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Faculty
• Peter A. Weil, PhD, LFACHE

– Principal, Your Customer’s Voice

Learning Objectives
• Examine the most recent research 

pertinent to the practice of healthcare 
management.

• Discuss recommended initiatives to 
implement in your organization.
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Agenda
• What is the Relationship between 

Executive Leadership Competencies 
and Value-Based Organizational 
Performance of United States 
Hospitals? 

– Lihua Dishman, DBA, FACHE

Agenda (cont’d)

• Implementation and Dissemination of 
a High Value Care Program at an 
Academic Safety Net Health System: 
Impact and Opportunities for Learning 
Organizations

– Stephen B. Williams, MD

7

8



5

Agenda (cont’d)

• Innovative Comprehensive  Care 
Model: Pittsburgh VA Oncology

– Jennifer Ford

– Patricia MacTaggart

More About This Session
• Each presenter will speak for about 20 

minutes.

• There will be five minutes for clarifying 
questions at the end of each 
presentation.

• There will be time at the end of the 
session for questions and discussion.
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Applications to Practice
The goal of this session is to present research results 
with practical application in healthcare leadership, 
namely:

• Impact of leadership competencies on organizational 
performance and directions for leader development.

• Lessons from application of a multidisciplinary 
approach to sustainably deliver high value care.

• Optimizing the combined use of virtual and in-person 
means to deliver timely and appropriate care. 

Faculty Biography/Contact Info
Peter A. Weil, PhD, LFACHE is currently Principal of Your Customer’s Voice 
a marketing research firm based in Chicago. Prior to this, Mr. Weil was the 
vice president of research at ACHE where he led studies of healthcare 
executives and trends in healthcare delivery for almost 30 years. He initiated 
some of the research programs ACHE supports today including an annual 
Congress session on leading research studies in healthcare management, 
the Management Innovations Poster Session as well as annual reports of 
top issues confronting hospital CEOs. 

Contact information: weil3@msn.com 773-829-5109
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What is the Relationship between 
Executive Leadership Competencies and 
Value-Based Organizational Performance 
of United States Hospitals? 

Lihua Dishman, DBA, FACHE

Learning Objectives

• Analyze the relationship between executive leadership 
competencies and value-based purchasing organizational 
performance of acute care hospitals across the United States.

• Identify which executive leadership competencies matter the 
most to value-based purchasing organizational performance of 
acute care hospitals across the United States. 

• Examine how executive leadership competencies can continue 
to improve value-based purchasing organizational performance 
of acute care hospitals across the United States. 
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Agenda

• Background

• Study Aims

• Research Design, Data Collection, and Data Analyses

• Findings

• Discussions

• Conclusion

Background

• Healthcare executives in the United States are faced with 
complex system problems and changes (Garman et al., 2020).

• Executive leadership competency development is needed to 
address these changes (Garman et al., 2020).

• National Center for Healthcare Leadership (NCHL) has 
developed a science-informed competency model 3.0 with 28 
competencies (Garman et al., 2020). 
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Background

• Organizational performance should be a top focus for all 
organizations (Graca et al., 2019).

• VBP organizational performance is comprised of clinical factors, 
patient experience factors, and financial factors.

• It is a financial incentive program to improve the health, quality of 
care, and costs for Medicare patients (Spaulding et al., 2019).

• Performance is measured by the Total Performance Score (TPS) (Lee 
et al., 2020).

• Few studies have identified executive leadership competencies 
needed for VBP organizational performance but have not 
evaluated their impact (Love & Ayadi, 2015; Meadows, 2016).

Study Aim
• The aim of this study was to understand the relationship 

between executive leadership competences and their perceived 
effect on VBP organizational performance of acute care 
hospitals across the United States. 

• The objectives of this study included:

• Examining the quantitative relationship between healthcare 
executive leadership competencies and VBP organizational 
performance, and

• Exploring healthcare executive leaders' perceptions of the 
relationship between competencies and VBP organizational 
performance.

