (GU)
and non-GU conditions. Faster, easier, clearer results all
interpreted by subspecialized, expert physicians.
Now that’s just what the doctor ordered.

Call 804-330-9105 or visit www.uro.com

Your Choice for Urological Excellence
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The 2013 mumps outbreak became
a kind of perfect storm in the world of
public health, for just as the professionals were starting to get a handle on the
problems, spring break arrived. The
students left campus, and when they
returned after 10 days, more cases of
mumps spread across campus.
This led Deane and her health
department allies to set up a rare
“third dose vaccine clinic” for the
MMR vaccine to help boost students’
immune systems. The clinic required
special permission from the Centers
for Disease Control and Prevention in
Atlanta. In all, 441 university students
and employees received the vaccine.
In the end, the mumps outbreak of
2013 abated. Was it because students
were isolated? Or was it the result of
the massive vaccination effort?
“It’s hard to say,” Young said,
“because the students went home” at
semester’s end in May.
West added, “It’s frustrating
because we can’t ever know how effective our preventive efforts are.”
Yet for Deane, the collective
experience—the mumps cases, the
MRSA cases and the many other
infectious diseases and other public
health issues—is simply more proof

of the value of collaborating with
her friends at the Henrico County
Health Department. She encourages her RAM colleagues to tap
into the department’s vast resources
and call if they have a vexing problem—whether it’s with an infectious
disease, deciding if a patient should
receive post-exposure shots for rabies
or helping educate parents about why
their child may need to stay home
from school or day care for a particular amount of time.
Deane said the UR community
and the Student Health Center Care
team is deeply grateful for their
health department comrades, whom
she calls “unsung heroes and heroines.” As she talks to other college
healthcare colleagues around the
country, Deane said, “I realize we are
so blessed. I see how other universities in other states struggle because
they don’t have the resources and
expertise we have in Virginia.” R

Chip Jones is RAM’s communications and marketing director.

To donate to the RAM Endowed Scholarship, make checks
payable to the “MCV Foundation” and put in the memo line
“Richmond Academy of Medicine Scholarship #M20641.”
Mail to:
Jodi T. Smith,
Director of Alumni Relations
School of Medicine Development office
MCV Campus of VCU
P.O. Box 980022
1016 East Clay Street
Richmond, Virginia 23298-0022
Questions? Call Jodi Smith at (804) 628-2248

Just be yourself.
Isn’t that what
they always say?
Doesn’t it sound so simple?
But for many people who struggle
with their weight, sometimes it’s
easier said than done.
Bon Secours Surgical Weight Loss Center
offers proven methods for reducing and
managing your weight in a practical
and healthy way, along with a support
program that will put you on the right
track and help you stay there.
All provided by a team of specialists
united by a single goal.
Your goal.
To just be

yourself

.

BonSecoursBariatric.com

St. Mary’s | Memorial Regional | Richmond Community | St. Francis | Watkins Centre
Rappahannock General | Bon Secours Medical Group
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Back to the future: the promise
(and challenges) of ‘hospital at home’
BY MICHAEL J. MENEN, MD

© istock

Dr. Menen is Chief Medical
Officer of CJW Medical
Center. He can be reached
at Michael.Menen@
hcahealthcare.com.

W

hile the hospital
is frequently the
best and only
option when you
are really sick, going to the hospital
is expensive and may be hazardous
to your health. It is not uncommon
for patients to contract an infection,
experience delirium or lose functional
capacity during a hospital stay.
One way to avoid hospital complications, overcrowded hospitals and
spiraling costs is to not admit patients

to offer the advanced, immediate care
synonymous with modern medicine.
However, taking care of patients
in their homes could produce dramatic savings, chiefly by eliminating the
fixed costs associated with operating
a brick-and-mortar hospital. Pilots of
the model have already achieved savings of 30 percent and more per admission. In addition to such savings,
at-home care may also help avoid bed
shortages and reduce or eliminate
the need to build new hospitals as

