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A feature of the Affordable Care Act, as modified by the U.S. Supreme Court, pro-
vides substantial federal funding for states to expand Medicaid, the program that 
pays for health care for low-income people. It is up to the Governor and General 

Assembly to decide if Virginia should do so.

There are voices urging the state to just say “yes” and others just say “no.” The typical 
Virginia way is to pursue a creative, fiscally conservative option, which may be the path 
to expansion of Medicaid in Virginia.

Goals for pursuing a Virginia approach should include:

•  Improving the quality of health care in Virginia

•  Controlling the short and long-term costs of the current Medicaid program, which are growing at an 
unsustainable pace.

•  Providing access for more low-income Virginians who today are forced to either forgo treatment or to 
seek care in the most expensive setting, the hospital emergency department.

Said differently, Virginia’s current Medicaid program and/or an expanded program need reform. The current program already 
has large future delivery and expenditure problems and the possibility of using expansion funds creatively may help accom-
modate the current and upcoming program challenges.

For example, the state now funds the four largest mental health systems in the state: state prisons, juvenile correctional cen-
ters, local jails and the actual mental health system. Many of these costs are the result of chronic, largely untreated mental 
illness. If more adults, especially young adults, received needed treatment now, it could avoid expensive institutionalization 
(whether in prison or a hospital) later.

Also, Virginia can take its proven Medicaid managed care model to the next step to even more tightly manage the care of the 
most expensive patients, such as frequent emergency department users. In addition to more intensive management of the most 
expensive patients, expansion funding provides an opportunity to improve the state’s ability to coordinate care for people who 
are eligible for both Medicare (by virtue of age or disability) and Medicaid (by virtue of low income). These “dual eligibles” 
are the most expensive group of people Medicaid serves, in part because of the difficulty in coordinating between two differ-
ent federal programs that provide part of their coverage.

Long-term care financing is a Medicaid feature very important to many seniors. As the Baby Boom generation ages and begins 
requiring long-term care, having the state pay for the majority of such care may well be unaffordable no matter how much 
the state cuts other programs or increases taxes. It is also cruel to a generation that has worked and saved to lose virtually all 
of their assets paying for long-term care and then have to end up on public assistance. It is vital to develop a private sector 
alternative such as a long-term care insurance exchange.

As to a Medicaid expansion and the 450,000 uninsured Virginians soon to be newly eligible, Virginia also needs a private 
alternative to treating Virginians in the hospital emergency department. Hospitals are left as the provider of last resort. While 
this is part of a hospital’s community mission, the emergency department is not the best place to provide cost effective, quality 
care especially for the chronically ill who may wait until there is a crisis episode of ill health.

There is a better way: a strong managed care program for the indigent, based on a successful model used today at the VCU 
Health System, working with community partners. Federal Medicaid expansion funding can help replicate this system state-
wide using provider models not currently employed. Many more creative, non-traditional steps can be taken.

Successful Medicaid expansion in Virginia will take flexibility from the federal government, something our U.S. Congressmen 
and Senators should help ensure. It will take good management at which Virginia government excels. Most of all, it will re-
quire reforming our health care system, which is long past due. If any state can make this work, Virginia can. The alternative 
is continuing with too many uninsured while costs climb rapidly. That’s not a good Virginia alternative.
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Spiderman. 
When I was a young-
ster, Spiderman was my 
favorite superhero. I met 
him once at a convenience 
store as he distributed 
Spiderman buttons to chil-
dren. It was a formative 
introduction. I became 
fascinated with his ability 
to spin webs, swing from 
building to building and, 
most importantly, ensnare 
the bad guys.

Naturally, this interest 
progressed to recruiting 
my younger brother and 
sister to create our own 
web. We chewed copious 
quantities of sticky pink 
bubble gum and stretched 
it all over the family 
room – from the sofa to 
the door handle, from the 
walls to the bookshelves, 
and from the TV cabinet 
to the antique rocker, 
highly prized by my mother. The web was a beauty. 

Until it wasn’t. My mother enlightened us in crystal clear 
terms: the web was a mess. It was a mess on her rocker. Who 
was going to clean up this mess? We were. Of course, a trio 
ranging in age from eight to four is more adept at making 
messes than cleaning them, so my mother helped.

My memory is that it was a pain to clean up all of that 
bubble gum, though I suspect Mom did most of the work. 
The web was one of several times I learned the lesson that, 
if there is a mess, you clean it up. If you made it, of course, 
but also if you are affected by the mess someone else made. 
Messes should be cleaned up.

