
Initial  Work Group Recommendations and Suggest Implementation Priorities Virginia RHP
As of 3.28.08

Recommendations

As of March 28, 2008

Priority for this 

Recommendation

0-5, 5 being the 

greatest

Overall

Rank

Percentage 

NOW or in 

first year

All years 

ongoing 

starting 

now

Year 1 Year 2 Year 3

Primary Medical Services Recommendations

      Accept and promote the identification of basic oral health 

services and basic outpatient behavioral health service as 

components of “primary care” in addition to the traditional 

services of family practice, internal medicine, pediatrics, 

obstetrics, and basic gynecology

4.00 6 53.33% 20.00% 10.00% 16.67% 73.33%

      Promote practice models that improve the coordination of 

care.  The feasibility of patients having “medical homes” in 

rural area should be further explored, but in the context of a 

“primary care” home using the extended definition of primary 

care.

4.15 4 50.00% 34 .38% 15.62% 84.38%

      Continue to develop OMHPHP’s role in  indentifying 

Medically Underserved Areas and Health Professional Shortage 

areas and in working with associated programs such as National 

Health Service Corp placement, J-1 Visa programs, and various 

approach to loan and scholarship support 

3.67 15 46.67% 26.67% 26.67% 73.34%

Obstetrical Care and Basic Gynecology Recommendations

      Assure that discussion of rural obstetrical service workforce 

needs is a component of the proposed Rural Workforce 

Council’s agenda and that these discussions are integrated with 

broader statewide health workforce planning initiatives

3.71 13 43.75% 37.50% 18.75% 81.25%

      The OMHPHP should be funded to further review 

obstetrical service initiatives with the Division of Women’s and 

Infant Health (DWIH); jointly evaluate models for providing 

obstetrical care in rural areas through enhanced community 

health planning; and, consider additional obstetrical service 

pilot programs

3.64 16 33.33% 40.00% 26.67% 6.67% 73.33%

      OMHPHP and the DWIH should be funded to initiate a 

review and update of the 2004 Report’s findings and 

recommendations

3.00 34 21.43% 50.00% 21.43% 7.14% 71.43%

Please indicate year of a three year 

implementaion cycle

in which you feel this 

recommendation

should be given more focused 

Percentages of Responses

Rankings reflect responses received from Work Group Members as of 

3.28.08.  It does not reflect the ranking of the data recommendations 

or their place in the priorities.  Data recommendations were 

unavailable at the time of the initial survey. Many ranking are very 

close together and they should be used cautiously and only as 

relative, preliminary indicators.  Duplicate overall rankings reflect ties.  

A greater sample size is necessary to have more reliable data.  

Ranking were made before the Work Groups had the full version of 

the RHP.
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Emergency Medical Services Recommendations

      Foster the integration of EMS services planning and 

technical assistance with other rural service planning
3.57 19 43.75% 25.00% 25.00% 6.25% 68.75%

      Raise community awareness of the pressures on the 

sustainability of rural EMS services and advocate for greater 

community engagement to address these issues

3.64 16 52.94% 25.47% 7.82% 13.71% 78.41%

      Raise legislative awareness of the developing issues and the 

potential need for more legislatively required jurisdictional 

responsibility for assuring the adequacy of EMS systems 

consistent with requirements for police and fire protection

3.79 10 31.25% 45.81% 14.56% 8.31% 77.06%

      Further develop recruitment and retention programs, 

payment systems, and clinical and managerial educational 

programs in conjunction with EMS providers, educational 

institutions, and rural hospitals

3.62 17 20.00% 16.67% 53.33% 10.00% 36.67%

      Pilot innovative approaches for integrating EMS providers 

with the provision of other community services (This might be 

across several categories of EMS providers but may especially 

be applicable within an expanded scope of paramedic practice in 

relation to hospital emergency departments.)

3.20 28 40.00% 15.53% 32.20% 12.20% 55.53%

      Assess the linkages between the emergency services 

functions and the “transportation” service roles of rural 

providers and develop an approach for mitigating conflicts

3.38 23 26.67% 30.00% 36.67% 6.66% 56.67%

      Support the OEMS in discussions with rural communities  

to define responsibilities and authorities of medical directors 

and ways to recruit and retain them

3.00 34 18.75% 53.12% 21.88% 6.25% 71.88%

      Support the OEMS’s assessment of the impacts of the 

development of expanded air ambulance services
2.31 39 23.08% 23.08% 30.77% 23.08% 46.15%

      Showcase EMS issues and potential strategies through 

demonstration projects that are linked to integrated community 

health planning

2.62 38 38.46% 15.38% 26.92% 19.23% 53.85%

      Organize a rural EMS “summit” structured around the 

interest of CAH’s, CHC’s, EMS providers, and community 

governments

4.00 6 28.57% 50.00% 14.29% 7.14% 78.57%
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Oral Health Services Recommendations