Who should be clinically responsible for
patients discharged early from the hospital but
who still receive alternative treatment at home?
to the hospital. An alternative to
hospitalization, for selected patients,
is gaining momentum: Take the hospital to the patient—more specifically,
to his or her home. Taking care of
patients in their homes is not really a
new concept, of course. Home-based
care was the standard of practice long
before the development of hospitals.
But with the advent of modern
hospitals, home-based care has
understandably gone by the wayside.
Hospitals offer efficient, seamless 24hour coverage with ready access to
the services and equipment necessary

demand for acute care increases.
Hospital-at-home programs that
enable patients to receive hospitallevel care in their homes have flourished in countries with single payer
health systems, but their use in the
U.S. has been limited—despite compelling evidence that well-monitored,
at-home treatment can be safer and
more effective for selected patients
than some traditional hospital care.
In most studies, patients used less
sedative medications, had less delirium, suffered fewer complications and
experienced less functional decline

than comparable inpatients.
In the United Kingdom, 44
percent of hospitals run an at-home
model. Primary providers manage
most patients, and consultations with
specialists are available as needed.
Most communities deploy ancillary
services and other hospital functions
as required. There is a team that
coordinates care and information
transfer along the continuum.
In Victoria, Australia, every
metropolitan and regional hospital
operates such programs. Roughly
6 percent of all hospital bed days
are provided that way. For specific
conditions, the use of at-home care is
significantly greater—nearly 60 percent of all patients with deep venous
thrombosis were treated at home in
2008, as were one-fourth of all hospital patients admitted with cellulitis.
New policies aimed at encouraging efficiency may spur interest in this
model in the U.S. In recent years, a
number of payers and providers have
sought advice from clinicians at Johns
Hopkins, which has operated a hospital-at-home program since 1995. The
program was developed as a means
of treating elderly patients who either
refused to go to the hospital or were
at such increased risk of hospitalacquired infections and other adverse
events that physicians kept them at
home out of concern for their safety.
Early trials of the Johns Hopkins
model found the total cost of at-

home care to be 32 percent less than
traditional hospital care ($5,081
vs. $7,480). The mean length of
stay for patients was shorter by one
third (3.2 days vs. 4.9 days), and the
incidence of delirium (among other
complications) was lower (9 percent
vs. 24 percent). One study of the
program also found no difference in
the rates of subsequent use of medical services or readmissions. Adding
to such metrics of success, patients
and family members’ satisfaction was
higher in the home setting than in the
traditional hospital setting, reflecting
the convenience of the model.
But adoption of the home-based
model has been limited significantly
due to the lack of payer acceptance.
As the healthcare industry shifts
to new payment models that allow
providers to share in the savings of
more efficient models of care, the
hospital at home may finally have a
shot at becoming a mainstream mode
of delivering care.
Whether new healthcare models
should be implemented depends on
a variety of factors besides reimbursement. Widespread adoption of
the model in the U.S. has also been
hampered by concerns about patient
safety as well as legal risk. One ma-

4

6

jor question that requires more study
and agreement is this: Who should
be clinically responsible for patients
discharged early from the hospital
but who still receive alternative treatment at home?
The health system needs to
provide at least the same outcomes
as usual care. So, how will quality be monitored and controlled?
Furthermore, how do patients and
their family members feel about the
quality and safety of these models?
Many people feel that the hospital at
home may be an inferior choice to a
hospitalization.
Time constraints are another barrier. Physicians who refer patients to
the program must screen them and
make arrangements to introduce them
to the concept of at-home hospital
care. For many, it is simply easier to
admit patients. Engagement of emergency department physicians is critical
because they are often the ones who
will have to make the biggest adjustment in their decision-making—that
is, sending the patient home with an
acute illness rather than admitting
him or her to the hospital.
Chief financial officers of hospitals also present a challenge, particularly those who remain unconvinced
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that the beds freed by treating
patients at home will be filled with
patients needing more complex and
intensive services. When you don’t
have backfill opportunities, it is
a little bit harder to convince the
CFO of the hospital that it is better to walk away from a $10,000 or
$12,000 admission.
And finally, there are concerns
about gaming the system; for example, what occurred in Australia when
“Future,” continued on page 18
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5

million

seniors and young
adults with disabilities
currently receive
home health care
from Medicare and
Medicaid, from 2,600
home health agencies
nationwide.
Source: USNews.com, Feb. 9, 2017