17

18



10

Research Design
• This was a quantitative-qualitative sequential mixed-method study

• A survey instrument was developed and used to collect primary 
data

• Archival data were also collected via two sources: 
(1) Hospital Compare database maintained by CMS.

(2) Hospital Profile pages as maintained by the AHD (2020).

• Data analyses were completed in a quantitative-qualitative 
sequential order. 

• Triangulation of results was completed after quantitative and 
qualitative data analyses. 

Data Collection

• Primary data collection was via a self-developed survey instrument 
adapted from NCHL (2018) Healthcare Leadership Competency 
Model 3.0.

• It included a self-developed open-ended question to collect 
narrative textual data for answering the study’s qualitative portion.

• 140 respondents participated in the quantitative portion of the study 
representing 205 hospitals.

• 129 respondents participated in the qualitative portion of the study 
representing 190 hospitals. 
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Demographics – Quantitative 
Category Percentage (n = 205)

Study Respondents’ 
Position Type

CEO: 24%
CFO: 8%
CHRO: 1%

CMO: 16%
CNO: 16%
COO: 10%

CQO: 4%
CXO: 7%
Other: 14%

Study Respondents’ 
Position Tenure (in Years)

1-5: 63%
6-10: 22%

11-20: 12%
Over 20: 3%

Study Respondents’ Gender Female: 47%
Male: 53%

Study Respondents’ 
Education level

High School: 1%
Bachelor: 6%

Master: 58%
Doctor: 35%

Hospital Size in FTE 1-100: 0%
101-250: 1%

251-500: 4%
501-1000: 24%

Over 1000: 71%

Hospital Location by Region MW: 35%
NE: 15%

SE: 26%
SW: 7%

W: 17%

Demographics - Qualitative
Category Percentage (n = 190)

Study Respondents’ 
Position Type

CEO: 26%
CFO: 8%
CHRO: 1%

CMO: 16%
CNO: 11%
COO: 11%

CQO: 5%
CXO: 7%
Other: 15%

Study Respondents’ 
Position Tenure (in Years)

1-5: 62%
6-10: 23%

11-20: 11%
Over 20: 4%

Study Respondents’ Gender Female: 45%
Male: 55%

Study Respondents’ 
Education level

High School: 1%
Bachelor: 7%

Master: 57%
Doctor: 35%

Hospital Size in FTE 1-100: 0%
101-250: 1%

251-500: 4%
501-1,000: 24%

Over 1,000: 71%

Hospital Location by Region MW: 35%
NE: 15%

SE: 25%
SW: 8%

W: 17%
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Data Analysis
• Quantitative Analysis:

• Several descriptive and inferential statistics were analyzed.

• Simple linear regression analysis was used to test the 
relationship between VBP organizational performance and 
executive leadership competencies. 

• Qualitative Analysis

• An inductive approach was used to analyze the qualitative 
data. 

• An initial review of the data resulted in a set of key concepts. 

• A thematic analysis of narrative data then followed. 

Findings: Quantitative
Leadership competencies of U.S. hospital executives were positively 

associated with their hospitals’ VBP organizational performance.

• There is a statistically significant relationship between executive leadership 
competencies and organizational performance of United States acute care 
hospitals in the VBP environment. 

• Healthcare executive leadership competency indicators Achievement Oriented 
(AO), Community Collaboration (CC), Professional and Social Responsibility 
(PSR) and Communication Writing (CW) had a statistically significant positive 
correlation on organizational performance.

• Healthcare executive leadership competency indicators Information 
Technology Management (ITM), Strategic Orientation (SO), and 
Transformative Leadership (TL) had a statistically significant negative 
correlation on organizational performance. 

• Healthcare executive leadership competency indicator Project Management 
(PM) had both a positive and negative correlation on organizational 
performance. 
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Findings: Quantitative
Leadership competencies of U.S. hospital executives were positively 

associated with their hospitals’ VBP organizational performance.

(p < 0.1)

Variables AO PM ITM CC PSR SO TL CW

WCO (+) (+) (-)

WPCE/WPX (+) (+)

WECR (-) (-) (-)

TPM (+)

Findings: Qualitative
Leadership competencies of U.S. hospital executives were perceived to 

have a positive impact on their hospitals’ VBP organizational 
performance.

