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During the 2014 Virginia General Assembly Session, consideration will be given to providing 
health insurance coverage to uninsured Virginians. Clearly, VHHA members support find-
ing some pathway to cover the 250,000 or more Virginians who lack coverage and could 

be eligible to participate in the state’s Medicaid program or some alternative solution tailored to 
Virginia’s needs.

A feature of the Affordable Care Act, as modified by the United States Supreme Court, provides 
substantial federal funding for states to expand Medicaid, the program that pays for health care 
for low-income people. During its 2013 Session, the General Assembly created the Medicaid 
Innovation and Reform Commission to examine ways to reform the existing Medicaid program 
(principally in those areas relating to the aged, blind and disabled populations) and consider the 
possibility of expanding the existing Medicaid program. This Commission was very active in 2013 

and has overseen the activities of the executive branch of government in implementing approaches to restructure service delivery and pro-
vide program discipline and accountability for the 65 percent of current total Medicaid expenditures for services to the disabled and aged.

Our goals this year, as last, in pursuing health insurance coverage for more Virginians include:

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

•  Improving the quality of health care in Virginia.

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

The possibility of using funds creatively may help accommodate existing and upcoming state health program challenges. For example, the 
state now funds the four largest mental health providers in the state: state prisons; juvenile correction centers; local jails; and the mental 
health system. The costs associated with this care are the result of chronic, largely untreated mental illness. Treatment now of more adults, 
especially young adults, could prevent expensive institutionalization (whether in a prison or a hospital) later.

Other examples:

•  Virginia already has a proven Medicaid managed care model that can be taken to the next step to more tightly manage care of the most 
expensive patients, such as frequent emergency department users.

•  Already underway through an agreement with the federal government is more intensive management of dual eligible patients 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 coordinat-
ing between federal and state programs, each providing part of the available coverage.

•  Timely, effective care of the chronically ill minimizes crisis treatment in hospital emergency departments. While emergency care is part of 
a hospital’s community mission, the hospital emergency department is not the best place to provide cost-effective, quality care, especially 
for the chronically ill. The cost of caring for patients in the emergency department and deferral of care for the chronically ill are now 
shifted to paying patients.

During 2013, several of the states with reservations about expansion of existing Medicaid programs have applied for waivers from the fed-
eral government that will allow them to provide health insurance benefits using federal dollars through the purchase of private sector health 
insurance. Each of the states that has received or is seeking federal consent to proceed along these lines has sought to craft a solution to the 
problems created by lack of health insurance coverage that best serves the needs of its own citizens. States want flexibility from rigid federal 
standards; the opportunity better to manage newly covered lives; the opportunity better to coordinate care; the targeting of benefits that 
may focus on such areas as primary care, community mental health prevention and wellness; and options to curtail open-ended entitlement 
status for the able-bodied.

Coverage expansion in Virginia is our goal. The federal government will need to provide greater flexibility. Our Virginia Congressional 
delegation should help lead the charge to ensure that a Virginia private option solution is granted by the United States Department of Health 
and Human Services. The result of all this can be true reform of the health care system in Virginia, which is long overdue. The alternative is 
continuing with too many uninsured that lack access to the right care at the right time while costs increase rapidly and are shifted to others 
who pay for health care services. That’s not a good Virginia alternative.
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The Business Case for 
Better Health Care
Virginia Chamber’s Blueprint Virginia

As major employers, hospitals and health 
systems have a deep and abiding interest in 
reinforcing the Commonwealth’s already posi-
tive business climate and advancing policies 
that help fuel economic growth. Engagement 
with the business community is critical to our 
success.

Pursuant to VHHA Board action in 2012, VHHA 
was a Cornerstone Sponsor of the Virginia Cham-
ber of Commerce business plan for the Common-
wealth, “Blueprint Virginia.” VHHA has been 
an active participant in the various forums and 
committees that developed the plan, identifying 
priorities to strengthen Virginia’s economic com-
petitiveness.

Blueprint Virginia was presented to Governor-Elect 
Terry McAuliffe, other elected Virginia leaders 
and business leaders on November 20. The report 
focused on a number of areas of importance to 
Virginia’s hospitals and health systems: health care; 
education; workforce; transportation; technology 
and innovation; and military and veterans affairs. 
This article highlights recommendations and op-
portunities for VHHA members to work with the 
business community to address the recommenda-
tions through advocacy and local efforts.

Education and Workforce
Addressing the Virginia economy’s growing work-
force needs, especially training more people with 
STEM-H skills, is a central theme of the Blueprint 
report. One recommendation of the report is to 
forge partnerships between the business community 
and K-12 schools. VHHA and its members have 
been on this path for many years, working with 

by Christopher S. Bailey. Mr. Bailey serves as Senior Vice President.

“Given our tremendous assets, it 
is up to us...to keep Virginians 
healthy and our economy strong.”
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Blueprint —	continued	from	page	3

primary and secondary educators within 
their communities to engage young Virgin-
ians in pursuing health care careers and to 
provide training and assistance in training 
our future health care leaders.

Since 2003, VHHA has provided grants to 
its members and their community partners 
to offer summer camps to middle and high 
school students to learn about health care 
careers around the state. Interest has grown 
year-to-year in these camps, and in 2014 
VHHA members are expected to reach out 
to 1,000 potential future health care leaders 
through these camps.

The Blueprint recommendations also 
reinforce many of the themes of VHHA’s 
Workforce Task Force, including adding 
more clinical training slots, expanding 
team-based care models and accelerating 
the hiring of qualified veterans into health 
care jobs. More information on the Task 
Force’s recommendations is available at 
http://www.vhha.com/workforce.html.

Health Care
On health care generally, the Blueprint 
urges the Commonwealth to use innova-
tion to improve population health, quality, 
access and cost. The Blueprint notes that 
population health is one of Virginia’s weak-
est attributes and that making improve-
ments in this area through the use of data 
analytics, investing in prevention efforts 
and high-value treatments and promoting 
proven efforts to improve wellness are key 
to cost containment and savings.