      Improve the ability to inventory gaps in services (and 

workforce) and refine issues and data analysis
4.08 5 26.67% 63.33% 10.00% 90.00%

      Identify new models of care applicable to rural service sites 

and address the needs for new types of providers as well as 

expanded scope of practice issues (e.g., changes in scope of 

practice allow for providers such as dental assistants and 

hygienists)

4.00 6 28.57% 42.86% 28.57% 71.43%

      Further address the needs for oral health providers in the 

proposed Rural Health Workforce Council’s discussions and 

include representatives of the Division of Dental Health in the 

Council.

3.55 19 46.15% 23.08% 15.38% 15.38% 69.23%

      Develop tiered approaches for oral health service expansion 

(for example, gradually expanding Medicaid covered basic 

services to adults and then expand the scope of services, e.g., to 

support dental replacements rather than just extractions)

3.00 34 13.33% 33.33% 13.33% 40.00% 46.67%

      Expand the integration of oral health services at multi-

health-service sites (e.g., by providing basic dental care in 

hospitals, CHCs, local health department clinics, schools, and 

free clinics) and foster pilots projects to test options.

3.77 11 35.71% 21.43% 35.71% 7.10% 57.14%

      Assure the inclusion of public health districts and local 

offices in discussions of area oral health issues (Further consider 

the role of public health department in the provision of basic 

services if the development of a better integrated community 

alternatives is not possible)

3.92 7 60.00% 30.00% 10.00% 90.00%

      Assess opportunities for adjacent communities to develop 

joint oral health strategies and to share resources (e.g., through 

the development of mobile services or school-based programs in 

school districts serving multiple communities).

3.85 8 46.67% 26.67% 26.67% 73.33%

      Assess the presence or absence of referral networks and the 

ability to facilitate access, including through telehealth
2.93 35 35.71% 14.29% 25.00% 25.00% 50.00%

      Promote the development of a comprehensive statewide oral 

health plan, with expanded attention to rural issues, building on 

recent positive accomplishments such as fluoride rinse 

programs, child oral health screenings and fluoride varnish 

programs, the training of medical staff to provide oral health 

evaluations and preventive services in high-risk populations, 

and dental sealant programs

5.00 1 40.00% 26.67% 20.00% 13.33% 66.67%
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Behavioral Health Services Recommendations

      Stress the redefinition of “primary care” to include basic 

behavioral health services in all planning community and 

statewide planning discussions

3.69 14 58.33% 29.17% 12.50% 87.50%

      As OMHPHP promotes expanded community engagement 

in developing community or regional health improvement plans, 

foster the integration of behavioral health services in the 

planning processes.  (This approach needs to stress 

collaboration involving the Community Health Services Boards, 

as well as with other providers and community agencies

3.75 12 50.00% 25.00% 17.90% 7.10% 75.00%

      Develop models for linking primary medical care and 

behavioral health services with particular attention to the 

expanded provision of services in hospitals, community health 

centers, and other settings such as school-based health programs

4.08 5 28.57% 39.29% 25.00% 7.10% 67.86%

      In conjunction DMHMRSAS develop an 

educational/planning conference built around models for 

primary medical care and behavioral health integration

3.00 34 21.43% 28.57% 21.43% 28.57% 50.00%

      Support educational opportunities for rural providers 

targeted to enhancing their ability to provide and integrate 

mental health services into rural settings

3.67 15 28.57% 21.43% 32.86% 7.10% 50.00%

      Continue to facilitate collaboration among various state 

service agencies, e.g., DMHMRSAS, the Department of Social 

Services, and the Office of Emergency Medical Services

3.25 27 76.92% 15.38% 7.69% 76.92%

      Develop telehealth strategies to increase rural access to 

behavioral health specialists
3.58 18 23.08% 26.92% 42.31% 7.70% 50.00%

      Identify and acquire additional federal and private grant 

funds to support rural behavioral health initiatives
3.83 9 65.38% 26.92% 3.85% 3.85% 92.31%

      Develop a rural, behavioral health workforce needs 

assessment, (including physicains, but including other 

professionals) that not only addresses current shortage areas, but 

anticipated trends in workforce and demographics

3.67 15 14.28% 60.71% 17.86% 7.10% 75.00%

      Assure that the needs for a behavioral health workforce are 

included on the agenda of the proposed Rural Workforce 

Council.  The discussion should include a representative of 

DMHMRSAS 

3.62 17 50.00% 32.14% 7.14% 10.70% 82.14%

      Promote behavioral health services parity in managed and 

non-managed health insurance products
3.45 21 21.43% 21.43% 32.14% 10.71% 42.86%
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Other Aspects of Physical Access Recommendations