“Future,” continued from page 17

some hospitals began referring patients who only needed subacute care
to the at-home program. Auditing
programs, establishing accreditation
programs and reinforcing inclusion
criteria may address these concerns.
It is important to note that the
hospital at home is not home care.
The interventions and level of care
in some cases needs to be equal to
that provided on the general medicalsurgical unit of a hospital. Patients
with specific chronic conditions can
receive necessary interventions like
oxygen therapy, nebulizer treatments,
IV infusions or diagnostic tests like
X-rays in their homes. They can also
require extended nursing care for
the initial portion of their admission
and then at least daily nursing visits,
based on clinical need.
Some hospital-at-home models
rely heavily on physicians and nurses
to manage care, and a physician may
make one or more home visits per
day, remaining available for urgent or
emergent situations. In some models,
physicians do not make house calls.
Instead, they engage with patients,
as well as nurses making home visits,
using two-way biometrically enhanced video that enables physicians

to see, but not touch, patients.
However, this video approach
introduces some complications. It
requires using providers who are
comfortable treating patients without
face-to-face contact as well as consistent and continuous communication
among team members who operate in
a virtual manner. The lack of a physician presence in the home may inhibit
patient confidence.
On the plus side, this telemedicine
model has the potential to vastly increase the number of patients treated
at home and to deliver care at half
of the traditional hospital costs. The
larger savings ensue from eliminating
physician house calls. You really start
to leverage economies of scale when
you have a doctor who is covering
a hospital-at-home program across
wide swathes of geography.
Advocate Health Care, an integrated delivery system in Oakbrook
Terrace, Illinois, near Chicago, conducted an at-home pilot focused on
a single hospital that was at capacity
and whose emergency department
frequently had to turn away ambulances. The patients in the program
and in the control group suffered
from DVT, asthma, pneumonia, CHF
and COPD, among other conditions.
The 2010 trial significantly reduced

readmissions, increased patient satisfaction rates and cut costs.
The Carilion Clinic, the Roanokebased regional health system in
Southwest Virginia, tested its own
model in the mountains of Tazewell
County. But physicians in the community and in the emergency department were reluctant to refer patients
because of safety and malpractice
concerns, even though they supported
the concept in principle.
As the U.S. population ages and
the demand for acute hospital services increases we will have to think
of innovative ways to mitigate rising
healthcare costs. Transforming home
health into home-based care, which
includes nursing and therapy typically provided in the hospital, has the
potential to decrease complications,
increase capacity, lower costs and
improve satisfaction
As the spectrum of available
services and technology supporting
the home-based model continues to
improve, caring for patients in the
home will play an important role in
health care. If payers and providers
develop a strategic emphasis on shifting the site of care toward the home,
the hospital at home can, and will, be
the next frontier of health care. R
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HPV: It’s not you, it’s me
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B Y T I R A H A N R A H A N , M P H , A N D K AT H Y H U R T

H

uman papillomavirus
is the most common
sexually transmitted
infection. The Centers
for Disease Control and Prevention
(CDC) reports that approximately 80
percent of sexually active men and
women will become infected with
HPV with 14 million newly infected
Americans every year. HPV infection
is usually cleared within a couple
of years. However, the HPV virus
becomes a serious medical concern

bidity and Mortality Report (MMWR),
out of adolescents ages 13 to 17, less
than 42 percent of girls and only 28
percent of boys completed the threedose HPV series nationwide. (As of
fall 2016, the Advisory Committee on
Immunization Practices recommends
the HPV vaccine be administered as a
two-dose series for children younger
than 15 and three doses for adolescents 15 and older.)
So surely Virginia’s rates are higher,
right? Not so. The same CDC report

3
One of the most effective ways you as
a provider can increase uptake is to
recommend the HPV vaccine along with
the other adolescent vaccines.
when the body fails to clear the
infection. The good news is the HPV
vaccine prevents the high-risk HPV
strains from causing cancer. HPV
strains cause 91 percent of all cervical
cancers, 69 percent of vulvar cancers
and 75 percent of vaginal cancers
in women, according to the CDC.
The virus is also responsible for 63
percent of penile cancers in men
and about 70 percent of oropharyngeal and 91 percent of anal cancers
in both sexes. HPV causes at least
30,700 cancers each year.
HPV vaccination would appear to
be a “no-brainer” based on the number of cancers attributed to the virus.
This is not the case, however. According to the CDC’s August 2016 Mor-

found only 38 percent of girls and 26
percent of males (ages 13-17) completed the three-dose series in Virginia.
What are some of the barriers and
solutions to increase our coverage
rates and, more importantly, protect
adolescent patients from cancer?
l