The recommendations for quality, access 
and cost improvements include imple-
menting Medicaid reform and expansion, 
improving the value of care, providing more 
transparency to consumers, expanding ac-

Population Health and Wellness
•  Focus on population health as it is among Virginia’s 

weakest attributes.
•  Use population health improvements as a key lever in 

cost containment and a driver for savings.
•  Invest in data analytics to take advantage of Virginia’s 

emerging data infrastructure (HIE and APCD).
•  Invest in prevention and pursue high-value treatment of 

chronic disease, behavioral health and special needs 
populations.

•  Promote public policy and private efforts to improve 
individual wellness and population health.

Quality, Access and Cost
•  Implement Medicaid reform and expansion to help 

reduce cost shifting onto insured patients and employers 
for the cost of treating the uninsured.

•  Focus on improving the value of care.
•  Use payment reform as a key lever to improve value for 

both public and private payers.
•  Empower health care consumers and/or their responsible 

decision-makers with information to enable appropriate 
and cost-effective care decisions in partnership with their 
providers.

•  Support expanded access to care as a means for control-
ling costs and improving quality.

•  Strengthen the individual and small group insurance 
market through public and private innovation.

Health Workforce
•  Solving our growing health workforce challenges will 

improve the state’s competitiveness and strengthen our 
health care system.

•  Address the need for additional clinical training slots.
•  Develop more team-based models of care to accommo-

date the needs of a population that is both growing and 
aging.

•  Integrate returning veterans into the health workforce.

Innovation
•  Invest in efforts to drive multi-stakeholder, system-level 

reform, such as the Virginia Center for Health 
Innovation’s Health Innovation Plan.

•  Replicate best practice innovations within Virginia’s 
existing health care system.

•  Recognize innovation as an important component in 
transforming our state’s health care system into a 
competitive advantage for Virginia.

•  Encourage employer-led health care coalitions on a 
regional basis.

Blueprint Virginia Health Care Recommendations
Goal: Use innovation to transform Virginia’s health care system into a competitive advantage

through improvements in population health, cost, access and quality.

cess to care and strengthening the individual 
and small business insurance market.

With regards to Medicaid reform and ex-
pansion, Governor-Elect McAuliffe shared 
the following during the Blueprint Virginia 
release:

Growing our economy and strength-
ening our workforce will be an uphill 
battle as long as we have one million 
Virginians without health insurance. 
As Barry Duval [President/CEO, 
Virginia Chamber of Commerce] 
wrote…backing Medicaid expansion 
to help cover as many as 400,000 
uninsured Virginians, is both an 
economic development issue and a 
workforce issue.

Why? Because most of Virginia’s one 
million uninsured residents are mem-
bers of working families. As the Blue-
print correctly identified, the health of 
our population is a relative weakness 
in our state…We have a tremendous 

“Most of Virginia’s one 
million uninsured residents 
are members of working 
families.”
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The Case for Better Health Care, Medicaid Reform and Closing the Coverage Gap

• With Virginia’s vast resources, having more than one million uninsured Virginians is 
unacceptable.

o Two-thirds of uninsured Virginians come from families with at least one full-time 
employee.

• It is an economic and social imperative that we help them access the care they need.

o The business community shoulders the burden of the uninsured by paying more 
than $1,000 in higher premiums for commercial insurance.

• The Medicaid program must be reformed. 

o During 2013, the Commonwealth implemented reforms that will cover more than 
80 percent of Medicaid recipients via commercial-like Managed Care plans rather 
than the traditional Medicaid program.

o These reforms will save the Commonwealth more than $750 million through 2022.

• Despite these reforms, a significant coverage gap exists between those who currently 
qualify for Medicaid and those who earn enough (>133% FPL) to qualify for 
subsidized marketplace health insurance. 

• This gap can only be fixed by the General Assembly’s action.

o The General Assembly can access more than $21 billion in federal funding to cover 
the uninsured.

o Virginians will pay to cover the uninsured regardless of whether or not the GA 
chooses to cover them.

• As other states have done, a commercial-like plan is the best option to close the 
coverage gap.

• Virginia must be able to opt-out of the program at any time, especially if the federal 
government reneges on its commitment to fund more than 90 percent of the program.

opportunity to turn that weakness 
into a competitive advantage.

Virginia has one of the strongest and 
best managed health systems in the 
nation. We have world-class doctors 
and nurses, as well as outstanding 
medical schools and other health 
professional programs researching 
tomorrow’s cures and training tomor-
row’s healers.

Given our tremendous assets, it is up 
to those of us in state government to 
step up and leverage them toward the 
goal of keeping Virginians healthy 
and our economy strong. We can 
start by bringing members of both 
parties together to find common 
ground on accepting federal funds for 
the Medicaid expansion. Not only 
will this expand coverage to hundreds 
of thousands of Virginians, it will 
create an estimated 33,000 jobs and 
bring $21 billion of Virginia taxpayer 
dollars back to the Commonwealth.

As Blueprint Virginia notes, there is 
a strong business case for using this 
money here in Virginia rather than 
surrendering it to our economic com-
petitors. I am confident that state and 
local leaders, as well as members of 
the business community, can get this 
done “the Virginia Way” – by coming 
together, putting old ideological dif-
ferences aside and focusing on what 
makes sense from a business perspec-
tive. That perspective benefits us all.

Let me be clear on one point. If Med-
icaid expansion is not the business 
community’s number one priority 
in your communications with the 
General Assembly, it will not happen. 
And if it doesn’t, I am certain that the 
hospital executives and other health 
care leaders here today can explain 
what a disaster that would be for our 
economy and for Virginians’ access to 
quality health care. 