The U.S. Economic Mess
Not all messes are as simple as a room webbed in bubble 
gum. Today the entire nation grapples with a debt load that 
is far too large and continues to grow. It is impeding – and 
risks crippling – our economy. At this writing, the debt stands 

Who is Going To 
Clean Up This

at $16.3 trillion. That’s about $52,000 per U.S. citizen. It 
grows at nearly $4 billion a day. Moreover, interest rates are 
at historic lows, so just like a consumer with a credit card 
at an introductory rate, the U.S. is accruing debt at interest 
levels that are bound to increase. By the end of the decade, 
if interest rates have reverted to historically normal levels 
(about five percent), interest on the debt alone could exceed 
$1 trillion annually. That would be about a third of total 
federal revenue projected for fiscal year 2013. 

The numbers are so dizzying they are hard to put in context. 
Comparing them to the national Gross Domestic Product 
(GDP) helps. According to the Heritage Foundation, if taxing 
and spending continues as it occurs today, public debt will be 
about 90 percent of total economic output by 2022. Fifteen 
years after that it will be double the size of the economy. 

By way of comparison, Greece (the unofficial poster child 
for uncontrolled national debt) is expected to hit a debt-to-
GDP ratio of 190 percent next year. In other words, at our 

Mess?

by Paul A. Speidell. Mr. Speidell serves as Vice President. continued	on	page	4
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current pace we are less than 25 years 
behind Greece’s current economy. While 
a quarter of a century does not qualify 
as imminent, national economies do 
not turn on a dime. More importantly, 
it would be recklessly irresponsible to 
even come close to Greece’s economic 
situation. To avoid going further down 
the Greek path, the U.S. needs to make 
adjustments now. We must begin clean-
ing up the mess.

Health Care’s Role
Jim Capretta, long-time federal bud-
geteer, currently a fellow at the Ethics 
and Public Policy Center, and a speaker 
at the 2011 VHHA Annual Meeting, 
has said that rapidly increasing entitle-
ment spending is the root of our fiscal 
crisis. He notes plainly that health 
care is the primary cause. In 1972, the 
federal government spent 4.4 percent of 
GDP on Social Security, Medicare and 
Medicaid. Today, spending on those 
three programs is about 10 percent of 
GDP – a six percentage point swing, 
and the baby boom generation is just 
beginning to become eligible for these 
entitlements.

As Mr. Capretta also notes, this entitle-
ment growth compares unfavorably 
to tax revenues, which have averaged 
about 18 percent of GDP in the same 
time period. Over the next 25 years, the 
Congressional Budget Office projects 
spending on these entitlements plus the 
new health care reform law to grow 
to 16 percent of GDP, with health care 
accounting for about 10 of the 16 
percent. Entitlements would consume 
nearly all tax revenues without account-
ing for spending on interest, defense 
(5.6 percent of GDP in 2012) or other 
priorities. Such growth is simply unsus-
tainable.

Could we just raise tax rates, and 
thereby tax revenues, to cover the rising 
costs? No. It doesn’t work that way. 
Larry Van Horn, Executive Director of 
Health Affairs at Vanderbilt University’s 
Owen Graduate School of Management 
and a 2012 VHHA Annual Meet-
ing speaker, recently pointed out that 
since 1941, no matter how high or low 

tax rates have fluctuated, they rarely 
produce more than 20 percent of GDP 
in federal revenues. Higher tax rates 
disincentivize wealth creation, capping 
the ability of high rates to generate 
greater revenue. Tax revenues at about 
20 percent are the top end of practical – 
we cannot tax our way out of the mess.

Not only is health care a driving con-
tributor to the debt, but the troubled 
economy challenges health care pro-
viders in numerous ways. Aside from 
potential impacts on Medicare and 
Medicaid, national fiscal strain raises 
the number of uninsured patients and 
forces tough decisions related to fund-
ing innovations and improvements that 
benefit patients and communities. The 
debt is a problem for health care, and 
health care is a major part of the debt 
problem.

Principles for Meaningful 
Health Care Reform
Hospitals and health systems in Vir-
ginia recognize health care’s central 
role in the federal budget challenge and 
believe we must be part of the solution. 
Toward this end, the VHHA Board of 
Directors spent much of 2012 working 
through difficult issues related to health 
care’s role in the nation’s economy and 
how the field can help to drive positive 
change. The Board developed consen-
sus around key principles that should 
guide meaningful health care reform, 
fundamentally restructuring entitlement 
programs and driving value in health 
care to ensure economic sustainability 
in the future. (See box above.)

In contrast to the problem, the prin-
ciples are relatively simple. Resources 

Mess —	continued	from	page	3
Virginia Hospital & Healthcare Association

Principles for Meaningful Health Care Reform
November 2012

Foundational Beliefs

Virginia’s hospitals and health systems believe that:

• Providing compassionate, high-quality health care for all is our highest prior-
ity.

