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“The Buck Stops Here” Redefined
The 2010 Patient Protection and Affordable Care Act was enacted with assumptions 
that health insurance coverage would expand. As an offset to coverage expansion, pro-
vider payments were to be reduced over time, presumably corresponding with increased 
levels of Medicaid, health benefit exchange or private sector insurance coverage.

Those assumptions are unlikely to be met under current circumstances. Some or all of 
the payment reductions, either Medicare or Medicaid, will continue apace. These reduc-
tions include Medicare and Medicaid disproportionate share payments to hospitals and 
across-the-board Medicare payment cuts for hospital services.

The Medicare patient rate cuts exceed the Medicaid reductions. Virginia’s hospitals’ and 
health systems’ share of Medicare cuts – just for inpatient hospital services – is $2.95 billion from 2010-2019. As these cuts 
will be phased in, payments decrease more each year. In 2019, the reduction in payments for Medicare services to Virginians 
is estimated to be almost $700 million, an astoundingly large number. On top of all of this is a two percent annual across-
the-board Medicare payment reduction as a result of sequestration.

The urgency for satisfactory resolution of Virginia’s Medicaid expansion debate increased in early July when the Obama 
Administration delayed until 2015 the assessment of penalties against employers who do not offer qualified coverage. While 
the employer mandate technically is effective on January 1, 2014, it is unlikely that employers who do not sponsor employee 
health care benefits or sponsor it at levels below new federal requirements will add or increase coverage. This means that 
current projections for increases in employer-sponsored coverage need to be downgraded.

So, without Medicaid expansion 
by our Commonwealth, several 
hundred thousand Virginians will 
have no realistic prospect of having 
health insurance coverage. A person 
who might qualify for Medicaid 
coverage under expansion will not 
have that option. A person not eli-
gible for workplace benefits will be 
required to seek benefits in a health 
insurance exchange beginning 
January 1, 2014, but will they do 
so considering that the tax for being 
uninsured is low?

Health care providers providing 
uncompensated care to the unin-
sured are stuck in the middle with 
no recourse, just like the uninsured 
patients they serve. Needed services 
will continue to be provided to all 
patients, regardless of their ability 
to pay. Coverage expansion will not 
happen at all or more slowly than 
projected. Concurrently, Medicare 
and some Medicaid payments will 
be massively reduced.

These circumstances give a whole new meaning to “the buck stops here.”
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Medical errors and adverse events are a significant health care problem, both in terms of human suffering and 
added costs. Many of these events are preventable. One study published by Health Affairs in 2011 indicated 
that patient safety incidents cost the United States $17 billion annually and more than 250,000 preventable 

deaths. Until now, Virginia hospitals and health systems could only review errors and adverse events individually 
within their institutions and could not systemically collect and share such data and learning opportunities across 
institutions because the confidentiality and legal protection of the information could not be assured. At its spring 
meeting this year, the VHHA Board of Directors approved the establishment of a federally qualified patient safety 
organization (PSO). By the fall of 2013, Virginia hospitals and health systems will be able to participate in the newly 
created Virginia PSO.
by Abraham Segres. Mr. Segres serves as Vice President, Quality & Patient Safety. continued	on	page	4

Virginia Takes Another Step in Improving
Quality and Patient Safety
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Background

In 2010 the VHHA Board of 
Directors chose as its top strategic 
priority for Virginia hospitals and 
health systems top-tier performance 
(top 10 percent nationally) on quality 
and patient safety. In spring 2011 
specific recommendations and an 
action plan for pursuing this strategic 
priority were presented to the Board 
by the VHHA Quality and Safety 
Steering Committee and subsequently 
approved. Three themes emerged in 
the course of the committee’s work 
that shaped its recommendations: (1) 
moving the needle on safety takes 
leadership, persistence and creativity; 
(2) safety improvement is a joint 
imperative for the field rather than 
a competitive differentiator; and 
(3) there is great opportunity for 
accelerating improvement through 
structured learning opportunities 
with each other.

The plan approved by the Board 
detailed ways that VHHA members 
can collaborate with others and 
support improvement for all 
members while complementing the 
good work already underway in 
individual facilities and coordinating 
with national efforts and other 
stakeholders. These included the 
establishment of a statewide PSO to 
collect information on serious safety 
events and facilitate collaborative 
learning to improve reliability. 

In October of 2012 the Quality 
and Safety Steering Committee 
established a task force to explore 
options for the development of a 
Virginia PSO.

What Is a PSO?

PSOs are focused on reducing 
adverse events and improving 
health care quality and safety. 
They were authorized as part 
of the 2005 U.S. Patient Safety 
and Quality Improvement Act to 
provide repositories for clinicians 
and health care organizations to 
voluntarily report and share data 
on patient safety events, enabling 
similar providers to compare data on 
similar events. Previously, providers 
had been reluctant to participate 
in efforts to pool data and share 
experiences because of the concern 
that they would lose confidentiality 
privileges and the information would 
become discoverable in court cases.

In the fall of 2008, the U.S. 
Department of Health and Human 
Services issued final rules creating 
PSOs, which are intended to 
encourage providers to share patient 
safety information and performance 
improvement data with uniform 
federal confidentiality and privilege 
protection so that best practices can 
be identified and patient safety will 
be improved. This national network 
of “patient safety databases” uses 
common reporting formats to ensure 
consistency.

To obtain the federal privilege and 
confidentiality protection afforded 
by a PSO, organizations must 
identify what information will be 
collected and design a system to 
collect and analyze it. Patient Safety 
Work Product (PSWP), information 
collected by the PSO, is defined 
as any data, reports, records, 
memoranda, analyses (such as root 
cause analyses, clinical practice 
protocols, evaluation of staff or 
equipment, etc.) or written or oral 
statements that could improve 
patient safety, health care quality or 
health care outcomes and that:

•  Are assembled or developed by a 
provider for reporting to a PSO 
and are reported to a PSO;

•  Are assembled or developed by a 
PSO for patient safety activities; or

•  Identify or constitute the 
deliberations or analysis of, or 
identify the fact of reporting 
pursuant to, a Patient Safety 
Evaluation System (PSES).