That is the case I have been mak-
ing to business and political leaders 
from both parties since my election 
and I don’t plan to stop until we find 
common ground and get this done 
together. This is too important to Vir-

ginia’s future for any of us as leaders 
to stand on the sidelines.

As Governor-elect McAuliffe stated, 
“Medicaid expansion…is too important 
to Virginia’s future for any of us as leaders 
to stand on the sidelines.” The health care 
community is well aware of the implications 
– for our citizens’ health and the Common-
wealth’s financial health – to expand Med-
icaid in Virginia. Virginia’s hospitals and 
health systems have immediate work to do 
to further the cause of Medicaid coverage 
expansion, with visible business support.

That business support from the local and 
regional levels will not happen unless our 
members work closely with their local busi-
ness communities and chambers to achieve 
full support of coverage expansion. The 
Blueprint is a tool to help us drive business 
to press hard for coverage expansion, but 
the Blueprint is not the end game.

Members are encouraged to review the 
Blueprint recommendations and work 
with their local chambers of commerce 
to advocate for Medicaid expansion and 
better health care for all. VHHA also will 
continue its very active partnership with 
the Chamber to advance meaningful system 
reforms.

More information about the Blueprint 
recommendations can be found at http://
www.vachamber.com/economic-summit-
presentations/. n

“[We] can get this done the 
‘Virginia Way’ – by coming 
together, putting ideological 
differences aside and focusing 
on what makes sense from 
a business perspective. That 
perspective benefits us all.”
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by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.

T            he 2014 General Assembly convenes 
on January 8 for its biennial 60-day 

“long session,” bringing new legislators 
to Richmond following 2013 elections. 
Shortly afterward, Governor Terry McAu-
liffe will be inaugurated, ushering in a new 
administration and more changes to the 
Capital. VHHA and its members already 
are engaged in the work of getting to know 
the new players and the new ideas they 
bring while we educate them on the issues 
that are important to hospitals and health 
systems and the patients and communities 
they serve.

This article describes important issues af-
fecting hospitals and health systems that 
we expect legislators will address. The full 
picture of the 2014 legislative agenda will 
not be clear until mid-January when all bills 

have been introduced, and this is particu-
larly true at this time of transition. 

Coverage Gap
VHHA will continue to advocate for the 
use of federal funds available under the 
Affordable Care Act to reduce the number 
of uninsured in Virginia. The Medicaid In-
novation and Reform Commission (MIRC) 
was created by the 2013 General Assembly 
to consider whether reforms to Virginia’s 
Medicaid program are sufficient to allow 
Virginia to proceed with some form of 
coverage expansion through the Affordable 
Care Act. The MIRC has met throughout 
2013, collecting evidence that the necessary 
reforms are underway with some reforms 
already complete. The MIRC also has re-
ceived expert testimony on various “private 
options” adopted in other states to provide 
premium assistance to purchase coverage 
for low-income adults in the Marketplace 

or through Medicaid Managed Care plan 
enrollment. In addition, both the Senate 
Finance Committee and House Appropria-
tions Committee have received reports on 
these “private options.” Under current law, 
any proposal to broaden eligibility would 
require an affirmative vote of three House 
and three Senate MIRC members. Legisla-
tion may be required in order to proceed 
with coverage proposals.

Workforce
In furtherance of the VHHA Healthcare 
Workforce Task Force recommendations, 
VHHA has identified workforce policy 
priorities that include:

•  State support for expansion of clinical 
training slots in the Commonwealth in 
order to retain more of Virginia’s medical 
school and advanced practice program 
graduates. 

General Assembly Preview
2014
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continued	on	page	8

•  Expediting the integration of qualified veterans into the 
health care workforce in part through regulatory coordina-
tion and flexibility in recognizing the skills and competen-
cies of returning veterans.

These recommendations are consistent with those of the Vir-
ginia Chamber of Commerce in its recently presented “Blue-
print Virginia: A Business Plan for the Commonwealth.” 

The Joint Commission on Health Care, following its 2013 
study of physician workforce shortages, will seek funding for 
the Virginia State Loan Repayment Program.

Behavioral Health
Following the tragic events at the home of Senator Creigh 
Deeds in November, Virginia’s Office of Inspector General 
has begun an investigation into why Senator Deeds’ son 
was released from psychiatric care the day before he alleg-
edly attacked his father and fatally shot himself. Governor 
McDonnell also has directed Secretary of Health and Human 
Resources Bill Hazel to review the events leading to the trag-
edy and identify any contributing problems within state and 
local mental health services. As these investigations proceed, 
Governor McDonnell announced that his budget will include 
proposed funding of $38.3 million over the biennium for criti-
cal mental health and substance use disorder programs. He 
also has issued Executive Order 68, creating a Task Force on 
Improving Mental Health Services and Crisis Response that 
will include mental health, law enforcement, judicial and pri-
vate hospital leaders among consumers and others to develop 
solutions that will improve Virginia’s mental health crisis ser-
vices and contribute to mental health crisis prevention. VHHA 
will participate actively in the anticipated discussion among 
legislators of the mental health issues raised, including psychi-
atric bed supply, alternatives for mental health crisis manage-
ment and length of emergency and temporary custody periods.

In unrelated action that may have more traction follow-
ing these events, the Joint Commission on Health Care has 
recommended additional state funding for community services 
boards to purchase equipment or contract for telepsychiatry 
for children.

Workers’ Compensation
This year, stakeholders including VHHA, the Medical Society 
of Virginia, the Virginia Orthopaedic Society, the Virginia 
Self-Insurers Association and Workers’ Compensation (WC) 
insurance carriers participated in a multi-session public policy 
mediation intended to reach compromise on reforming Vir-
ginia’s WC system. While participants found common ground 
in many areas, including prompt payment and other admin-
istrative reforms, the issue of how to establish a baseline for 
determining controls on growth in payment rates remains a 
primary point of disagreement. VHHA anticipates legislation 
again this year promoting a Medicare-based fee schedule for 
WC, which VHHA opposes. VHHA once again will promote 
more market-based reforms that would control costs without 
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linking the system to a federal program 
with no relationship to WC.