• Health care should be delivered using available evidence-based best practic-
es, an example of which is the Choosing Wisely initiative that helps physi-
cians and patients be better stewards of finite health care resources.

• Our health care system must achieve long-term financial sustainability.

• Strategies for effectively addressing chronic conditions are essential to 
achieving sustainability.

Principles

The goal of health care reform is to improve value for patients, providers and 
payers. Proposals to achieve reform must incorporate these Principles:

• Resources for health care are finite, so expenditures should be made on the 
most cost-effective basis.

• Increased personal responsibility is essential to achieving a sustainable health 
care system.

• Payments for health services must be reformed to incent efficiency and ef-
fectiveness.

• Statutory and regulatory barriers to greater efficiency and effectiveness 
should be removed at the state and federal level.

• The model for reforming the health care system should strike the right bal-
ance between an approach that is market-driven and one that is centrally 
planned and controlled by the government.
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are finite, so we have to deliver care and 
spend federal dollars more efficiently. 
Payments should be fair and targeted to 
drive greater quality and lower costs. 
Everyone must take greater personal 
responsibility for their care, including 
financial incentives to consume care 
wisely. Government barriers to efficien-
cy should be reduced or eliminated, and 
there must be balance between govern-
ment planning and market approaches 
so that private sector solutions can 
emerge.

The concepts are simple. Their prac-
tical implementation is challenging. 
Fundamental reforms to longstanding 
entitlement programs will be difficult 
for many to accept. Moreover, societal 
expectations associated with how much 
health care the government can afford 
to pay for, as well as each citizen’s role 
in guiding and funding that care, must 
be transformed. Up to this point, the 
U.S. has lacked the critical mass of 
political leadership and societal demand 
to accomplish the needed changes. Next 
year may be different.

Current Political Status and 
Path Forward
At the end of 2012, the federal govern-
ment faces what has come to be known 
as “the fiscal cliff.” Various tax provi-
sions are scheduled to expire, includ-
ing Bush-era tax cuts and the Social 
Security payroll tax holiday. Moreover, 
the failure of the congressional “Super 
Committee” to produce targeted ap-
proaches to driving down the national 
debt resulted in automatic spending 
cuts of $1.2 trillion over 10 years, 
scheduled to begin in 2013 and known 
by a name only Washington could love, 
“sequestration.” Additionally, Medicare 
physician payment rates are once again 
slated to be reduced by an unthinkable 
amount – 27 percent – also in January.

As dire as the situation appears, the 
cliff does not even approach a long-
term solution to the country’s economic 
challenges. The sequestration amounts 
to little more than blunt cuts applied 
broadly to federal spending that fall far 
short of the fiscal changes necessary to 
correct the federal fiscal imbalance. It 

does nothing to incentivize efficiency or 
quality in any sector, including health 
care.

To responsibly correct the budget, 
leaders will have to make significant 
changes and discuss plainly with the 
public the depth of our fiscal problems 
and the critical nature of enacting bold, 
fundamental reforms to entitlement 
programs. Making such tough deci-
sions and speaking difficult truths carry 
significant political risk. It is likely, 
though not certain, that Congress will 
forestall the fiscal cliff in 2012 by mak-
ing a relatively small down payment 
on the national debt and establishing 
a framework to develop longer-term 
changes sometime in 2013. The real 
action on negotiating a long-term eco-
nomic stability plan and selling it to the 
public could occur next year. Virginia is 
positioned to play an important role in 
that process.

U.S. House of Representatives Major-
ity Leader Eric Cantor, the number two 
Republican in the House, hails from the 
Old Dominion. Virginia Senator Mark 
Warner is a leader of the bipartisan 
“Gang of Eight,” which has been pro-
moting policy changes 
to address the budget 
imbalance. Both play 
key roles in the nation-
al debt debate. Hospi-
tals and health systems 
must work with them 
and other legislators to 
advocate for important 
changes that will lead 
to long-term sustain-
ability.

Cleaning Up the 
Mess
With a mess of this 
magnitude, we all have 
a responsibility to help 
clean it up. Respon-
sibility tests one’s 
willingness to do what 
is right even though it 
is difficult. Hospitals 
and health systems are 
large employers, critical 
health care providers 

and key leaders in their communities. 
They are making tough decisions to 
increase efficiency and quality. They are 
evolving to improve care.