Barrier: Weak recommendations
from physicians and other
providers. The recommendation
is “the single biggest barrier to
increasing HPV vaccination,”
Melissa Gilkey, assistant professor
of population medicine, Harvard
Medical School, said in an October
2015 interview with NPR. Patients
listen to what their providers
do and do not recommend. If

you are hesitant to recommend
the HPV vaccine because you
are uncomfortable talking to
adolescents and/or their guardians
about sex, then don’t talk about
it. Dr. Amy Middleman, chief
of adolescent medicine at the
University of Oklahoma College
of Medicine, told The New
York Times in 2014 that the sex
part of the conversation is not
necessary when recommending
HPV vaccine in the same way that
discussing how someone contracts
diphtheria is not necessary before
recommending the Tdap vaccine.
Solution 1: Strong physician/provider recommendation. A strong
recommendation approaches HPV
vaccine as any other routine immunization. This includes reframing the HPV vaccine to concern
cancer, not sex. Some examples:
		 “Now that your child is 11,
s/he is due for the HPV vaccine to
protect him/her from HPV-related
cancers.”
		 “Your child is overdue for the
HPV vaccine. I recommend that
s/he get that today.”
Solution 2: “Bundle” or “sandwich” the HPV vaccine. One of
the most effective ways you as a
provider can increase uptake is to
recommend the HPV vaccine along
with the other adolescent vaccines
(Tdap, meningitis and flu). Some
examples:
		 “Now that your child is 11, s/
he is due for vaccinations today to
“HPV,” continued on page 20
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before adolescents leave the office
and call patients to remind them of
their appointment.

“It’s time for your child to get the
Tdap, HPV and meningitis vaccines
today. Do you have any questions?”
Barrier: Missed opportunities.
Preteens are not seen as often as
children in medical homes for
annual and well-visits. Based on
a 2014 CDC MMWR, it’s clear
that if providers had administered
the HPV vaccine at the same time
they were administering the other
adolescent vaccinations, they could
have achieved a rate of HPV vaccination of more than 91 percent!
Solution: Reminder/recall. Employing a reminder/recall system
within your Electronic Health
Record (EHR) will alert your office
when a preteen is due for an HPV
dose when the patient comes in for
a visit, regardless of whether it is a
well-visit. Utilizing standing orders
for HPV vaccine also helps to
improve immunization rates. Additionally, office staff can schedule
follow-up vaccine appointments

Barrier: Lack of information
(concerns about promiscuity
and vaccine safety). Generally,
families are not as informed
about adolescent immunizations
as childhood vaccines.Therefore,
parents are more likely to believe
the misconceptions that HPV
vaccine increases promiscuity and
is unsafe. Multiple studies show
the HPV vaccine does not increase
promiscuous behavior. “There
are so many misconceptions
about the HPV vaccine. This is
a highly effective, highly safe
vaccine,” says Iain Morgan, Ph.D.,
Director, Philips Institute for Oral
Health Research at the Virginia
Commonwealth University School
of Dentistry and a staff member of
VCU Massey Cancer Center.
Solution: Educate parents before
the visit. Send educational materials to parents with annual appointment reminders or do a mailing
specific to HPV vaccine to educate
parents about the relationship

between HPV and cancer. Another
option is to give parents a pamphlet with information about the
HPV vaccine when they check in
to prepare them for the visit. Fliers
describing the importance of HPV
vaccine, its relationship to cancer
and how to answer parent questions in a timely manner can be
found on the CDC’s website (cdc.
gov) as well as that of the Virginia
Department of Health (vdh.gov).
l

Barrier: It’s not me, it’s you. Providers often believe their coverage rates for the HPV vaccine are
higher than they actually are.
Solution: It’s not you, it’s me. Find

out your actual coverage rate for
HPV vaccine. Then employ tactics
to increase your HPV coverage
rates. For one-on-one support,
please contact Tira Hanrahan,
adolescent coordinator at the
Virginia Department of Health, at
tira.hanrahan@vdh.virginia.gov. R
Tira Hanrahan, MPH, is adolescent
coordinator at the Virginia
Department of Health. Kathy Hurt
is program coordinator, Cancer
Research and Resource Center of
Southern Virginia/Danville, an
outreach office of VCU Massey
Cancer Center, which funds the
center along with the Tobacco
Region Revitalization Commission.
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help protect him/her from meningitis, HPV cancers and pertussis.”