A PSES is the body that manages 
collection, management or analysis 
of information for reporting to 
or by a PSO. It is the protected 
space in which PSWP is assembled 
or developed for reporting to or 
from a PSO. A PSES can review 
information like outcomes data, 
near-miss reports, utilization data, 
infection control, risk management 
and incident reporting activities and 
peer review activities (excluding 
disciplinary actions). In setting up a 
PSES, organizations must define the 
scope and function of the system; the 
process owner(s); how information 
is collected, managed, analyzed and 
reported; where and how it will be 
maintained; and how information 
will be transmitted to the PSO.

Virginia PSO Benefits

VHHA is developing a PSO not 
only to help hospitals and health 
systems fulfill their mission of 
providing the highest quality of 
care to their patients, but also to 
provide a mechanism for learning 

Virginia PSO Charter Members
Bon Secours Virginia Health System

Carilion Clinic
Inova Health System

Centra Health
Mary Washington Healthcare

Sentara Healthcare
UVA Health System
VCU Health System

Virginia Hospital Center

PSO —	continued	from	page	3
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about what errors are occurring, 
specifically within Virginia, and why 
they are occurring. By creating a 
safe environment where providers 
can share information and discuss 
process improvement, patients in 
Virginia will experience better, 
safer care and improved outcomes. 
Patients, governments, insurers 
and health care providers will 
reap savings in overall health care 
spending through the elimination of 
costs associated with longer hospital 
stays, additional treatments often 
associated with complications or 
other incidents that can be prevented 
through system changes. Other 
specific PSO benefits include:

•  Enhancement of quality 
improvement activities that 
providers already are performing.

•  Enhancement of collaboration and 
learning among the state’s health 
care providers.

•  Feedback on ways to improve 
and prevent adverse events from 
occurring, as well as technical 
assistance from outside experts on 
how to improve their processes of 
delivering patient care.

•  Availability of regional, state and 
national benchmarks to evaluate 
individual hospital performance.

•  Confidentiality protection to create 
a culture of safety wherein health 
care providers feel empowered to 
report adverse events and near 
misses.

•  Ensuring compliance with the 
federal Affordable Care Act 
requirement that by January 1, 
2015, all hospitals with more 
than 50 beds must have a PSES 
system in order to contract with 
health plans participating in health 
insurance exchanges.

Virginia PSO Partner

VHHA has selected ECRI Institute 
of Plymouth Meeting, Pennsylvania, 
as its PSO vendor partner. ECRI will 
provide the infrastructure for the 
performance of the required PSO 

Key Benefits

1Mechanism for data 
aggregation to identify 
ways to avoid patient harm. 
The PSO structure ensures 
uniform collection (using the 
AHRQ common formats) and 
aggregation of meaningful 
adverse event data, including 
root cause analyses, for 
the purpose of analysis, 
trending and identification of 
improvement opportunities 
and avoidance of harm across 
multiple organizations using 
both state and national 
comparative data.

2  Legal Protection. The federal 
PSO legal framework creates 
a protected environment for 
collecting information about 
serious safety events across 
organizations.

3Demonstrating commitment 
to improving patient safety 
in Virginia. Beyond limited 
reporting relating to infections, 
there is no mandate in Virginia 
to either publicly report serious 
adverse events or participate in 
a PSO (several states have such 
mandates). Robust voluntary 
participation in a PSO could 
help to eliminate the need for 
such reporting.

4Regulatory Compliance. The 
Affordable Care Act requires 
that by January 1, 2015, all 
hospitals with more than 50 
beds must “utilize a patient 
safety evaluation system as 
described in part C of title IX 
of the Public Health Service 
Act” (the section of federal law 
establishing PSOs) to contract 
with health plans participating 
in health insurance exchanges. 
Joining a PSO by the end of 
2014 will ensure compliance 
with this ACA requirement.

activities, including electronic data 
collection and secure transmission 
and storage of patient safety work 
product. ECRI also will provide data 
analytics, reports and other support 
services.

ECRI was selected based on its 
40 years of experience in patient 
safety, quality improvement and 
risk management. ECRI also 
provides PSO support for other 
state hospital association-sponsored 
PSOs, including those in California, 
Florida, Kentucky, Maryland, 
Michigan, Ohio and Tennessee. It 
uses an interdisciplinary internal 
analytics team and national experts 
representing physicians, nurses, 
engineering, quality, legal and 
risk management professionals. 
Having analyzed more than one 
million adverse event reports, 
ECRI has extensive experience with 
operating problem reporting systems 
and safety initiatives, creating 
programs in patient safety, quality 
management and related analytics 
and investigating events. 

Implementation

The Virginia PSO anticipates federal 
PSO certification by the fall of 2013; 
this certification will be effective 
for three years. The listing will be 
published on AHRQ’s public PSO 
web site at www.pso.ahrq.gov. 
To date, nine VHHA members, 
representing 33 Virginia hospitals, 
have signed on as charter members 
of the PSO. In addition to receiving 
discount pricing for their first year of 
participation, these charter members 
serve as members of the initial 
advisory board for the PSO and will 
help develop operating policies and 
procedures and define the first scope 
of work for the PSO.

By participating in a PSO, Virginia 
hospitals and health systems 
have another opportunity to 
demonstrate their accountability 
for and commitment to pursuing 
safety improvements to other 
providers, public officials and to the 
communities they serve. n
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by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.

The Virginia Hospital & Healthcare Association’s hospitals and 
health systems worked to shape the vast number of health pro-
posals on the 2013 General Assembly’s agenda. The outcomes on 
priority issues are summarized herein.