Even harder changes will be required to 
address the national debt, for hospitals 
and health systems and for legislators. 
Through ongoing efforts to educate 
Virginia’s congressional delegation on 
issues critical to the field, hospital and 
health system leaders are playing an ac-
tive role in the national deficit and debt 
debate. The principles outlined herein 
represent a significant commitment to 
fundamental change that likely will play 
out in more specific detail in 2013.

VHHA will continue to ensure you have 
opportunities and assistance to advo-
cate meaningful reforms that comport 
with these key principles. There may 
never have been a more critical time for 
hospital and health system executives to 
communicate clearly with their legisla-
tors, leader to leader. Hospitals and 
health systems are doing our part to 
drive changes that promote long-term 
fiscal sustainability. It is time to clean 
up the mess. n
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The 2013 Virginia General 
Assembly Session convenes 
on January 9 for its bien-
nial 45-day “short session.” 

This article describes important issues 
affecting hospitals and health systems 
that we expect legislators will address. 
The full picture of the 2013 legislative 
agenda will not be clear until mid-Janu-
ary when all bills have been introduced. 
(VHHA will send to member hospitals 
and health systems a memo summariz-
ing Medicaid expansion and reform 
proposals and other upcoming state 
budget issues affecting hospitals and 
health systems once Governor McDon-
nell releases his proposed state budget, 
which was not available at press time.)

As always, we will communicate 
throughout the session with VHHA 
members through our “Capitol Re-
port” newsletter and e-mail commu-
nications on all important General 
Assembly action.

HEALTH BENEFIT EXCHANGE
The federal Patient Protection and 
Affordable Care Act requires each 

state to implement a Health Benefit 
Exchange (HBE) to serve as the 
new marketplace for small group 
and individual insurance. The 2012 
General Assembly deferred action on 
creation of a Virginia HBE, so legis-
lators will face decisions in the 2013 
session about Virginia’s approach to 
establishing its HBE. States maintain 
the option of creating a state-run 
HBE; most Virginia stakeholders 
have endorsed this approach, and 
the Virginia Health Reform Initiative 
has prepared sound policy and infra-
structure plans for a state exchange. 
However, Virginia can default to a 
federally run HBE or pursue a third 
option of operating the HBE through 
a state-federal partnership. Unan-
swered questions remain about the 
impact and implementation of any 
of these options, and, while federal 
authorities have pushed back dead-
lines for decisions, the timeline for 
commitment and eventual implemen-
tation remains tight. VHHA contin-
ues its participation in these policy 
discussions to ensure that Virginia’s 
HBE meets the needs of Virginians 
most effectively.

AUTO MEDICAL EXPENSE BENEFITS

Stakeholders, including hospitals and 
health systems, auto insurers, health 
plans, physicians, chiropractors and 
trial lawyers met throughout the sum-
mer to reach consensus on issues related 
to application of and interplay between 
health insurance benefits and auto insur-
ance medical expense benefits for patients 
injured in auto accidents. The end result is 
proposed compromise legislation, sup-
ported by VHHA, that establishes pro-
viders’ responsibility to first bill patients’ 
commercial private health insurers when 
injuries are caused by an auto accident 
(assuming patients disclose their health 
insurance information) and that prohibits 
providers from seeking reimbursement 
from any future liability settlements 
awarded to insured patients.

As an element of this compromise, VHHA 
supports related proposed legislation that 
would establish providers’ authority to 
secure an assignment of auto insurance 
medical expense benefits in auto injury 
cases to cover the amounts for which the 
patient is responsible, including deduct-
ibles and co-pays owed by insured pa-
tients and payment for services rendered 

Start Your Engines
Revving Up for the 2013 

General Assembly

by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.
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to uninsured patients. While most 
issues were resolved, there is not unani-
mous agreement on permitting assign-
ment of auto medical expense benefits, 
so this issue must be settled through the 
legislative process.

WORKERS’ COMPENSATION

For several years, 
workers’ compensa-
tion (WC) insurers 
and the self-insured 
business commu-
nity have expressed 
concern about medi-
cal costs in Virginia’s 
WC system. Recent 
studies show that 
Virginia WC costs are 
quite low overall, with 
premiums that are the 
fourth lowest in the 
nation. However, WC 
medical costs are well 
above the national 
median. Health care 
providers also have 
concerns about the 
administration of the 
WC program, includ-
ing payment delays 
and their administra-
tive costs for treating 
patients with WC 
claims. 