Certificate of Public Need
The 2013 General Assembly created a 
workgroup to consider the impact of the 
Affordable Care Act on the uninsured 
population in the context of indigent and 
primary care conditions on certificates of 
public need (COPN) and on providers’ abil-
ity to meet conditions. VHHA participated 
in the workgroup. At this writing recom-
mendations are not yet final. While we 
expect the report to recommend continued 
monitoring of ACA implementation to 
determine its impact on facilities’ ability to 
meet their COPN conditions, it is possible 
that legislation could be introduced in 2014 
promoting COPN conditions as an avenue 
to help disabled veterans receive needed 
care.

Health Practitioner Regulation
Professional groups representing surgical 
assistants, surgical technologists, labora-
tory scientists and technicians and genetic 
counselors have signaled their interest in 
seeking new state regulation of these practi-
tioner groups. VHHA continues to oppose 
new practitioner regulation unless there is 
evidence showing that it is necessary to pro-
tect the public. Unnecessary and duplicative 
practitioner regulation restricts the num-
ber of practitioners and/or their scopes of 
practice, limiting access to health care and 
increasing costs without adding value in the 
health delivery system.

Nurse anesthetists are proposing statutory 
clarification of the distinction between 
Certified Registered Nurse Anesthetists 
(CRNAs) and nurse practitioners with 
regard to CRNA practice and oversight by 
physicians.

Unclaimed Bodies
Legislation is expected that will address 
the problems that hospitals and others are 
encountering with disposal of unclaimed 
bodies. These problems surfaced following 
the Attorney General’s May 3, 2013, opin-
ion that the statutory requirement that the 
sheriff accept any unclaimed body applies 
only to bodies that are medical examiner 
cases and that sheriffs are not required to 
dispose of other unclaimed remains. Ques-

tions requiring resolution 
include:

•  Who has legal authority 
to remove and dispose 
of unclaimed bodies and 
should a court order be 
required to remove/dis-
pose of unclaimed bodies?

•  What is the liability expo-
sure for claims related to 
efforts to identify next of 
kin or for release and dis-
position of an unclaimed 
body?

•  Who pays costs of trans-
port and cremation or 
burial?

Medical Malpractice and 
Legal Process
VHHA is reviewing several 
measures proposed by the 
Virginia Trial Lawyers 
Association addressing 
procedures in health care 
litigation. These include 
proposals to:

•  extend the statute of 
limitations in claims for 
negligent delay in communicating imag-
ing or diagnostic test results that reveal a 
malignant tumor or cancer.

•  require health care providers to give a 
patient or patient’s attorney, upon re-
quest, metadata of the patient’s electronic 
medical record.

•  authorize physician assistants to testify as 
expert witness where the injured party is 
treated by a physician assistant.

The Medical Society of Virginia is seeking 
legislation that would provide immunity for 
members of entities established pursuant to 
“guidelines approved by a statewide or lo-
cal association representing health care pro-
viders licensed in the Commonwealth” and 
entities established by “health systems.”

All-Payer Claims Database
During development of the All-Payer 
Claims Database (APCD) data use and 
submission guidelines, it was discovered 
that the current APCD legislation prohibits 
the blending of multiple payer informa-
tion for the same employer. This limits the 

value of the APCD for both self-insured and 
fully insured employers that contract with 
more than one health plan by preventing 
such employers from getting a comprehen-
sive assessment of their employees’ health 
utilization patterns. As the subscriptions 
of these large employers will be crucial to 
sustaining the APCD, VHHA will seek to 
fix this problem. 

Insurance and Reform
Prompted by the relative success of enroll-
ment functions in state-based Health Benefit 
Exchanges (HBEs), Senator John Watkins 
intends to introduce a bill that would create 
a state-based HBE for Virginia, likely based 
on a similar bill he introduced in 2013 (SB 
924). Virginia’s HBE is federally facilitated 
with state authority to the extent allowed 
with respect to plan management and rate 
review.

In response to recent cancellations of some 
insurance plans that are not compliant with 
the Affordable Care Act (ACA), President 
Obama proposed suspending enforcement 
of related ACA provisions and urged state 

General Assembly —	continued	from	page	7
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insurance commissioners to allow carri-
ers to offer renewal of certain non-ACA-
compliant health insurance plans that could 
remain in effect up to October 1, 2015.

In a November 20 advisory (http://www.scc.
virginia.gov/boi/pubs/hlthplan_renew2014.
pdf), the State Corporation Commission 
(SCC) stated that it is unclear whether 
Virginia insurance laws allow implementa-
tion of the President’s proposal. The SCC 
did conclude that Virginia insurance law 
permits the Bureau of Insurance to allow 
carriers to offer early renewal of existing 
insurance plans in the individual and small 
business group markets so that policyhold-
ers may continue existing coverage through 
2014, and the Bureau encourages carriers to 
do so. The General Assembly may consider 
legislation to fully implement the President’s 
proposal permitting renewal of non-ACA 
compliant plans that are effective until 
October 2015.

The Joint Commission on Health Care 
studied issues related to coinsurance for 
specialty tier medications and will seek 

legislation requiring plans 
to (i) give 60-day notice 
to insured when a drug is 
moved to a different tier 
and (ii) cap copays for 
specialty tier drugs at $150 
per prescription.

References to 
Accreditation 
Organizations
VHHA is seeking legisla-
tion to update Virginia stat-
utory references to JCAHO 
and The Joint Commission 
(TJC). The changes are nec-
essary to accurately reflect 
current federal law that 
authorizes CMS to recog-
nize hospital accreditation 
by CMS-approved accredit-
ing organizations (AOs) in 
addition to TJC. In Virginia 
at least one health system 
is accredited by the CMS-
approved AO Det Norske 
Veritas Healthcare, Inc., 
(DNV) rather than by TJC; 
others may follow.