• Respondents stated this relationship was direct and positive. 

• They identified organizational involvement/awareness and 
data/resource management as impactful competencies. 

• Respondents also stated the challenges of participating in the VBP 
program. 
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Findings: Qualitative
Leadership competencies of U.S. hospital executives were perceived to have a 

positive impact on their hospitals’ VBP organizational performance.

Major Categories Representative Verbatim

Direct Impact “Our performance in VBP-type programs is directly proportional to executive 
leadership competencies.” (Respondent 118)

Importance of Competencies “Executive leadership competencies are essential in all aspects of running an 
organization.” (Respondent 160)

Organization 
Awareness/Involvement

“Leadership is key in making VBP work in an organization and gain buy in, it can't 
be one person, it has to happen in multiple levels. You need physician buy in, 
staff buy in and accountability at several levels.” (Respondent 128)

Resource/Data Management “Use of analytics that are trustworthy, and the ability to influence key constituents.” 
(Respondent 5)

Challenging “Despite a high-performing executive team and many good ideas, we have found 
certain VBP components (esp. HCAHPS scores) extremely difficult to influence 
without compromising our ethics.” (Respondent 37)

Findings: Summary Points
U.S. hospital executives’ written communication competency had the most 

significant positive effect on their hospitals’ VBP organizational performance.

• CW had a positive impact on TPM.

• Executive position type CMO and COO had the strongest relationship 
pairing. 

• When communicating ideas more effectively through writing, hospital 
executives were more likely to:

• Garner internal support from the governing board to employees, and

• Receive external grants, funding, and donations for their organizations. 

• Email communication had increased in recent years, particularly during 
this pandemic, highlighting the importance of written communication.

• This relationship needs to be explored further. 
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Discussion: Policy Implications
• A need for a review of the VBP program, its policies, and the 

evaluation process to ensure it is adequately and accurately assessing 
hospital performance. 

• A need for policies around community engagement and collaboration. 
The executive leadership competency CC had one the strongest 
correlations to organizational performance indicator WPCE/WPX. By 
focusing on this competency, executive leaders may be able to 
improve the overall TPS by improving WPCE/WPX scores. 

• A need for policies around continuous education for all members of a 
hospital organization. Both quantitative and qualitative portions of this 
study indicated organizational awareness and involvement impact 
VBP organizational performance. It is important for the organization to 
be aware of VBP and how one can affect it throughout all levels of the 
organization. 

Discussion: Managerial Implications

• Executive leaders should consider focusing on one domain of TPS 
to improve upon based on their current competencies and 
strengths.

• Healthcare leaders should participate and encourage others to 
participate in continuous education and competency building, 
specifically in:

• Community engagement,

• Community and organization involvement,

• And collaboration. 
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Discussion: Recommendations for Practice
• Organizational culture.

• Involving the organization in the VBP program including identifying quality 
metrics, creating process improvement projects, and collaborating.

• Competency development.

• Communication skills can help improve patient experience and TPM. 

• Personal development.

• Understanding one’s limits to not overextend one’s abilities or the abilities of 
the organization when addressing VBP challenges. 

• Academic curriculum.

• Non-clinical competencies are necessary to face future challenges in 
healthcare.

• Focus on writing competencies for health administration education programs. 

Conclusion

• There is a relationship between executive leadership competences and 
their perceived effect on VBP organizational performance of acute care 
hospitals across the United States. 

• This relationship is overall positive. 

• Executive leadership should continue to develop their competencies to 
improve organizational performance. Specifically, in:

• Community Awareness,

• Collaboration, and 

• Written Communication.

• Health administration education programs need to help future executive 
leaders strengthen their written communication skills. 
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Implementation and Dissemination of a 
High Value Care Program at an Academic 
Safety Net Health System: Impact and 
Opportunities for Learning Organizations

Stephen B. Williams, MD, FACS

High Value = Quality x Appropriateness

Cost
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ADDING VALUE TO BEST CARE

UTMB launched its High Value 
Practicing Organization initiative in 
FY18 as a complement to Best Care 
and to identify opportunities to advance 
health care value nationally...