VHHA has worked 
with the Medical So-
ciety of Virginia, the 
Virginia Orthopaedic 
Society and other 
stakeholders to devel-
op reforms to Virgin-
ia’s WC system that 
will control medical 
costs. Some stakehold-
ers are insisting on 
imposing a mandatory 
fee schedule, based 
on Medicare rates, to 
govern provider payments. VHHA and 
the Medical Society of Virginia op-
pose this approach. Key recommended 
changes that VHHA will pursue in the 
2013 session include:

• Encouraging market-based, private 
negotiations between payers and 
providers to determine appropriate 
payment rates and terms; when there 
is no negotiated rate, the default 
process would be examination by a 
compensation review panel of market 
data presented by both payer and 

provider and determination of an ap-
propriate payment rate.

• Instituting prompt payment provi-
sions and fair business practices 
required of other health insurers.

• Limiting provider liability for claim-
ant attorney fees.

• Implementing a statute of limitations 
on claims submission to prevent 
excessive retroactive billing.

HEALTH PRACTITIONER 
REGULATION

Regulation of allied 
health practitioners affects 
workforce supply, with a 
potential negative impact 
on availability and cost 
of health care and on 
workforce flexibility. It is 
important that such regula-
tion is imposed only when 
evidence shows that it is 
necessary to protect the 
public. Each year, propos-
als for new practitioner 
regulation are brought 
to the General Assembly, 
and VHHA continues to 
oppose those proposals 
that are not supported by 
such evidence. We may see 
such proposals in 2013 
from laboratory scientists 
and technicians, surgical 
assistants and technicians, 
central service technicians 
and anesthesia assistants.

Pharmacists and primary 
care providers are seeking 
introduction of a proposal 
to expand pharmacists’ 
role in outpatient care 
settings by expanding the 
use of collaborative prac-
tice agreements between 
pharmacists and physicians 
throughout the practice 
site. Currently, these agree-
ments may be implemented 
only for individual patients. 
The proposed changes 
would not affect scope 

of pharmacy practice; collaborative 
practice agreements would continue to 
authorize pharmacists to act, within the 

continued	on	page	8
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scope of their practice, with respect to 
drug therapy, laboratory tests and use 
of medical devices.

HEALTH FACILITY REGULATION

After similar proposals failed in 2012, 
VHHA anticipates renewed legislative 
efforts to require nursing homes and 
other long-term care facilities to inform 
patients and residents about liability 
insurance available to pay claims of 
the patient or resident. VHHA will 
work again with other long-term care 
associations to ensure that unreason-
able requirements are not imposed on 
long-term care facilities.

The 2012 General Assembly deferred 
until 2013 consideration of propos-
als that would have required nursing 
homes to give a copy of any “involun-
tary resident discharge notice” to the 
State Long-Term Care Ombudsman. 
Long-term care resident advocates 
sought the legislation to address alleged 
claims of nursing home noncompliance 
with required procedures for transfer-
ring and discharging residents, par-
ticularly when residents are moved for 
hospital treatment. Related discussions, 
begun in 2011, have continued among 
VHHA, other long-term care providers 
and associations, regulators and other 
stakeholders, with a goal of clarify-
ing transfer and discharge procedures 
for providers through Department of 
Health guidance without legislation.

CERTIFICATE OF PUBLIC NEED

In response to 2012 legislation, the 
Virginia Department of Health is lead-
ing stakeholder negotiations to develop 
recommendations for limiting legisla-
tive exceptions requested by facilities 
to allow transfer of nursing home 
beds between planning districts and to 
extend continuing care retirement com-
munities’ open admissions periods. The 
goal is to authorize the Commissioner 
of Health to review and act on these 
requests, applying criteria that would 
be established by statute.

A legislator has signaled intent to in-
troduce legislation repealing Virginia’s 
COPN program, citing the impact 

of federal health care reform on the 
need for indigent care conditions tied 
to certificates of public need. VHHA 
maintains its long-standing support of 
COPN regulation and its position that 
any deregulation must be accompanied 
by systemic reforms and comprehensive 
planning to ensure continued access to 
quality health care at reasonable cost.

STATE PRISONER INPATIENT 
PAYMENTS

The 2012 General Assembly shifted 
Department of Corrections (DoC) 
inpatient costs to Medicaid for eligible 
prisoners, based on the understanding 
that the federal health care reform law 
required state Medicaid expansion. 
When the U.S. Supreme Court ruled 
that such state Medicaid expansion was 
optional, the state prisoner population 
was no longer eligible for Medicaid 
without additional legislation, resulting 
in a $15.2 million shortfall in the DoC 
budget to cover the cost of inpatient 
prisoner care. DoC has asked the Gov-
ernor to fill this shortfall with a budget 
amendment of approximately $20 mil-
lion, including an update for utilization 
and inflation. If the 2013 General As-
sembly does not adopt this amendment, 
and Medicaid is not expanded to cover 
those prisoners who would have been 
eligible under mandatory expansion, 
DoC will be unable to pay for prisoner 
inpatient treatment at the traditional 
rate.