      Rural transportation systems issues have not been 

thoroughly addressed during the planning process. This topic 

will be placed on the OMHPHP’s planning agenda sometime 

during the next three years and it will be pursued through 

collaborative discussions with other state agencies

3.50 20 42.86% 23.79% 30.93% 2.36% 66.64%

Quality Recommendations  

      Develop a “Rural Quality Summit” that will bringing 

together representatives of rural and non-rural organizations 

interested in quality issues.  Use the findings and 

recommendations from this Rural Health Plan as discussion 

items for the group

3.38 23 14.29% 28.57% 28.57% 28.57% 42.86%

      Create an on-going Rural Quality Council to continue to 

advise the OMHPHP and other organizations on rural quality 

issues  (Evaluate the feasibility of the VRHA becoming the 

facilitator/manager of this initiative)

3.38 23 57.14% 10.71% 25.00% 7.14% 67.86%

      Ask the proposed Rural Quality Council, to evaluate 

models that would be applicable to the creation of local or 

regional Quality Council “affiliates” 

3.33 24 23.08% 34.62% 23.08% 19.23% 57.69%

      Develop infrastructure that supports continuing education 

of those individuals in rural settings whose responsibilities 

include leading/management quality processes

3.15 31 20.00% 13.33% 50.00% 16.67% 33.33%

        Advance the information clearinghouse function of the Division 

of Primary Care and Rural Health” within the OMHPHP to identify 

and provide access to information that would be helpful in supporting 

quality improvement initiatives

3.18 30 54.55% 18.18% 9.09% 18.18% 72.73%

        Develop a forum for education and interaction, e.g., a monthly 

meeting with telephonic and web-based interaction that would 

facilitate easy access to relevant topics as well as opportunities to 

interact as a peer group  (Expand use of telehealth technologies as a 

critical supportive factor.)

3.50 20 46.67% 30.00% 10.00% 13.33% 76.67%

        Expand educational opportunities in root cause analysis  
3.00 34 25.00% 8.33% 37.50% 29.17% 33.33%

        Explore how quality management resources might be pooled 

within communities and between regions (Develop a pilot program 

with an interested cluster of communities.)

3.23 28 13.33% 46.67% 33.33% 6.67% 60.00%

      Foster “cultures of quality and safety” within the boards, 

medical staffs, management teams, and employees of rural 

hospitals and other rural organizations

3.64 16 58.33% 8.33% 25.00% 8.33% 66.67%
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      Reduce “siloing” by encouraging more rural organizations 

to work together on quality issues (Expand sharing of quality 

processes and indicators among various rural organizations, for 

example: CAHs, Rural Community Health Centers, Rural 

Health Clinics, Community Service Boards, EMS organizations, 

and the Free Clinics.  Develop associated pilot projects.)

3.85 8 68.75% 6.25% 25.00% 75.00%

      The OMHPHP and other state agencies should set the 

expectation that multiple organizations within communities 

should work together on quality issues and that State funding 

decisions will be linked to this expectation

3.29 26 56.25% 6.25% 15.62% 21.88% 62.50%

      Representatives of Local Health Districts should participate 

in the quality discussions, particularly with respect to 

preventable illnesses and public health concerns

3.43 32 75.00% 12.50% 6.25% 5.25% 87.50%

      Foster the sharing of comparative quality data among rural 

hospitals (not just CAHs).
3.31 25 60.00% 30.00% 10.00% 60.00%

      Identify models for community level and regional 

engagement around quality issues
3.29 26 33.33% 26.67% 26.67% 13.33% 60.00%

      Oportunities should be identified for building on existing 

“disease-specific” models by including additional participants 

(e.g., expand participation in models to address diabetic care or 

pneumonia being used by Community Health Centers and 

hospitals or strategies to address stroke and health failure, being 

used by hospitals.)

3.31 25 33.33% 13.33% 33.33% 20.00% 46.67%

      Develop a mechanism to promote awareness of available 

resources to address quality issues (Note: Currently, there is no 

focal point of responsibility for this responsibility but it could 

be build into the OMHPHP’s requirement to be a rural health 

information clearinghouse.)

3.38 23 50.00% 21.43% 14.29% 14.29% 71.43%

      Support the timely, if not rapid, implementation of 

electronic medical records
4.00 6 71.43% 14.29% 14.29% 85.71%

      Identify rural-sensitive quality indicators for Emergency 

Medical Systems and EMS provider performance  
3.77 11 40.00% 40.00% 20.00% 80.00%

      Assess how discussions of rural quality can most 

constructively be tied the roles of state licensure bodies and 

their interactions with rural providers  (Encourage partnerships 

and mutual problem solving.)