 Best Care = delivering the right care, 
at the right time, in the right way, for 
the right person, and have the best 
possible results for every patient 
every time.

 High Value = tests and treatments 
that are necessary and appropriate 
based on patients' preferences and 
that result in the best outcome for a 
given clinical situation.

High Value Practicing Organization

Basic principles of high value care, using the 5 pillars.
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Medical Director (7/1/19)

5 Pillars:
 2 goals
 Targeted interventions
 Implemented
 Analyses monthly and specifically 1,3,6,12 

months

Present, Publish and Implement/Disseminate 
locally and national/international

STEWARDSHIP GOALS

Multidisciplinary stewardship teams 
were appointed to identify areas for 
improvement according to evidence-
based practice and monitor of resources 
to ensure patient safety increase value:

 Antimicrobial stewardship to reduce microbial 
resistance

 Laboratory stewardship to ensure appropriate 
testing

 Blood management to increase patient safety

 Imaging stewardship to ensure appropriate imaging

 Opioid stewardship to ensure appropriate 
prescribing and prevent substance abuse
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CORE ELEMENTS OF STEWARDSHIP

Leadership Commitment: Dedicating necessary organizational resources (e.g., 
human, financial and IT)

Accountability: Appointing a single pillar leader responsible for program outcomes

Expertise: Appointing SMEs responsible for working to improve utilization

Action: Implementing actions/interventions (e.g., EMR optimizations) that improve the 
quality of resource use

Tracking: Monitoring overall ordering levels, effectiveness of interventions and 
potential resistance patterns (i.e., created UTMB Discover apps)

Reporting: Regular reporting to doctors, nurses and relevant staff

Education: Educating clinicians about resistance and optimal prescribing/utilization, 
including audit and feedback

Quasi-experimental study

September 1, 2019 to August 31, 2022
 Implementation and impact of a high value care program at the 

University of Texas Medical Branch (5 schools and 4 campuses).
Five key pillars based on the Choosing Wisely Campaign® 

(antimicrobial, blood, laboratory, imaging, opioid)
 Interdisciplinary teams led by institutional subject matter experts 

accompanied by nursing, information technology, pharmacy, and 
clinical and non-clinical personnel including faculty and trainees.

Each pillar developed 2 goals with targeted interventions based on 
baseline data to follow improvements assessed during the fiscal year 
(FY) following implementation using a real-time Qlik based software.

Quarterly measurements were recorded after initiation of the program 
for each fiscal year.
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FY20 Example: Blood Pillar

FY20 Example: Blood Pillar

Goal 1: 10% reduction of transfusions for
HGB > 8

- not meeting goal
- biggest driver is OR
- CLC and ADC meeting goals

Goal 2: 10% reduction of PCC 
usage

- meeting goal
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FY20 EXAMPLE: LAB PILLAR

FY20 EXAMPLE: LAB PILLAR
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STEWARDSHIP PILLAR METRICS: EVOLVING
HVPO Pillar FY20 FY21

Antimicrobial • Decrease DOT/1000 patients by 10%
• Process measures acceptance of intervention increase by 

10%

• 10% increase in infectious diseases consultation for S. aureus 
bacteremia

• 10% increase in Sentri7 Phase 1 and Drug/Bug mismatch rules 
addressed for rules active for ≥ 24 hours

Laboratory • Decrease number of repeat CBCs per 100 patient days by 
10%

• Decrease number of repeat BMPs and CMPs per 100 patient 
days by 10%

• Blood Cultures: Reduce number of unique Specimen IDs where 
the only result is likely a contaminant (Staph. epidermidis, 
Coag-neg Staph

• 10% reduction in Number of unique Specimen IDs with ANA 
testing ordered

Blood • Decrease PRBC transfusions in patients with Hgb>8 by 10%
• Decrease PCC by 10%

• 10% reduction of cryoprecipitate for fibrinogen >150

• 10% reduction of platelets for platelet counts >50

Imaging • Reduce imaging for syncope by 10% (imaging per 1000 
encounters) Mar 2019-Aug 2019