MEDICAID REFORM AND 
COVERAGE EXTENSION
VHHA used policy work, “grassroots” 
and “grasstops” advocacy and on-the-
ground lobbying to achieve a concurrent 
path towards Medicaid reform and cover-
age extension that would allow Medicaid 
enrollment for the newly eligible under 
federal reform to begin in Virginia by July 
2014. Final action on Medicaid reform 
and expansion didn’t occur until the very 
last moments of the session just prior to 
adjournment, when the Senate and House 
compromised on an approach to Medicaid 
reform and extension that includes three 
key elements:

•  Development of comprehensive market-
based reform of the Virginia Medicaid/
FAMIS program in three phases.

•  Authority to pursue waivers and plans 
necessary to implement the optional 
coverage expansion.

•  Creation of the Medicaid Innovation 
and Reform Commission, including five 
legislative members from each of the 
House Appropriations and Senate Fi-
nance Committees. The approval of at 
least three commission members from 
each chamber is required to implement 
the expansion.

At the April 3 reconvened session, the 
General Assembly accepted the Gover-
nor’s recommended amendments, adding 
additional specificity to the necessary 
reforms that would accompany cover-
age extension. The amendments did not 
create any significant additional obstacles 
to potential extension. The Governor 
recommended positive amendments that 
increase the number of staff that the 
Department of Medical Assistance Ser-

Health Care at the Capitol
2013 General 
Assembly Recap
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continued	on	page	8

vices (DMAS) can employ to assist in 
implementing reform and increase the 
funding for health innovation activities; 
these amendments were fully supported 
by VHHA and overwhelmingly ap-
proved by the General Assembly.

The General Assembly Session set the 
stage for hard work ahead on Medicaid 
coverage expansion and reform. VHHA 
must educate policymakers on the eco-
nomic and health benefits of the Com-
monwealth’s high-value health care 
system and help design, and ultimately 
deliver on, a transformational Medic-
aid reform plan that allows implemen-
tation of the coverage extension.

CERTIFICATE OF PUBLIC NEED
This perennial legislative issue was on 
the agenda again in 2013. The Com-
missioner of Health’s current practice 
of considering requests to adjust COPN 
conditions for provisions of indigent 
and primary care will be codified in 
statute. The new law also requires the 
Commissioner to establish a work-
group, including VHHA, to consider 
the impact of the federal health reform 
law on the uninsured and on certificate 
holders’ ability to meet COPN condi-
tions and to consider new approaches 
to establishing and meeting conditions, 
such as providing care for disabled vet-
erans and Medicaid patients. (SB 942)

A new law is intended to limit legis-
lation requesting exceptions to the 
COPN process for transfer of nursing 
home beds between planning districts 
and for extension of continuing care 
retirement communities’ open admis-
sions periods. The law authorizes the 
Commissioner to address such requests 
consistent with specified criteria. (HB 
2292) The Virginia Department of 
Health (VDH) led stakeholder nego-
tiations during 2012 to develop these 
proposals, with VHHA participation 
and support.

HEALTH REFORM
The Health Insurance Reform Commis-
sion has been created within the legisla-
tive branch to monitor the implementa-
tion of the federal Patient Protection 
and Affordable Care Act (PPACA); 
assess the impact of PPACA on resi-

dents, businesses and the general fund; 
consider strategies for comprehensive 
health reform; determine the structure 
of Virginia’s Health Benefit Exchange 
(HBE); recommend essential health 
insurance benefits; assess health care 
benefit mandates; conduct studies of 
mandated benefits and other provider 
issues; and develop recommendations 
to increase access to health insurance 
and ensure that health insurance cover-
age costs are reasonable. The commis-
sion’s authority expires July 1, 2017. 
(HB 2138)

The PPACA requires each state to 
implement an HBE to serve as the 
new marketplace for small group and 
individual insurance. The federal law 
authorizes states to create a state-run 
HBE, participate in a hybrid federal-
state model or default to a federally run 
HBE. Governor McDonnell announced 
in December that Virginia will not 
pursue a state-based exchange by 2014. 
However, the General Assembly passed 
legislation preserving state authority 
to the extent allowed under a federally 
facilitated HBE, authorizing the State 
Corporation Commission (SCC), with 
VDH, to perform plan management 
functions required to certify health 
benefit plans for the federally facilitated 
exchange. The measures also authorize 
the SCC to review and approve pre-
mium rates applicable to health benefit 
plans in the individual and small group 
markets and health benefit plans pro-
viding health insurance coverage in the 
individual market through non-employ-
er group plans. (HB 1769; SB 922)

The PPACA directs exchanges to es-
tablish award grants to “Navigators,” 
who will provide not only objective 
information to consumers about enroll-
ment in an exchange health plan but 
also outreach and education on the 
exchange and insurance affordability 
programs. While federal regulations 
govern the selection and role of Navi-
gators, new state law also specifies and 
enforces the objective and impartial 
role that Navigators will play. (HB 
2246; SB 1261)

Insurance laws are amended for con-
sistency with the PPACA, prohibiting 

discrimination based on health status, 
prohibiting adjustments in the cost of 
coverage based on genetic informa-
tion and requiring individual and small 
group health insurance coverage to 
include the essential health benefits 
required by the federal reform law. 
(HB 1900; SB 921) Virginia’s open 
enrollment and pre-existing condition 
requirements also are revised to be con-
sistent with federal reform provisions, 
and related premium license taxes are 
adjusted. (HB 1784; SB 780)

AUTO INSURANCE MEDICAL 
EXPENSE BENEFITS
After a long summer of intense media-
tion among stakeholders, two VHHA-
backed compromise measures passed 
to address the interplay between health 
insurance benefits and auto insurance 
medical expense benefits for patients 
injured in auto accidents. HB 1655 
establishes 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 
deductibles and co-pays owed by in-
sured patients and payment for services 
rendered to uninsured patients. SB 707 
establishes providers’ responsibility to 
first bill patients’ commercial private 
health insurers when injuries are caused 
by an auto accident (assuming patients 
disclose their health insurance infor-
mation) and prohibits providers from 
seeking reimbursement from any future 
liability settlements awarded to insured 
patients. These laws enact proposals 
developed by stakeholders including 
VHHA member hospitals and health 
systems, auto insurers, health plans, 
physicians, chiropractors and trial 
lawyers.