Tax-Exempt Financing
Some localities may seek legislation in 2014 
that revisits a hard-fought compromise 
achieved during the 2011 session regarding 
the ability of the Virginia Small Business 
Financing Authority (VSBFA) to issue debt 
for certain non-profit organizations, includ-
ing hospitals. VHHA opposed the 2011 
legislation because it would have eliminated 
an important one-stop financing option 
for hospitals that is especially valuable 
when funding complex, multi-jurisdictional 
projects. The 2011 compromise included 
VSBFA agreement to share fee revenue 
with certain jurisdictions while it prohib-
ited localities from seeking legislation to 
inhibit VSBFA from issuing bonds through 
the 2013 session. Some localities intend 
to introduce such legislation now that this 
two-year prohibition has expired. 

Organ Procurement
There is interest in pursuing legislation that 
would eliminate the need for attestation by 
a second physician of a physician’s determi-
nation of a patient’s brain death. While this 
change could streamline pronouncement 

of death, there may be political concerns 
related to protection of patients and end-of-
life care. 

Stay Informed

VHHA provides many opportunities for 
members to help us shape state policy 
through the legislative process.

Watch for information in VHHA’s weekly 
Capitol Report and periodic “Alerts” using 
voterVOICE to communicate our positions 
to legislators. Questions about voter-
VOICE, one of our most effective advocacy 
tools, may be directed to Jeremy Greenfield 
at jgreenfield@vhha.com.

Join us for the 2014 Legislative Issues Con-
ference on February 12-13 in Richmond. 
Attendees will get an in-depth review of the 
issues and have time to visit with their leg-
islators. For more information, visit http://
www.vhha.com/annualmembershipmeet-
ings.html.

Also, plan to meet with your legislators dur-
ing VHHA’s Grassroots Advocacy Days on 
January 22 and February 26, when VHHA 
will brief your organization’s representa-
tives on the status of important health care 
legislation and provide information and 
materials for effective meetings with your 
legislators. For more information, contact 
Jeremy Greenfield at jgreenfield@vhha.com. 
n

VHHA Government Relations Team

Katharine Webb 
kwebb@vhha.com

Chris Bailey 
cbailey@vhha.com

Jeremy Greenfield 
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Brent Rawlings 
brawlings@vhha.com

Paul Speidell 
pspeidell@vhha.com

Susan Ward 
sward@vhha.com

Jennifer Rankin-Walker 
jwalker@vhha.com
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by Betty S. Long. Ms. Long serves as Vice 
President.

VHHA embarked on a journey at the begin-
ning of 2013 to establish Virginia as a na-
tional leader in hospital employee wellness. 
Through WorkHealthy Virginia, 15 member 
organizations have made an explicit com-
mitment to strengthen their employee 
wellness efforts, and 22 of their hospitals 
have completed a baseline assessment of 
their organizational wellness supports and 
infrastructure.

In addition, members have taken advantage 
of various training opportunities including a 
day-long training session built on the theme 
that “Population Health Begins at Home.” 
The agenda included a review of national 
employee wellness activities, what it means 
to create a culture of wellness and examples 
of VHHA members’ innovative approaches 
to improving employee wellness. These 
included presentations by Bon Secours, 
Fauquier Health, HCA Virginia and Valley 
Health. In addition, Sara Wilson, the Direc-
tor of Human Resource Management for 
the Commonwealth of Virginia, and Beth 
Bortz, President and CEO of the Virginia 
Center for Health Innovation, provided an 
outsiders’ perspective on the role that hospi-
tals and health systems can play in strength-
ening employer wellness programs.

What is WorkHealthy Virginia?
WorkHealthy Virginia is a collaborative 
effort undertaken between VHHA and 
Prevention Partners that is built around 
WorkHealthy AmericaSM, a nationally 
recognized, evidence-based tool developed 
by Prevention Partners that allows orga-
nizations to assess, benchmark, enhance 
and sustain their wellness policies, benefits 
and environments in the areas of nutri-
tion, physical activity, tobacco and overall 
culture of wellness. Facilities that complete 

a baseline assessment using WorkHealthy 
AmericaSM receive a grade for each area and 
a report that shows how they compare to 
their peers on a regional and state basis. Fa-
cilities that meet all of the best practices for 
a given area receive an “A” Grade and are 
eligible for “Gold” status recognition. More 
information about WorkHealthy Virginia 
is available on VHHA’s web site at http://
www.vhha.com/workhealthyvirginia.html.

How is this Different from Other 
Wellness Initiatives?

WorkHealthy AmericaSM is different from 
many wellness programs that focus on 
individual employee behavior and compli-
ance with requirements such as completion 
of health risk assessments. WorkHealthy 
AmericaSM is not meant to replace such em-
ployee wellness programs. Instead, it helps 
an organization determine if its policies and 
culture are supporting their other wellness 
initiatives in the most effective and sustain-
able way.

Are You on the Map?

The maps on the next page show the 
VHHA facilities that have taken advantage 
of the opportunity to evaluate how well 
they are supporting their various employee 
wellness initiatives by completing free 
baseline assessments for tobacco cessation, 
nutrition and physical activity. Grades for 
the assessment are not shared publicly, 
but when grades improve as the result of a 
reassessment (which can be done any time), 
such improvement is reflected on the map.

Likewise, the maps show which facilities 
have achieved “Gold” status. Valley Health 
and Bon Secours are the first members 
to achieve Gold Stars for the manner in 
which they have implemented their tobacco 
cessation programs. This means that their 
programs meet a range of evidence-based 

best practices including a tobacco-free 
worksite policy, referral of employees to 
effective quitting programs and counseling, 
comprehensive cessation benefits (i.e., nico-
tine replacement therapy and prescription 
medications) and incentives to encourage 
employees to quit tobacco.