2.64 37 7.14% 28.57% 35.71% 28.57% 35.71%

      Monitor and discuss the evolution of quality indicators for 

CAHs, as they are developed by CMS.  Review quality 

indicators that are being used or developed in other states

3.50 20 43.75% 18.75% 25.00% 12.50% 62.50%
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      Expand discussions regarding pay-for-performance 

strategies that may be used by CMS, the Medicaid program, and 

other payers

3.00 34 37.50% 12.50% 31.25% 18.75% 50.00%

      Review existing strategies for improving “transitions in 

care” (e.g., the “handoffs”) between rural hospitals and tertiary 

centers, and between hospitals and long-term care, home health, 

and hospice providers.  Build this discussion into the agenda for 

the Rural Quality Council and develop additional projects that 

will improve these transitions.  

4.29 3 48.48% 24.24% 18.18% 3.03% 72.73%

      Consider creating an annual Rural Health Quality Report 3.07 33 28.57% 28.57% 21.43% 21.43% 57.14%

      Consider the creation of “Rural Quality Dashboards” that 

would pull together various measures of quality for rural 

communities  (These “dashboards” could display comparative 

indicators for structural measures, process measures, outcomes, 

and patient safety indicators, as well as other variables that 

might be determined to be helpful.)

3.14 32 40.00% 26.67% 33.33% 40.00%

      Review the Center for Medicare and Medicaid Service’s 

(CMS), Scope of Work Versions 9 to assess rural specific 

implications

4.08 5 33.33% 53.33% 6.67% 6.67% 86.67%

.
Workforce Recommendations

      Develop a Rural Workforce Council that will serve as a 

forum for discussion of the special needs associated with 

building an sustaining a rural workforce

3.83 9 50.00% 42.86% 7.14% 92.86%

      Assessment rural workforce strategies being used in other 

states that may have applicability to Virginia
3.75 12 28.57% 64.29% 3.57% 3.57% 92.86%

      Place greater emphasis on engaging communities in the 

development of the workforce necessary to provide fundamental 

services

3.92 7 64.29% 21.43% 14.29% 85.71%

      Identify incentives can be created for more of Virginia’s 

academic institutions to address rural needs
3.83 9 21.43% 57.14% 21.43% 78.57%

      To the extent necessary to create incentive for educational 

institutions to address rural needs, shift the State’s funding 

policies.  Limit State funding to institutions that do not select 

and train students in ways that demonstrate post-graduate 

placements in Virginia’s rural communities consistent with the 

percentage of the population living in these areas and associated 

population-specific workforce needs that may be clarified in 

future planning discussions.

3.50 20 42.86% 14.29% 32.14% 10.71% 57.14%

      More extensively engage the  Community College System 

to shape rural-specific workforce development strategies
3.67 15 50.00% 28.57% 21.43% 78.57%
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      Reduce limitations on the scope of various providers’ 

practices, including independent practices, if care can be 

provided within established quality standards

3.20 29 36.36% 13.64% 14.29% 22.73% 50.00%

      Expand of the number of students in graduate medical, 

osteopathic, dental, nursing, and other training programs and 

expand rural training sites

3.50 20 53.85% 15.38% 15.38% 15.38% 69.23%

  
      Consider the expansion of Area Health Education Center 

programs and their potential additional contributions to 

workforce development

2.91 36 25.00% 16.67% 41.67% 16.67% 41.67%

      Further assess the role of information technology in 

supporting distance learning
3.00 34 58.33% 25.00% 16.67% 58.33%

      Expand the discussions of workforce development to 

emphasize steps that may be supportive to retention  of 

providers, who are now practicing in rural communities and 

those who will locate in rural areas in the future

3.25 27 64.29% 32.14% 3.60% 96.40%

      Cultivate OMHPHP’s role in assisting various 

organizations in identifying and securing funds from diverse 

public and private sources that will support workforce 

development strategies

3.58 18 61.54% 7.69% 30.77% 69.23%

      Conduct a study to assess the impacts of reimbursement on 

the ability of rural communities to recruit and retain health 

professionals

3.50 20 21.43% 50.00% 17.86% 10.71% 71.43%

Data Recommendations

To be added

Telehealth Recommendations

      Support The Virginia Telehealth Network (VTN)  as the 

lead organization addressing telehealth development in 

Virginia.  (Ongoing attention is warranted to assuring 

continuing consideration of rural needs.)

3.25 27 69.23% 15.38% 15.38% 84.61%

Recommendations for OMHPHP

      Align the Office’s current and anticipated plans against the 

recommendations in this Plan.  
4.55 2 100.00% 100.00%

8