WORKERS’ COMPENSATION
Recent studies show that Virginia 
Workers’ Compensation costs are 
relatively low overall compared to 
those in other states, with premiums 
that are the fourth lowest in the nation. 
However, Virginia’s Workers’ Compen-
sation medical costs are well above the 
national median. Additionally, health 
care providers are concerned about 
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Senator John C. Watkins (R-10) and 
Senator Richard L. Saslaw (D-35) 
huddle at the 2013 Legislative Issues 
Conference Reception.

continued	on	page	11

Capitol —	continued	from	page	7

program administration, including pay-
ment delays and administrative costs 
for treating patients with claims.

VHHA worked during 2012 with 
the Medical Society of Virginia, the 
Virginia Orthopaedic Society and 
other stakeholders to develop reforms 
to Virginia’s Workers’ Compensation 
system to control medical costs. VHHA 
and our partners sought cost controls 
through market negotiations and also 
program administrative improvements, 
including enforcement of fair business 
practices. (HB 2206) VHHA opposed 
legislation that would have established 
a mandatory provider fee schedule 
based on Medicare rates. (HB 1612) 
When stakeholders could not reach a 
compromise, action on both measures 
was delayed, effectively defeating both 
approaches. Negotiations will continue 
on Workers’ Compensation reform dur-
ing 2013 to attempt to reach agreement 
on effective reforms.

PRACTITIONER REGULATION
A VHHA-opposed proposal to regu-
late surgical assistants and technolo-
gists was defeated for the third year in 
a row. (SB 858) 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 im-
portant that such regulation is imposed 
only when evidence shows that it is 
necessary to protect the public and that 
it actually improves outcomes and pa-
tient safety. When no such evidence has 
been presented, VHHA opposes new 
practitioner regulation.

A new law expands pharmacists’ role in 
outpatient care settings by allowing the 
use of collaborative practice agreements 
between pharmacists and physicians 
throughout the practice site; currently 
these agreements may be implemented 
only for individual patients. (HB 
1501) The changes do not affect scope 
of pharmacy practice; collaborative 
practice agreements would continue to 
authorize pharmacists to act, within 
the already established scope of their 
authority, with respect to drug therapy, 

laboratory tests and use of medical 
devices.

LONG-TERM CARE

For the third year in a row a bill was 
introduced to require nursing homes 
and assisted living facilities to provide 
detailed information on their liability 
coverage. This year proponents and 
affected providers reached a compro-
mise that establishes minimum liabil-
ity insurance coverage requirements 
for nursing facilities as a condition 
of licensure and to require assisted 
living facilities to disclose to residents 
and prospective residents whether the 
facility maintains liability coverage 
exceeding a minimum threshold set by 
regulation. (SB 750)

A new law authorizes voluntary 
electronic monitoring in nursing home 
resident rooms consistent with current 
Board guidelines governing the prac-
tice. (HB 2130; SB 974) 

LEGAL PROCESS AND TORT 
REFORM

VHHA joined with a coalition of 
Virginia businesses and advocacy or-
ganizations – the Virginia Alliance for 
Tort Reform – in support of a package 
of tort reform legislative proposals 
to improve the efficiency of the civil 
justice system. Following negotiation of 
agreement between the Alliance and the 
Virginia Trial Lawyers Association on 
proposals from both groups, legislation 
passed to:

•  Allow a motion for summary judg-
ment seeking dismissal of any claim 
or demand for punitive damages to 
be sustained based on discovery de-
positions as to the punitive damages 
claim (except in cases involving driv-
ing under the influence). (HB 1708)

•  Change rules establishing permissible 
venue in part to require a “practical 
nexus” for venue where a party regu-
larly conducts substantial business 
activity. (HB 1618; SB 1337)

•  Clarify fees that may be assessed 
in dismissals of actions by nonsuit 
either prior to or during trial. (HB 
1709; SB 903)

•  Allow use of medical records to cor-
roborate testimony of a party adverse 
to a party incapable of testifying, as 
when a defendant physician uses a 
medical record to corroborate his tes-
timony regarding his treatment of a 
deceased plaintiff patient. (HB 1477; 
SB 1122)

•  Allow private review in judge’s 
chambers of the plaintiff’s expert wit-
ness. (HB 1545; SB 699)

•  Address parents’ recovery of an in-
jured infant’s care expenses, including 
applicability of medical malpractice 
cap, and the statute of limitations ap-
plicable to an infant’s personal injury. 
(HB 1433; SB 1164)

•  Address procedures for introduc-
ing medical records and reports in 
Circuit Court appeals. (HB 1815; SB 
982)

SEXUAL ASSAULT RESPONSE
A new law authorizes, under limited 
circumstances, forensic examinations 
of suspected sexual assault victims who 
do not have decision-making capac-
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by Paul Speidell. Mr. Speidell serves as Vice President.

One bright spring afternoon 
in Washington, DC, a hard 
hit baseball sailed over the 
right-center field fence. It 

was the first inning of the first game 
of the Washington Nationals’ baseball 
season – a sport where team success 
requires considerable individual effort 
by a variety of players over the course 
of a long season.

This particular home run, hit by Bryce 
Harper, the Nationals’ 20-year-old phe-
nomenon, fueled high expectations for 
the team. In fact, he hit another home 
run the very next time he stepped up 
to the plate. But, for baseball fans, the 
joy of such moments is tempered by the 
understanding that baseball seasons are 
very long – 162 games long. Even the 
eventual champion typically loses 60 
times a year. Baseball requires persever-
ance.

At this writing in July, Bryce Harper 
had recently returned from a month’s 
injury absence and the Nationals had 
lost nearly as many games as they had 
won. And baseball people know, as 
they did in April, that the Nationals 
have a lot of work to do before they 
can claim to have accomplished any-
thing in 2013.