Assessments are done on a facility (or loca-
tion) basis rather than on a system basis 
because, even though a member may be 
taking a systems approach to its employee 
wellness program, there can be sufficient 
variability from one location to another to 
affect how the wellness programs are being 
implemented. VHHA continues to encour-
age members to take full advantage of the 
availability of a no-cost, objective and 
evidence-based assessment of their wellness 
program supports in order to identify ways 
to maximize their effectiveness.

National Map
Virginia’s participation level and results also 
appear on a national map that has been 
developed by Prevention Partners as part 
of its work on employee wellness with the 
Centers for Disease Control and Preven-
tion. Maps and other information related 

continued	on	page12

Early Leaders in 
Hospital Employee 
Wellness Emerge

Bill Downey, President/CEO of Riverside 
Health System, participating in a Riverside 
employee run. Riverside Health System won 
the 2013 VHHA Health & Wellbeing Award. 
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Background

As part of a 
VHHA initiative to 
improve health care 
value, its Board of 
Directors endorsed 
a hospital employee 
wellness initiative 
intended to support 
members’ efforts to 
improve the health 
of their workforce 
and export the 
lessons learned 
to the broader 
community. 
The Board’s 
commitment to 
helping Virginia 
hospitals and 
health systems 
become national 
leaders in hospital 
employee wellness 
led to collaboration 
with Prevention 
Partners. Prevention 
Partners is a 
non-profit entity 
that has worked 
with hospitals in 
North Carolina on 
employee wellness 
efforts since 2006 
and now works 
with more than 
200 hospitals 
in 25 states. It 
developed the first 
comprehensive 
worksite approach 
to transforming 
the workplace 
food environment, 
and it has been 
recognized by the 
Centers for Disease 
Control and 
Prevention and the 
U.S. Department 
of Health and 
Human Services 
for its approach 
to organizational 
wellness. 
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Strengths
✓  100% tobacco-free campus policies
✓  Policy enforcement
✓  Communication about cessation benefits
Areas for Improvement
❍  Include nicotine replacement therapies in 

benefits
❍   Enhance policy communications from 

leadership
❍   Counsel tobacco users to quit
❍   Follow up with identified tobacco users

Strengths

✓  Define healthy items with nutrition criteria

✓  Label items with nutrition information

✓  Offer healthy weight programs and 
nutrition counseling benefits

Areas for Improvement

❍  Enhance access to healthy items

❍  Price healthy items competitively

❍  Make healthy items easy to identify

❍  Communicate about nutrition benefits

Strengths
✓  Many opportunities for physical activity
✓  Local or onsite exercise facility discounts 

available at all participating hospitals
Areas for Improvement
❍  Increase motivation to exercise with signs
❍  Increase access to exercise by keeping 

facilities open at all hours
❍  Implement policies that allow paid time for 

physical activity or allow flexible scheduling
❍  Communicate about benefits

to the national initiative are available at 
http://www.ncpreventionpartners.org/work-
healthymap. 

What Have We Learned So Far?
Early results from the assessments complet-
ed by the participating hospitals and health 
systems are shown in the charts below. Each 
chart is accompanied by a summary of the 
strengths identified as well as the areas for 
improvement. WorkHealthy AmericaSM 
offers an array of tools and resources that 
can assist hospitals and health systems in 

addressing opportunities for improvement if 
they opt to take advantage of them.

Performance is strongest in the area of 
tobacco cessation, which is not surprising 
given that hospitals and health systems have 
been working hard on this issue for many 
years. Aggregate grades for nutrition show 
good progress but room for improvement. 
Physical activity shows the greatest op-
portunity to enhance wellness efforts. This 
is consistent with results in other states and 
reflects both the challenges associated with 
addressing this area and the more recent 
focus on these issues.

Wellness —	continued	from	page	10 Where Do We Go from Here?
VHHA hopes to increase the number of 
facilities that have completed the baseline 
assessment available through WorkHealthy 
AmericaSM so that they might benefit from 
the insights and recommendations obtained 
through that process. Over time we want 
to assist members in exporting the lessons 
learned from their own wellness initiatives 
to employers and other community groups. 
In December members had an opportunity 
to take a first step in that direction by learn-
ing about community-based wellness efforts 
being undertaken by Inova Health System 
and Vidant Health and Rowan Regional 
Medical Center (Novant Health) in North 
Carolina. 

VHHA has shared its work to date with 
the Virginia Center for Health Innovation 
and will seek ways to collaborate with the 
Center on employer wellness initiatives. The 
hope is that best practices learned through 
this initiative can offer ways for employers 
to increase the value they receive from their 
health care investment.

Lastly, VHHA hopes that WorkHealthy 
Virginia will allow us to build a network 
of the individuals engaged in members’ 
wellness activities. Such a network would 
provide direction to the association’s well-
ness initiative and increase the opportunities 
for members to learn from each other. n

Hospitals/Health Systems Completing 
Assessments

Bon Secours Virginia; Carilion Roanoke 
Memorial Hospital; Centra Lynchburg 
General Hospital; Chesapeake Regional 
Medical Center; Children’s Hospital 
of the King’s Daughters; Community 
Memorial Healthcenter; Culpeper 
Regional Hospital; The Fauquier 
Hospital; Halifax Regional Hospital, 
a member of Sentara Healthcare; 
Martha Jefferson Hospital, a member of 
Sentara Healthcare; Mary Washington 
Healthcare; Smyth County Community 
Hospital; Riverside Regional Medical 
Center; Twin County Regional 
Healthcare; University of Virginia 
Medical Center; Valley Health; Virginia 
Hospital Center
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by Abraham Segres. Mr. Segres serves as 
Vice President of Quality and Patient Safety. continued	on	page	14