LEGAL PROCESS

VHHA has joined with a coalition of 
Virginia businesses and advocacy orga-
nizations to improve the efficiency of 
the civil justice system with the follow-
ing proposals:

• Allow deposition testimony to 
support a motion for summary 
judgment.

• Limit plaintiffs’ use of nonsuits 
so that defendants do not unfair-
ly incur costs of retrying cases.

• Establish fairer venue options so 
that defendants are not disadvan-
taged by plaintiffs’ “shopping” 
for trial jurisdictions more favor-
able to plaintiffs.

• Limit time within which process must 
be served on defendants after com-
mencement of civil action in order to 
avoid extending the statute of limita-
tions and imposing other uncertain-
ties on defendants.

The State Crime Commission is pre-
paring recommendations that would 
authorize, under limited circumstances, 
forensic examinations of suspected 
sexual assault victims who do not have 
decision-making capacity. The goal is 
to preserve evidence and protect vic-
tims’ legal rights when they are unable 
to provide consent to an examination 
and evidence collection.

ALL-PAYER CLAIMS DATABASE

Following the passage of legislation 
authorizing the creation of a voluntary 
All-Payer Claims Database (APCD) 
during the 2012 General Assembly 
Session, VHHA, the Virginia Associa-
tion of Health Plans, Virginia Health 
Information, Inc., (VHI), the Virginia 
Department of Health, the business 
community and other stakeholders 
have created the framework for a suc-
cessful program. The law requires the 
Commissioner to report to the General 
Assembly by December 1, 2012, on the 
status of the voluntary APCD model 
and whether health plans have commit-
ted to submission of data representing 
at least 75 percent of privately insured 
covered lives. The timing of the report 
was intentional to allow the General 
Assembly to reconsider whether a man-
datory data submission model would 
be preferable; such a change would 
have required additional legislation. 

VHHA Government Relations Team

Katharine Webb, kwebb@vhha.com

Chris Bailey, cbailey@vhha.com

Betty Long, blong@vhha.com

Paul Speidell, pspeidell@vhha.com

Susan Ward, sward@vhha.com

Jeremy Greenfield, jgreenfield@vhha.com

Jennifer Rankin-Walker, jwalker@vhha.com
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by Jeremy Greenfield. Mr. Greenfield 
serves as Director, PAC & Advocacy.

Meaningful Transparency
In 2001, the Institute of Medicine 
(IOM) published the tide-changing 
report Crossing the Quality Chasm. Its 
10 recommendations to redesign and 
improve care included a recommenda-
tion to “make information available to 
patients and their families that allows 
them to make informed decisions when 
selecting a health plan, hospital or 
clinical practice, or choosing among 
alternative treatments.” (Institute of 
Medicine, 2001). With the IOM’s pro-
posal, patients had to be viewed as a 
partner in their care rather than simply 
a recipient of it. 

As the IOM’s report changed health 
care practitioners’ thinking, consum-

Getting It Right 

ers – patients and employers – similarly 
began to seek meaningful transpar-
ency in the products and services they 
purchased.

Since at least 2004, health care costs 
have ranked as the most significant 
problem for small businesses in the 
National Federation for Independent 
Business’s (NFIB) survey Problems and 
Priorities (Wade, 2012). Employers cur-
rently provide health insurance cover-
age for 49 percent of all Americans 
(Kaiser Family Foundation, 2011a) and 
56 percent of non-elderly Americans 
(Kaiser Family Foundation, 2011b). 
They describe meaningful transpar-
ency as “information structured for 
consumers to make intelligent choices; 
this demands transparent and easily 
comparable measures of cost, options 
and quality” (NFIB, 2012).

To provide the type of information 
described by the NFIB and demanded 
by consumers, many states and some 
private initiatives have created a 
mechanism to compare the quality and 
efficiency of providers through develop-
ment of an All-Payer Claims Database 
(APCD). APCDs are state-level data-
bases that include information from 
paid medical, pharmacy and dental 
claims from private and public payers. 
APCDs include data from a full range 
of services that can be analyzed to 
understand care delivery and cost pat-
terns across health care settings (Porter, 
2011). Among other analyses, APCDs 
allow consumers, employers, providers 
and other stakeholders to see patterns 
of service utilization, determine the cost 
and effectiveness of services and direct 

continued	on	page10

Virginia’s 
APCD

Potential
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APCD —	continued	from	page	9

their resources toward care that best 
fits the needs of the patient or potential 
patient.