As Virginia’s hospital and health system 
stakeholders, we are going to have to 
adopt a baseball mentality.

A few weeks before Mr. Harper’s home 
run and two hours south of Nationals 
Stadium, the 2013 Virginia General 
Assembly took action on Medicaid 
reform and expansion. While no one 
would confuse the policy outcome with 
a home run, it does represent a success-
ful start toward transitioning Virginia’s 
Medicaid program to a more sustain-
able model with significantly expanded 
eligibility.

However, like the Washington Na-
tionals following its first game of the 

season, the Commonwealth has a long 
way to go before Medicaid reform and 
expansion become a reality. Achieving 
this goal is going to require consistent, 
ongoing advocacy from the hospital 
and health system field. And, just like 
a baseball team, it is going to require 
many players working together toward 
the right outcome over the course of 
many months.

General Assembly Environment

Through a hard-fought process, in 
2013 Virginia policymakers approved a 
budget that lays out a path for Med-
icaid reform and expansion. It calls 
for specific reforms that will transition 
the program to one that more closely 
reflects the commercial market. This 
includes benefit package moderniza-
tion, cost-sharing reforms and state 

Medicaid Advocacy

continued	on	page10
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flexibility for significant pilot testing, 
such as considering premium assistance 
programs for the Affordable Care Act 
(ACA) Medicaid expansion population 
in some regions.

Policymakers also established a Med-
icaid Innovation and Reform Commis-
sion (MIRC), consisting of 10 voting 
members, five each from the Virginia 
Senate and House of Delegates, to 
assess progress toward completion of 
the reforms. Virginia will only expand 
Medicaid eligibility to qualified individ-
uals if the Commission deems reform 
progress to be sufficient.

A number of Virginia’s policymak-
ers are distrustful of expansion, citing 
significant concerns about the federal 
government’s ability to keep its promise 
to fund 100 percent of the expansion 
population’s care until 2017 and then 
gradually phase down to no less than 
90 percent of the expansion costs. 

In fact, in appointing the five vot-
ing House 
members to 
the MIRC, 
Speaker of the 
Virginia House 
of Delegates 
Bill Howell 
was widely 
quoted as ap-
pointing those 
“who share my 
skepticism that 
the federal gov-
ernment can 
continue to pay 
money they 
don’t have.”1

In other words, 
these delegates 
assume their 
role on the 
MIRC with 
significant 
concerns about expanding the pro-
gram. They reflect the views of numer-
ous Virginians. It will require a lot of 
work to persuasively demonstrate that 
reforming and expanding Medicaid 
is the right course for Virginia. Our 

efforts have gotten us this far, but it is 
time again to step up to the plate.

Your Role

Like many state policymakers, Virgin-
ia’s hospitals and health systems have 
consistently voiced concern about the 
current federal economic situation. For 
years VHHA has advocated for na-
tional health care reforms that improve 
value in health care – greater quality 
at lower cost. While we continue to 
harbor these concerns, VHHA also 
recognizes two important facts:

1. Virginia accepts federal dollars for 
many purposes, like transportation, 
despite these same concerns; and,

2. The budget provision passed this 
year safeguards against a federal 
abdication of its Medicaid expan-
sion responsibility by requiring the 
Department of Medical Assistance 
Services (DMAS) to begin disen-
rolling beneficiaries if the federal 
government fails to live up to its 
promises.

Hospitals and health systems have 
a critical job before them in helping 
policymakers, especially those on the 
MIRC, to understand that Medicaid 
reform and expansion will help to place 
Virginia’s program on a more stable 

footing for the long term. Key activities 
will include:

• Educating MIRC members

• Educating other policymakers

• Engaging the grassroots in hospitals 
and health systems

• Engaging other community 
stakeholders

• Educating the media

Educating MIRC Members

It is critical that constituents of MIRC 
members speak frequently with their 
legislators, both to share our perspec-
tive on Medicaid reform and expansion 
as well as to recognize their concerns 
and respond to their questions. Legis-
lators must understand that hospitals 
and health systems share their desire 
to return the economy to growth and 
to reign in the national debt. Medicaid 
reform and expansion is a path to ad-
dressing growth in health care costs by 
improving the way care and its costs 
are managed and then extending those 

efficiencies to a broader, 
more expensive patient 
population. Meet with 
your legislator in person 
to communicate these 
perspectives as well as the 
real world impact reform 
and expansion will have 
on your facility.

Educating Other 
Policymakers

Only a few legislators are 
appointed to the MIRC, 
so odds are good your 
legislators are not among 
them. However, these 
legislators also must be 
educated on key impacts 
of Medicaid reform 
and expansion as noted 
above. The request of 
these legislators is simple 

– please emphasize to members of the 
MIRC how critically important Medic-
aid reform and expansion are to the pa-
tients and health care providers in their 
districts as well as the sustainability of 
the program over the long term.

Plate —	continued	from	page	9
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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

Engaging the Grassroots in Hospitals 
and Health Systems

Legislators value your input because 
you are a community leader in the area 
they represent. As important as your 
input is, there is no substitute for thou-
sands of educated voters advocating in 
concert on this critical issue. Legislators 
need to hear not just from you but also 
from other members of your organiza-
tion, including senior management, 
trustees and staff. This requires educat-
ing employees on the current status of 
Medicaid reform and expansion and 
its importance to your organization 
and then encouraging them to carry the 
message to legislators.

In addition to opportunities for wide-
scale involvement through tools such 
as VHHA’s online grassroots program, 
hospital and health system leaders must 
create other opportunities for staff to 
voice their perspective to their elected 
officials. Consider inviting legislators 
into your facility for a tour and to meet 
with groups of employees. This will 
help them to understand the poten-
tial impact of these decisions on your 
facility and give them the opportunity 
to answer questions from employees 
about Medicaid reform and expansion.