Virginia hospitals and health systems made 
great progress during 2013 on quality and 
patient safety improvements, setting the 
stage for a very promising 2014. Some of 
the highlights of 2013 included a suc-
cessful Virginia Patient Safety Summit in 
January; 100 percent participation by all 
Virginia hospitals providing obstetrical 
services in a statewide effort to reduce early 
elective deliveries; the launch of the new 
Virginia Patient Safety Organization (PSO); 
a mid-year gathering of Virginia hospitals 
to share best practices for improving the 
patient experience and HCAHPS scores; a 
continued decline in the rate of central-line 
associated blood stream infections; a decline 
in 30-day all-cause, all-payer readmission 
rates; significant declines in several catego-
ries of hospital-acquired conditions among 
Virginia hospitals participating in the North 
Carolina-Virginia Hospital Engagement 
Network (NoCVA HEN); and approval 
by the VHHA Board of Directors for a 

statewide collaborative effort to assist all 
Virginia hospitals in becoming high reliabil-
ity organizations. While more work has yet 
to be done in Virginia hospitals and health 
systems’ collective pursuit of top-tier perfor-
mance in quality and safety, 2013 provided 
several opportunities for celebration. Below 
are highlights of some of the quality and 
safety accomplishments of the past year and 
plans for 2014.

Virginia Patient Safety Summit

In January 2013, over 450 frontline health 
care providers, physicians and health care 
managers and leaders gathered for the 
second annual Virginia Patient Safety Sum-
mit in Richmond. This two-day summit 
provided information and strategies to 
enhance patient safety, reduce the risk of 
error and improve effectiveness of teams 
in the delivery of health care across the 
Commonwealth. Hospitals from across the 
state displayed posters reflecting their suc-
cessful patient safety and quality improve-
ment initiatives. Designed to coincide with 
Patient Safety Day in the Commonwealth 

(designated as February 2 by the General 
Assembly of Virginia), the Virginia Patient 
Safety Summit is an annual event in which 
Virginia hospitals and health systems gather 
with the single purpose of promoting safe 
and high quality health care for all Virgin-
ians.

Early Elective Deliveries Reduction 
Initiative

Various health and safety organizations 
have designated elective deliveries before 39 
weeks of gestation as a key quality indicator 
for obstetrical care. Studies have shown that 
these births are more likely than spontane-
ous births to result in neonatal and postpar-
tum maternal complications, as well as the 
need for neonatal intensive care. By the end 
of February 2013, all 53 Virginia hospitals 
providing obstetrical services had submitted 
pledges to participate in a statewide initia-
tive to eliminate early elective deliveries 
without a medical or obstetrical indication.

Making Headway on 
Quality and Safety
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Under the direction of an advisory group 
composed of representatives from VHHA, 
the Medical Society of Virginia, the March 
of Dimes, the Virginia Chapter of the Amer-
ican College of Obstetrics and Gynecology 
and the Virginia Department of Health, all 
Virginia hospitals began submitting early 
elective delivery data in March. Based on 
data submitted from the fourth quarter of 
2012, the statewide rate of early elective de-
liveries was 3.12 percent, which was below 
the national target rate of five percent and 
reflected the good work already underway 
by many Virginia hospitals. After reviewing 
the data and current literature, the advisory 
group set a statewide goal of two percent 
early elective deliveries or less. As of the 
third quarter of 2013, the statewide rate 
of early elective deliveries had decreased to 
1.87 percent. (See chart on page 16.)

NoCVA HEN
For the past two years, 33 Virginia hospi-
tals have partnered with 81 North Carolina 
hospitals in the national Partnership for 
Patients initiative with the goal of reducing 
adverse patient events in nine areas by 40 
percent and hospital readmissions by 20 
percent. The North Carolina-Virginia Hos-
pital Engagement Network (NoCVA HEN) 
approach has combined webinar-based 
teaching, in-person learning sessions and 
individual coaching and consulting to help 
hospitals solve problems and reach their 
internal quality and safety goals, which, in 

Quality —	continued	from	page	13

turn, moves North Carolina and Virginia 
and the nation closer to reaching the na-
tional goal. As of October 2013, NoCVA 
HEN hospitals had achieved significant 
reductions in patient falls with injury (82 
percent), adverse drug events (54 percent), 
pressure ulcers (eight percent), central-line 
associated bloodstream infections (43 per-
cent) and ventilator-associated pneumonia 
(36 percent).

As the NoCVA HEN initiative moves into 
its third and final year in 2014, leadership 
will continue offering learning opportuni-
ties in the nine focus areas of patient harm 
and readmissions. In addition, all 26 of the 
hospital engagement networks across the 
country will increase efforts to eliminate 
patient harm across the board. Special 
programming will be provided to address 
leadership and cultural issues required 
to achieve sustained levels of quality and 
safety improvements, the importance of 
patient and family engagement in ensuring 
the safety of their care and the implications 
of health care disparities on achieving state 
and national goals. While the activities of 
the NoCVA HEN are primarily designed for 
the hospitals enrolled in the program, all 
Virginia hospitals are welcomed to partici-
pate in all of the program offerings.

High Reliability Organizations Strategy

The Institute of Medicine (IOM), among 
others, has stressed the urgency of trans-

forming hospitals into places where each 
patient receives the best quality care, every 
single time. This is a daunting challenge, 
and there are many reasons most hospital 
leaders would candidly admit that they 
are far from this goal. In conversations 
with leaders of hospitals with reputations 
for their accomplishments in the areas of 
patient safety and quality, one recurring 
theme has emerged: the need to change their 
systems and processes to achieve substantial 
increases in reliability over present levels. 
In October, the VHHA Board approved a 
statewide collaborative effort to assist all 
Virginia hospitals in becoming high reliabil-
ity organizations (HROs).