• Improve “No ACR Score” for surgical patients

• 10% decrease in red scores (Scores 1-3) for CT Cervical Spine 
WO studies from baseline

• 10% decrease in utilization of paper orders for advanced 
imaging studies (CT, MRI and NM) for outpatients at UTMB 
community hospitals CLC and ADC

Opioids • Increase urine drug screening by 5%
• Reduce opioid pills prescribed post-acute surgery from 40 to 

35

• 10% increase in pain contracts for all patients on chronic opioid 
therapy (i.e., opioids greater than 90 days)

• Increase percentage of usage of Prescription Drug Monitoring 
by 20%
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Meeting agenda:
A. 50-60 min

 Each pillar leader presents PowerPoints assembled (5min 
total per pillar present and 5 min discussion per pillar):

 Summarize goals and outcomes to date. 1 slide
 What are next steps for current goals in FY21? 1 slide
 What are 3 things they noticed pillar does really well? 1 slide
 What do they suggest we can do to optimize those strengths 

and identify 2 future goals/interventions? 1 slide

B. 30 min

 Team building Q/A session- strengths of UTMB pillars to 
implement and disseminate high value care
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What Have We Learned as Pillars?

1. Physicians want to do the right thing for our patients->yes but also need 

reinforce

2. Knowledge is lacking (not knowing costs, etc)->upcoming stress cost 
savings as well

3. Education is important (i.e. repeat grand rounds and notifying 
improvements and need for further improvements) ->hard stops made 
greatest impact (opioid, imaging…)!

4. BPAs are useful

5. Follow-up with ongoing adjustments of targeted interventions

6. Implementation is easier than dissemination (10% improvement is NOT 
easy)->50% goals!

Key Findings
 Following implementation of goals and interventions in total we 

had 30 goals which were prospectively measured, and we were 
successful in 50%, 50%, and 75% of pillar goals for fiscal year 20, 
21, and 22.  

 For example, in the antimicrobial stewardship FY21 pillar, one goal 
was to decrease meropenem days of therapy (DOT) by 10% 
(baseline 45 DOT/1000 patient days; target 40.5 DOT/1000 patient 
days). Our quarterly DOT/1000 patient day rates to date were 
32.02, 30.57, and 26.9, respectively, with a cumulative of 26.9. 
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Key Findings

 Critical interventions included handshake stewardship engaging 
and empowering key service lines/individual outliers along with 
best practice advisory with active educational conferences with 
transparent data/analyses.

Managerial Implications

These results provide benchmark information for 

implementation and dissemination of a high-value 

care program that engages, empowers, and 

aligns innovation/transformation of value-based 

initiatives within an academic health system.
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Innovative Comprehensive  
Care Model: Pittsburgh VA 
Oncology
Jennifer Ford and Patricia MacTaggart

Value of Research

• Enhance their coordination of care
• Improve the efficiencies in their business 

processes.
• Optimize the appropriate use of 

telehealth/virtual health.

Clinics seek to

• Case examples of efficient and 
effective workflows and use of 
technology provide lessons learned 
and knowledge applicable to oncology 
and other complex care cases.

Value of research
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Objectives of the VHA* Business Value Justification 
(BVJ) Research*

* VHA is the largest integrated health care system in the US with 1,293 healthcare facilities (171 medical centers and 1,112 outpatient sites. 
* FY 2020- - 2021
* The Pittsburgh  VA Healthcare System is the largest, most complex VA healthcare system in Pennsylvania.
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the Pittsburgh VA 
Healthcare 
System* has 
optimized innovative 
in-person and virtual 
comprehensive team-
based care for 
oncology patients that 
uses the right modality 
at the right time for the 
right type of care.
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Pittsburgh Oncology 
Comprehensive Care 
Model (OCCM) 
impact on financial 
burden and time 
commitment for 
Veterans and 
providers.
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I Corroboration that the 
Pittsburgh 
OCCM provides 
highly - reliable 
patient-centric care 
and a potential ROI 
through benefits 
realization for the 
Veteran, provider, 
and VA.