Engaging Other Community 
Stakeholders

Of course, it is not enough for the 
hospital and health system field alone 

to engage your legislators. Others in 
the community – providers, patients, 
businesses and advocates – recognize 
the importance of this effort and must 
be involved. This is an opportunity for 
you to reach out to other community 
leaders to ensure they appreciate that 
Medicaid reform and expansion will be 
good for patients, community health 
and the Commonwealth’s and country’s 
economies. Also ensure they under-
stand how important it is that they help 
to advocate for the right policy deci-
sions for the Commonwealth.

Educating the Media

Your local newspaper editorial board 
and reporters need to understand Med-
icaid reform and expansion, including 
the jobs, patient coverage and commu-
nity impacts. As a community leader, 
you are well positioned to explain these 
points as well as the potential conse-
quences should reform and expansion 
fail to occur. Such education will help 
reporters and editors to appreciate the 
stakes involved for Virginia and pose 
insightful questions regarding Medicaid 
policy in Virginia.

Timeline

The MIRC met for the first time on 
June 17 and will meet several more 
times over the course of the sum-
mer and fall. The MIRC is likely 
to render its first decision on the 
progress of Medicaid reforms in 
late November. VHHA is develop-
ing a variety of tools to facilitate 
your advocacy efforts, but it is im-
portant to begin now by scheduling 
appointments with your legislators, 
community stakeholders and the 
media to discuss these issues and 
how they can be supportive of 
Medicaid reform and expansion.

It will take your leadership to convince 
legislators of the right course for Vir-
ginia and to enlist others in the com-
munity to champion this effort. As in 
baseball, the effort will take time and 
perseverance. Longtime Los Angeles 
Dodgers manager and executive Tom-
my Lasorda is often quoted as saying, 
“There are three types of baseball play-
ers: those who make it happen, those 

Medicaid Innovation and 
Reform Commission Members

Virginia House of Delegates

Steve Landes (R-Augusta)

John O’Bannon, MD (R-Henrico)

Jimmie Massie (R-Henrico)

Beverly Sherwood (R-Winchester)

Johnny Joannou (D-Portsmouth)

Senate of Virginia

Walter Stosch (R-Henrico)

Emmet Hanger (R-Augusta)

John Watkins (R-Chesterfield)

Janet Howell (D-Fairfax)

Louise Loucas (D-Portsmouth)

who watch it happen and those who 
wonder what happens.” To achieve 
Medicaid reform and expansion, we 
are going to have to make it happen. n

1) http://www.timesdispatch.com/news/
medicaid-expansion-battle-contin-
ues/article_86e3cdab-f7d7-54af-
bf6d-2a1203e2a26f.html.

continued	from	previous	column

Capitol —	continued	from	page	8

ity in order to preserve evidence and 
protect victims’ legal rights when they 
are unable to consent to an examina-
tion and evidence collection. (HB 2120; 
SB 1006) Companion measures permit 
photographs and medical imaging of 
incapacitated victims’ injuries without 
consent for use in court proceedings, 
with appropriate confidentiality protec-
tions. (HB 2122; SB 997)

HEALTH POLICY STUDIES
Virginia’s Joint Commission on Health 
Care is directed to study in 2013 fac-
tors affecting health care costs; the pro-
posal was introduced at the request of 
the State Chamber of Commerce. The 
Commission also will study initiatives 
to control costs (HJR 687) and address 
physician shortages (HJR 689).

*****

More information on these and other 
measures considered during the 2013 
General Assembly Session is available 
at http://leg1.state.va.us and in VHHA’s 
2013 Final Report on Legislation of In-
terest to Hospitals and Health Systems. 
n
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Opportunity 
Knocks

When asked her favorite word or phrase, 2013 VHHA 
Chairman Margaret Lewis answered, “I’ve been known 
to use the word ‘opportunity’ a lot.” It’s an optimistic and 

appropriate word for the person who will lead Virginia’s hospitals and 
health systems in the next year as they navigate the uncertainty of our 
country’s evolving health care delivery system. “In my 37-year health 
care career, this is fundamentally the most transformative period I’ve 
ever witnessed. It’s daunting but also exciting to be a part of it.   

In late April Margaret, who is President of HCA’s Capital Division and 
Senior Executive of HCA Virginia, sat down for an interview to share 
her insights on health care reform, Medicaid reform and expansion in 
Virginia, the VHHA and herself. What follows are excerpts from that 
interview.

Early Days
Margaret Lewis was born in Trenton, New Jersey. Along with her twin 
sister, she is the youngest of six siblings who lived in Pennsylvania 
before moving to and growing up in Miami. After high school she 
explored a number of jobs, working as a secretary, in a rental car 
agency and “in all manner of food service jobs.”  In her 20s, she met 
a Pediatric Nurse Manager “whose eyes always lit up when she talked 
about her job. She was very passionate, and I wanted to find something 
that could make me feel that way too.” 

She became a Nursing Assistant and earned an Associate Degree in 
Nursing from John Tyler Community College. As a single parent, she 
worked full-time at Chippenham Medical Center while she pursued her 
Bachelor Degree in Nursing from the Medical College of Virginia and 

later a Masters in Business Administration from Averett University.  After gaining experience as a critical care and med/surg 
nurse, she “gravitated toward management positions.  I felt I could have a positive impact on bedside nursing as a nursing 
leader.” 

While she sometimes misses caring directly for patients, she counts that time as foundational to her current role. “Working as 
a nurse taught me skills I apply even today. In nursing you’re trained to walk into a situation, assess it, identify the problem, 
come up with a plan and execute it, and then monitor the outcomes. Which is essentially what I do in running a health 
system.” 

Regarding HCA
HCA Virginia, which is a part of HCA Capital Division, has a network of 13 hospitals, 33 outpatient centers and nearly 
15,000 employees. The parent company, HCA, Inc., is headquartered in Nashville, and has more than 160 hospitals and 110 
freestanding surgery centers across the U.S. and England.

by Sheila E. Gray. Ms. Gray serves as Vice President.