Delivering information that consum-
ers and purchasers can use is key to 
an effective APCD. Benefits include, 
among others, comparing Medicare 
and Medicaid to commercial plan 
service utilization, determining whether 
clinical quality and safety guidelines are 
being met, assessing which health plan 
manages care most effectively and de-
termining how far people are willing to 
travel for what services (Love, Custer 
& Miller, 2010).

But the benefits of APCDs are not 
limited to consumers. Health systems 
across the country are using APCDs 
to analyze utilization patterns within 
their communities and across the state. 
Most health systems’ data resources are 
limited by their four walls; they can see 
how patients make use of the services 

they provide, but they do not have a 
complete picture of how patients utilize 
all health care services. APCDs enable 
health systems to tailor their services 
more precisely to their communities 
and allow region-to-region compari-
sons of quality, safety and efficiency.

Creation of Virginia’s APCD
The 2012 Virginia General Assembly 
tasked VHHA, the Virginia Associa-
tion of Health Plans (VAHP), Virginia 
Health Information (VHI), the Virginia 
Department of Health (VDH), the busi-
ness community and other stakehold-
ers with creating the framework for a 
Virginia APCD by the end of the year. 
Over the course of the summer, the 
stakeholders worked diligently to define 
the goals of the APCD and develop the 
apparatus necessary to secure, process, 
verify and publish claims information 
in formats meaningful for the improve-
ment of public health, purchasing deci-
sions and health care delivery.

During the negotiations, stakehold-
ers heard from a number of existing 
APCDs and APCD users. From their 
accounts, two main policy issues 
emerged as points of debate:

1. Whether the APCD will produce a 
meaningful data set for use by all 
stakeholders on equal terms for 
value improvement initiatives; and

2. Whether actual paid amounts on 
claims will be submitted and how 
that information can be used.

On the first issue, the health system 
representatives – with support from the 
business community, VDH and VHI – 
argued that once three critical pre-con-
ditions are met, detailed data should be 
available to all stakeholders on equal 
terms for their use. Those critical pre-
conditions are that:

• Confidential patient identification 
must be protected according to 
HIPAA;
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However, it appears that the threshold 
for voluntary health plan participation 
will be met and that implementation 
plans will move forward on schedule, 
making further legislation in 2013 un-
necessary.

STAY INFORMED
VHHA monitors all introduced leg-
islation to ensure that we mobilize 
quickly to respond appropriately. We 
provide many opportunities for VHHA 
members to help us shape state policy 
through the legislative process.

To learn how you may participate 
effectively in the legislative process, 
watch for information in VHHA’s 
weekly “Capitol Report” and periodic 
“Alerts” using voterVOICE to com-
municate our positions to legislators. 
Questions about voterVOICE, one of 
our most effective advocacy tools, may 
be directed to Jeremy Greenfield at 
jgreenfield@vhha.com.

Join us for the 2013 Legislative Issues 
Conference on February 6-7 in Rich-
mond to learn about health care issues 
under consideration by the General As-
sembly. Attendees will get an in-depth 
review of the issues and the legislative 
process and have time to visit with their 
legislators. For more information, go to 
http://www.vhha.com/annualmember-
shipmeetings.html.

Also plan to meet with your legislators 
during VHHA’s Grassroots Advocacy 
Days on January 16 and February 13, 
when VHHA will brief your organiza-
tion’s representatives on the status of 
important health care legislation and 
provide information and materials for 
effective meetings with your legislators. 
To learn more, contact Jeremy Green-
field at jgreenfield@vhha.com. n

• Accuracy of provider attribution must 
be certified; and

• Protection of individual provider and 
plan payment information must be 
assured.

Based largely on the experience of 
other voluntary APCDs, VHHA argued 
that such broad access to de-identified, 
validated and comprehensive patient 
data would be most conducive to in-
novation, system reform and financial 
sustainability of the program. Ulti-
mately, the group did reach consensus 
consistent with VHHA recommenda-
tions on this first policy issue.

On the second question, all stakehold-
ers supported an approach that applies 
a standardized fee schedule to claims 
for the data set that will be made 
broadly available to all stakeholders, 
in order to fully protect against dis-
closure of individual plan or provider 
payment information. But VHHA also 
agreed with the business community, 
VDH and VHI representatives who 
have argued that paid claims informa-
tion should be submitted – consistent 
with statutory intent – to track overall 
trends in actual costs for individual 
diseases and for VDH-defined public 
health purposes. This position also was 
agreed to by all stakeholders in the end, 
once sufficient protections were devel-
oped to ensure that confidential data 
would be kept separate from publish-
able information.