Do the key features of the 
OCCM provide an 
opportunity for a 
significant positive impact 
to the Veteran’s clinical 
outcomes, VHA provider 
and Veteran joint 
decision-making, 
additional foundational, 
operational, and strategic 
benefits realization, and a 
potential return on 
investment? 

Key Question
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Healthcare Failure 
Mode, Effect, and 

Impact Assessment

• Quantify the value of 
each OCCM 
component 

• Quantify the inter-
related, cumulative 
impacts of the 
comprehensive, 
systematic approach.

Virtual format, 
established measurement 
plan, and structured ROI 

methodology

• Descriptive rational
• Operational definition
• Desired outcome, 

source systems and 
data, baseline 
measurement 

• Follow-up 
measurement

Structured information 
gathering sessions

• Define and document 
defining and people, 
business processes, 
technology, 
workflows, metrics, 
and measurable 
inputs/outputs. 

VHA Methodology 

Data sources included the VHA Support Service Center Capital Assets Databases (VSSC), and 
encounter level data collected by the Pittsburgh VAPHS.

VA Metrics
Illustrative

• Oncology consults internally to 
Pittsburgh, between Pittsburgh and 
Altoon and Pittsburgh and Eric.

• Movement of oncology

in-person 

encounters at

“spoke” sites.

• Impact on 

Veterans due to 

decreased patient

travel time and 

costs. 

• Veteran 

experience with 

navigators. 

Pittsburgh VAPHS Oncology Consults Impact
Fiscal Year FY18 FY19 FY20 FY21 FY22

Number of Completed Oncology 
Consults – Pittsburgh internal 2122 2340 2169 2429 2488
Total Number of Completed 
Oncology Consults -Pittsburgh 
to Altoona 57 145 192 283 356

Total Number of Completed 
Oncology Consults -Pittsburgh 
to Erie 279 357 303 460 618

Pittsburgh VAPHS, Altoona and Erie Oncology Encounters 

Fiscal Year FY18 FY19 FY20 FY21
FY22

Pittsburgh VAPHS Oncology Number of Encounters 8141 8816 7752 7779 7867

Altoona Oncology Total Number of Encounters 303 709 848 902 749
Erie Oncology Total Number of Encounters 1420 1384 1652 1047 1198
Pittsburgh VAPHS Oncology Number of CVT/VVC 
Encounters 313 727 1035 1784
Altoona Oncology Total Number of CVT/VVC Encounters 299 697 846 901 748
Erie Oncology Total Number of CVT/VVC Encounters 0 0 122 605 581
Pittsburgh VAPHS Oncology Total Number of Face-to-
Face Encounters 6613 7122 5479 5045 4796
Altoona Oncology Total Number of Face-to-Face 
Encounters 2 2 2 1 1
Erie Oncology Total Number of Face-to-Face Encounters 739 698 375 187 482

65

66



34

VA Metrics

Nurse Navigator Survey Importance to Veterans
Perceived 

Performance

Area of Focus

Differenc
e (2018-

2015)

T.TEST (No 
Weighted 
Average)

T.TEST 
(Weighted 
Average)

Difference 
(2018-2015)

Learning about nutrition -0.08 0.08 0.08 0.12
Learning cancer diagnosis 0.32 0.38 0.37 0.14
Learning cancer treatments 0.26 0.41 0.40 0.14
Learning of ways to 
prevent other cancers

0.04 0.14 0.14 0.61

Obtaining your test results 0.12 0.39 0.38 0.08
Helping understand test results 0.17 0.43 0.42 -0.06
Informing who to contact if 
have questions

0.16 0.43 0.42 -0.14

Making it easy to schedule an 
appointment

0.15 0.48 0.47 -0.13

Increased Importance Decreased Importance

Altoona Travel Impact
Distance one-way 
(88.9/encounter) 3109794 miles

Total Distance (177.7/encounter) 6219588 miles

Time Commute (3 hrs./encounter) 19497360 hours
Savings ($323.10/patient) $969,297.30 dollars

Total Distance (557.1/patient) 1671202 miles

Time Commute (9.3./patient) 27843 hours

Erie Travel Impact 

Distance one-way (129/encounter) 4515000 miles

Total Distance (258/encounter) 9030000 miles

Time Commute (4 hrs./encounter) 27090000 hours
Savings ($448.92/patient) $1,346,760 dollars
Total Distance (774/patient) 2322000 miles

Time Commute (12 hrs./patient) 36000 hours

Managerial Demand

• Optimize the appropriate use of 
virtual care, while assuring patient 
safety and quality are maintained. 