An Interview
with our Chairman
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When asked what she wanted people 
to know about HCA, she answered 
that she thought about this question 
a lot. “Our culture often seems to 
pay more attention to differences 
than to similarities. The same thing 
happens in health care. The fact is, 
HCA shares a lot of common ground 
with its nonprofit counterparts. All 
of us look at patients the same way, 
we realize that care is local, we have 
complex relationships with insurers and 
physicians. The ties that bind us dwarf 
the things that set us apart.”

Health Care Reform Part 1 – 
Medicaid Reform and Expansion 
in Virginia
The new law of the land – the 
Affordable Care Act – has the potential 
to dramatically reshape Virginia’s 
Medicaid program.  The implications 
couldn’t be clearer: over the next five 
years, expanding Medicaid would 
provide health care coverage for 
hundreds of thousands of Virginians; 
boost the economy by $9.9 billion; and 
add 31,000 Virginia 
jobs. Whether or 
not the state chooses 
expansion, under 
the ACA Virginians 
would pay $10.2 
billion in new taxes 
and providers would 
face $1.5 billion in 
reimbursement cuts.

Virginia’s hospitals 
and health systems 
support Medicaid 
reform, but if reforms 
take place prior to 
expansion, it will affect 
not only Virginia’s 
health care delivery 
system, but also its 
economic health. As 
for what decisions the 
Commonwealth should 
make, Margaret says 
hospitals and health 
systems need to make 
their voices heard. In 
doing so, she believes 
they’ll need to take a 
global view. “As health 

systems we all have biases. We tend to 
look for solutions that will benefit us as 
individuals.  We’ll need to set aside that 
way of thinking and understand that 
meaningful, sustainable change comes 
only when it serves the common good. 

“If we don’t expand Medicaid yet 
are forced to absorb the ACA’s 
reimbursement cuts, some providers 
will struggle to remain financially 
viable. Whether large or small, investor-
owned or nonprofit, we’ll all have a 
fiduciary responsibility to reevaluate 
services that aren’t profitable. Then, if 
services are eliminated, access to care 
will be diminished. 

“Physicians will feel the impact of the 
ACA too, and they also face an influx 
of disruptive innovations that can 
erode their business. All of that creates 
a tenuous path that will require some 
of them to make tough choices about 
how they practice medicine, and which 
patients they serve.” 

Government Involvement in 
Health Care
While the government plays an integral 
role in our nation’s health care delivery 
system, Margaret believes there are 
times when it’s appropriate and when it 
is not.

“Does the government have a role 
in health care? Of course, and a 
great example has to do with the 
requirements under the ACA to 
improve quality. There is demonstrated 
evidence that government involvement 
has helped raise the bar on quality, in 
part because of how it’s decreased the 
variability in care processes across all 
providers. As we move into measuring 
more clinical measures, I expect similar 
results.

“But government overreaches when 
it limits or otherwise intrudes on 
individual choice or if it relieves 
people of personal accountability. We 
ignore the importance of personal 
accountability at our own peril. 
Thankfully, we’re making progress in 
this area. The business community is 
taking that by the hand by incentivizing 
their employees to take better care of 
themselves. There’s evidence this can 
change behavior and improve health.”

Health Care Reform Part 2 – 
Moving Forward Under the ACA
“People still don’t fully understand 
the ACA, but how could they? It’s still 
evolving. And as we begin to find out 
what these regulations mean, we’re 
starting to understand they may have 
some unintended consequences.”

Margaret receiving the “Chairman’s Gavel” from Howard 
Kern, President of Sentara Healthcare.

“In nursing you’re trained 
to walk into a situation, 
assess it, identify the 
problem, come up with a 
plan and execute it, and 
then monitor the outcomes. 
Which is essentially what 
I do in running a health 
system.”

continued	on	page	12
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The general public is still leery of the 
new law and what it means to them, 
and support continues to diminish. 
[Wall Street Journal/NBC News Survey, 
conducted May 30-June 2.]  “As with 
any change, the acceptance level – both 
by providers and patients – is going to 
tell a lot about how smoothly or how 
difficult the transition becomes. 

“A fundamental flaw of reform has 
been that there is no strong incentive 
for physicians and other providers of 
care to work together. There are basic 
regulations and legal barriers that 
prevent us from working together in a 
meaningful way to affect change at the 
pace it needs to move.”

The Future of VHHA
VHHA was formed in 1926. In its 
87-year history, we have had 77 
chairmen and only two presidents. 
The Association is composed of 38 
members representing 110 community, 
psychiatric, rehabilitation and specialty 
hospitals throughout Virginia.

Following passage of the ACA, the 
VHHA Board made predictions 
about where the health care field 

would be headed. These included 
more integration, more risk and more 
accountability for cost and quality. 
Three years later, these predictions 
have proven accurate. As the health 
care landscape continues to change, 
so too must the Association and what 
its members need and deserve. This 
summer, VHHA’s Board of Directors 
will meet to build further upon the 
organization’s strategic plan and a 
succession plan to lead the association 
through its next phase.

“When you have a state dominated 
by large health systems, how does 
that affect the role of the hospital 
association? When you have a health 
care provider environment that now 
includes more than just physicians and 
hospitals, who should the association 
represent?

“The good news is that the health 
systems in our organization understand 
that there is a time to compete and 
a time to collaborate. The level of 
collaboration I’m seeing is at an all-time 
high. Systems are transparent about 
what matters to them as an individual 
system but respectful of the need to 
reach compromises that everyone can 
live with. 

“On our key component as an 
Association, VHHA does a tremendous 
job advocating on behalf of its 
members. It has built long-standing 
relationships in a lot of different 
places, but we need to make sure that 
those relationships continue when we 
choose a new leader. Our members 
have to be more actively engaged. Our 
constituency is always well prepared, 
but sometimes struggle to find the time 
to devote to advocacy. It may be we 
need to redefine what advocacy is and 
how we do it.”