Next Steps
On November 28, VHHA entered into 
a participation agreement with VAHP 
and VHI to outline the broad goals of 
the endeavor and establish a short-term 
budget. Health plans currently are be-
ing asked to execute a standard “Data 
Submission and Use Agreement” that 
will ensure the protection and valida-
tion of the data they provide. Over 
the course of the next year, a standard 
subscriber agreement will be developed 
to ensure that data users accurately dis-
close their methodology and intended 
uses for the claims data. At the same 
time, the technical and technological 

Engines —	continued	from	page	8infrastructure will be developed to 
secure and maintain the database. Bar-
ring any unforeseen obstacles, initial 
data products should be available from 
the APCD in 2014. n
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Are You Smarter 
than a Sixth 
Grade Camper?

Are You Smarter 
than a Sixth 
Grade Camper?

Each year VHHA members offer health career camps to encourage youth in their communities to 
choose health careers as they move through their education to employment. Over the years, the camps 
have developed their curricula to provide career counseling, health education, first aid and life surviv-
al tips – 100 percent fun. Middle school students at VHHA-sponsored camps can answer the follow-
ing questions. How well can you do? From these activities you can see why the most common request 
from the campers is, “Can we come back next year?” While the current camps try to accommodate all 
requests for camps, they often cannot meet the demand. Last summer although our camps worked with 
approximately 850 students, there were 100 more who were turned away because there were no more 
slots available. All facilities will need additional workers in all fields in the near future. Please con-
sider offering a camp if you do not already do so or offering the opportunity to local youth more than 
once in the summer.
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by Barbara S. Brown. Dr. Brown serves as vice president of VHHA.

At right is a grouping 
of common breakfast 
foods. How should the 
foods be lined up so 
that the healthiest 
choice is the first 
in line and the least 
healthy choice is the 
last? How did you 
make your choices?

A tomato is a healthy 
food choice but not 
all tomato products 
are healthy choices. 
In the picture of 
common tomato foods, 
how would you line 
up the products from 
healthiest to least 
healthy? Why do you 
think your sequence is 
correct?
The Page Memorial 
Hospital’s campers 
can now do this with 
ease.
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Camps —	continued	from	page	13

If you were camping 
with friends in the 
forest and one friend 
fell and broke a 
leg, how could he 
be transported back 
home without making 
the injury worse? 
How could you make 
a stretcher with two 
poles or tree limbs 
and a blanket? If you 
are lucky, when this 
happens you have a 
former Winchester 
Medical Center’s 
camper with you.

The body is made 
up of 206 bones. If 
you were given all 
the bones in a pile, 
could you put them 
in correct order to 
form an adult human 
skeleton? The campers 
at Winchester Medical 
Center can!
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Many thanks to the facilities 
that offered a camp in 2012 

and their leaders and staff who 
provided these opportunities:

Augusta Health, Fishersville; Bon Secours Richmond 
Health System, Richmond; Bon Secours Hampton 
Roads Health System, Norfolk; Bon Secours St. Mary’s 
Hospital, Richmond; Carilion Clinic, Roanoke; Centra 
Virginia Baptist Hospital, Lynchburg; CJW Medical 
Center. Richmond; Clinch Valley Medical Center, 
Richlands; Community Memorial Healthcenter, South 
Hill; Culpeper Regional Hospital, Culpeper; Fauquier 
Health, Warrenton; Inova Health System Foundation, 
Falls Church; LewisGale Medical Center, Salem; 
LewisGale Hospital-Montgomery, Blacksburg; Page 
Memorial Hospital, Luray; Riverside Shore Memorial 
Hospital, Nassawadox; Sentara Williamsburg Regional 
Medical Center, Williamsburg; Shenandoah Memorial 
Hospital, Woodstock

Over the years, VCU Health 
Center has counseled many 
youngsters about preparing 
themselves to compete 
successfully for placement in 
college health career programs. 
They practice the philosophy 
that it is never too early to 
think about college and start 
the foundation for success. 
To give the campers a visual 
to carry with them, they use 
the analogy of a brick wall. 
Like the wall, success comes 
one brick at a time. Successful 
students focus on grades, learn 
new activities at school and 
at home, track their college 
interests, avoid activities that 
will act as barriers to meeting 
their goal and have fun in the 
summer.

Do you know how to make Greer’s Goo, a common diaper rash cream 
with antifungal and anti-itch properties? The campers who attended 
Centra Lynchburg General’s camp can! This exercise also emphasizes 
math skills. Can you figure out how to make a four-ounce batch with 
these ingredients?
•  1 pound of zinc oxide
•  1 pound of 1% hydrocortisone 

Cream
•  32- 1/4 teaspoons of nystatin 

powder (approximately 25 million 
units)
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