• Evaluate the life cycle needs of the 
patient, specialty by specialty, in a 
comprehensive approach, such as 
the OCCM.

• Facilitate fast and reliable clinical 
decision making

• Enable the appropriate modality of 
delivery at the appropriate time to 
assure the right care.

Since spending on 
cancer care 

is projected to reach 
$246 billion by 

2030, health care 
administrators and 

leaders must:
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Improved access to multidisciplinary cancer care (treatment, surveillance, palliative, survivorship) regardless of 
which site the Veteran is receiving care, including a relationship between the patient and his/her oncologist.

Managerial Implications

• Provided safe access to cancer 
treatment and management, while 
reducing the financial burden and time 
commitment for Veterans and providers 
due to less travel.

• Created new specialty-specific 
healthcare jobs in rural areas, which 
provided a benefit realization for VA and 
the rural community.

• Facilitated fast/reliable clinical decision 
making.

• Established a comprehensive value-
based prototype that can be used by 
other specialties.

Managerial 
Implications
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• Through the OCCM, the VHA has streamlined 
care by systematically addressing all the critical 
elements of a patient’s pathway, including 
cancer navigation, oral anticancer therapy, 
virtual cancer care, palliative care, and 
survivorship. 

• The OCCM uses a patient-centric strategy that 
considers the appropriate modality of care 
delivery to provide strategic, operational, and 
foundational benefits realization and ROI for 
the Veteran, provider, and health care system. 

• This OCCM is transferable to the private 
market to address the life cycle of a patient’s 
illness.

Relevance

Faculty Biography/Contact Info
Jennifer Ford, MBA, PMP, NBC-HWC, Director of Optimizing Health Care Value 
Program (OHVP), Veterans Health Administration (VHA), Jennifer.Ford@va.gov

• Jennifer Ford, who possesses nearly two decades of health care experience, 
optimizes health care investments by producing evidenced-based assessments to 
maximize the intended value for America’s largest integrated health care system. 
She specializes in high reliability organizations, access to care, whole health and 
health IT programs which supports the mission of VA’s health care model. Jennifer 
Ford is a published author and frequent speaker at national and international 
conferences. Ms. Ford is an integral player in early-stage legislative policymaking. 
In addition to her work at VHA, she is an adjunct professor at both Georgetown 
University and George Washington University. Director Ford is a graduate of 
American University and holds an MBA from George Mason University. Jennifer 
Ford has earned a Project Management Professional (PMP) designation and is a 
National Board-Certified Health & Wellness Coach (NBC-WHC).
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Patricia MacTaggart, Director MPH@GWU Graduate Program – Health 
Informatics Concentration and Teaching Instructor, HSML/Milken Institute 
School of Public Health, GWU, pmactagg@gwu.edu

• Patricia MacTaggart has been a public servant for most of her career, 
serving at the county, state and federal levels in transforming health care 
policy, delivery and administration. She previously was a Program 
Manager in the Health Care Reliability and Value division within the 
Veterans Health Administration (VHA), focusing on the effectiveness and 
business value of VHA major investments.  Ms. MacTaggart, who also 
spent 3 years at the Office of the National Coordinator and was Medicaid 
Director at Minnesota, specializes in the transformation of  Medicaid, 
Medicare, VA, and private health care policy, administration, and delivery 
through the use of health information technology and data. 
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Evaluate This Session
• Download the ACHE 

365 mobile app

• Select Congress

• Go to My Schedule

• Find your session and 
click arrow at right

• Click Evaluate 
Session icon
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