Letting Go
When asked about a “typical day” in 
her life, she laughed and said, “There 
isn’t one.” She is an early riser who 
exercises each morning. She goes into 
the office and has a schedule that 
“either happens or it doesn’t.” She is 
heavily involved in the community, 
especially through board memberships.

While health system leadership will 
always be a 24/7 job, she’s learned to 
find a balance. On weekends she goes to 
her main home on the Rappahannock 
River, which she shares with her 
husband, Richard, a retired cardiologist 
now volunteering at the Tappahannock 
Regional Free Clinic. She has three 
children – two stepsons and a daughter 
– and seven grandchildren between the 
ages of seven and 18 months, and she’s 
delighted that all of them now live in 
Virginia.

If She Wasn’t In Health Care…
“I’m very fortunate that I’ve loved every 
job that I’ve ever had. Having said that, 
I’ve always worked for a corporation, 
and I’ve wondered could I be successful 
running my own business. It’s probably 
no big surprise that I’d love to run a 
clothes boutique.” [Laughs]

Drawing Inspiration
Nursing has always been her first love, 
and she still admires clinicians and the 
people at the bedside. “The stories you 
hear about the care provided show the 
power and influence of the people at the 
bedside. What they see and do is pretty 
incredible.”Margaret with fellow VHHA Chairmen at the 2012 Annual Meeting, from left: Donald S. 

Buckley (1997), Chris A. Lumsden (1996), Fred M. Rankin III (2003), W. Scott Burnette (2010) 
and John F. Duval (2011).

Opportunity —	continued	from	page	13
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Thoughts on Books, TV, Movies 
and Fishing
She enjoys reading, but has no one 
genre she calls a favorite. “About every 
other book I read is a management 
book. I just finished Lean In: Women, 
Work and the Will to Lead by Sheryl 
Sandberg, which is about women in 
leadership and the executive ranks. It’s 
a fairly controversial book, and I hadn’t 
planned on reading it, but a young 
female executive who is not in health 
care recommended it highly. It’s actually 
modified some of the advice I give to 
young women.” Next in her queue is 
Killing Kennedy by Bill O’Reilly. 

She has seen so many good movies 
that she can’t name one as a favorite, 
although she does admit to having a 
soft spot for romances, foreign films 
and period dramas. Her favorite 
television show is “Mad Men.” “It’s 
fantastic. It has so many complex 
themes to it.”

One thing you may be surprised to 
learn about Margaret is her enjoyment 
of fishing. “I’m very patient with it.” 
She admits she will bait a hook, fish 
and cook and serve it, but she refuses 
to clean it. Her most memorable 
experience was salmon fishing with 
her husband in a small fishing village 
in Canada.  “Those fish are big and 
strong. They’re fighters. My husband 

Above: Margaret chats with 2012 Annual Meeting participants.
Left: Margaret with 2011 VHHA Chairman John F. Duval, CEO, 
MCV Hospitals & Clinics.
Below: 2013 Spring Conference, from left: speaker Ed Rush, 
Ogren Schlars Blake Wehman, Kathryn Pierce and Andrew 
Donahue.

held me around 
the waist as I was 
trying to reel one 
in. For a while 
I thought [that 
fish] was going to 
pull me out of the 
boat.” 

Final Thoughts
While 
“opportunity” 
may be her 
favorite word, her 
favorite saying has 
to be “You can’t 
always be good 
at everything.” 
“My family claims 
I say it a lot, and 
I’ve actually heard myself say it while 
at work and had folks here play it back 
to me. But it’s something I believe in. 
That’s why you need a team.”

Margaret will be Chairman of VHHA 
until October 2013. She is excited 
about this year and what’s in store for 
health care and VHHA. In her speech 
to the membership on accepting the 
chairman’s gavel in November 2012, 
she stated, “Health care today is more 
transparent, more nimble and more 
sensitive to the marketplace than it’s 
ever been. We’re creating innovative 
models of care delivery and finding 

better ways to diagnose and treat 
disease. But we’re still too expensive, 
too prone to mistakes, too fragmented 
and complex and unwieldy.

“One thing is clear. A fair assessment of 
health care delivery takes into account 
the good and the bad.  It balances the 
improvements in quality and innovation 
with the problems of cost and 
fragmentation. That’s where hospitals 
and health systems come in. Not as 
cheerleaders for a system we know to 
be flawed, but as advocates for a system 
transforming itself – albeit slowly and 
painfully – into something better.” n
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Address Service Requested

4200 INNSLAKE DRIVE, SUITE 203, GLEN ALLEN, VIRGINIA 23060-6772
P.O. BOX 31394, RICHMOND, VIRGINIA 23294-1394
(804) 965-1227  FAX (804) 965-0475

VIRGINIA HOSPITAL 
& HEALTHCARE 
ASSOCIATION 

An alliance of hospitals and health delivery systems 

The North Carolina-Virginia Hospital Engagement Network (NoCVA HEN) is one of 26 hospital engagements networks around 
the country focused on achieving the goals of the Centers for Medicare & Medicaid Services (CMS) national Partnership for Patients 
campaign – a private, public partnership to improve the quality, safety and affordability of health care for all Americans. The NoCVA 
HEN is being led by the North Carolina Quality Center in partnership with VHHA. There are 116 hospitals participating in the NoC-
VA HEN; 83 from North Carolina and 33 from Virginia. The goals of the campaign are to reduce nine hospital-acquired conditions 
by 40 percent by the end of 2013 in comparison to baseline, and to reduce all cause 30-day hospital readmission rates by 20 percent 
within the same time frame. By achieving these goals, it is estimated that over 65,000 lives and over $35 billion in health care costs 
will be saved. For more information on the work of the hospital engagement network and Partnership for Patients campaign, please 
visit the VHHA web site at http://www.vhha.com/hospitalengagementnetwork.html. The chart below shows the progress made by the 
hospitals enrolled in the NoCVA HEN, comparing baseline performance to the most current data as of May 2013.

Quality Improvements of the NoCVA HEN