Quint Studer, Founder and Chairman of 
the Board at The Studer Group, has said 
that “HROs are organizations with systems 
in place that make them exceptionally 
consistent in accomplishing their goals and 
avoiding potentially catastrophic errors.” 
Beginning in 2014, VHHA will facilitate 
an assessment of Virginia hospitals to 
determine the degree to which they already 
embrace elements of HROs, and VHHA 
will offer assistance to those wanting to 
become an HRO. In our collective effort to 
achieve top-tier performance and to achieve 
long-term sustainable change in clinical 
outcomes in Virginia hospitals and health 
systems, moving toward increased levels 
of reliability will be a major quality and 
patient safety strategic initiative in 2014. n

Five Traits of High Reliability Organizations

Sensitivity to operations. Preserving constant awareness by leaders and staff of 
the state of the systems and processes that affect patient care. This awareness 
is key to noting risks and preventing them.

Reluctance to simplify. Simple processes are good, but simplistic explanations 
for why things work or fail are risky. Avoiding overly simple explanations of 
failure (unqualified staff, inadequate training, communication failure, etc.) is 
essential in order to understand the true reasons patients are placed at risk.

Preoccupation with failure. When near-misses occur, these are viewed as 
evidence of systems that should be improved to reduce potential harm to 
patients. Rather than viewing near-misses as proof that the system has effective 
safeguards, they are viewed as symptomatic of areas in need of more attention.

Deference to expertise. If leaders and supervisors are not willing to listen and 
respond to the insights of staff who know how processes really work and the 
risks patients really face, you will not have a culture in which high reliability is 
possible.

Resilience. Leaders and staff need to be trained and prepared to know how to 
respond when systems failures do occur.
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by Betty S. Long. 
Ms. Long serves as Vice 
President.

One hundred percent of VHHA member hospitals and health 
systems completed the National Pediatric Readiness Assessment 
of emergency departments (ED) designed to evaluate capacity 
to provide appropriate care with the right resources at the right 
time to an ill or injured child. The assessment, based on the 
Guidelines for the Care of Children in the Emergency Depart-
ment, was a joint collaborative between the American Academy 
of Pediatrics, the American College of Emergency Physicians, the 
Emergency Nurses Association and the Emergency Medical Ser-
vices for Children Program. Its primary goal is to begin bench-
marking the pediatric readiness of EDs throughout the nation.

VHHA worked closely with the Virginia Department of Health 
(VDH) to achieve this outstanding response rate, which provides 
our members and VDH with a clearer picture of the state of 
pediatric readiness in Virginia. This information will be impor-
tant to hospitals and health systems as VDH considers adding 
pediatric criteria to the current trauma designation criteria and 
whether to pursue a voluntary pediatric emergency department 
designation system based on a national model that has been 
adopted in some other states.

Each participating facility received its own score upon comple-
tion of the assessment as well as access to various quality im-
provement resources. Summary results provided by the National 
EMS for Children Data Analysis Resource Center show that 
Virginia’s state median score was 77, compared to a national 
median of 69. The table below shows the range of scores based 
on pediatric volume.

The assessment tool was divided into six sections which evaluat-
ed various aspects of pediatric readiness and assigned scores. The 
table below compares Virginia’s average scores to the national 
averages. In each category, Virginia exceeded the national aver-
age, although availability of a few types of pediatric equipment 
and supplies was below 
the national average.

What Happens Next?

Prior to this year’s 
readiness assessment, 
a work group of the 
Emergency Medical 
Services for Children 
(EMSC) Committee of 
VDH’s Office of Emer-
gency Medical Services 

had proposed that Virginia implement a voluntary three-tiered pedi-
atric designation system based on Guidelines for the Care of Children 
in the Emergency Department. The Guidelines were issued in 2009 in 
a joint policy statement by the Pediatric Committees of the American 
Academy of Pediatrics, the American College of Emergency Physicians 
and the Emergency Nurses Association.

Representatives from hospitals and health systems met with the work 
group to discuss the proposal. At that time there was not a consensus 
among VHHA members regarding the need for a designation system. 
It was agreed that the focus should be on achieving a high response 
rate to the national readiness assessment in order to learn more about 
the state of pediatric readiness in Virginia before further considering 
the designation system. Now that the assessment is complete, it is 
expected that the work group will be reconvened to consider the as-
sessment findings and next steps. Interested VHHA members will have 
the opportunity to participate in these deliberations.

In addition, VDH’s Trauma Oversight and Management Committee 
is considering incorporation of certain pediatric criteria in the existing 
trauma center designation criteria. The results of the national pediatric 
readiness assessment should provide insights that will be helpful to 
those deliberations as well. VHHA members will have an opportunity 
to review any proposed changes to the trauma center criteria before 
recommendations are finalized.

Pediatric readiness falls within the scope of activities undertaken 
through VHHA’s partnership with VDH in the Hospital Preparedness 
Program. Pediatric patients are among the medically vulnerable popu-
lations whose needs are taken into account in planning and respond-
ing to public health emergencies. Hospitals and health systems should 
ensure that they are sharing information about gaps identified through 
the assessment with their emergency planning staff so that they have 
the benefit of this information not only within their respective institu-
tions but within their regional health care coalitions as well. n

Virginia Hospitals Score Above National 
Median on Pediatric Readiness Assessment

 

Annual Pediatric Volume 

# of 

Hospitals 

 

Avg. Score 

Median 

Score 

 

Min. Score 

 

Max. Score 

Low (<1,800 patients) 17 72.9 73.0 44 95 

Medium (1,800-4,999 patients) 36 75.6 74.9 39 99 

Med. High (5,000-9,999 patients) 18 74.0 77.9 48 99 

High (>=10,000 patients) 19 81.7 87.5 53 100 
GRAND TOTAL 90 76.1 76.7 39 100 

 
Section Scores State Average National Average 

Guidelines for Administration and Coordination (19 pts) 11.9 10.1 

Physicians, Nurses and Other Providers who Staff the ED (10 pts) 6.8 5.3 

Guidelines for Quality Improvement (7 pts) 3.9 2.9 

Guidelines for Improving Pediatric Safety in the ED (14 pts) 11.8 10.8 

Guidelines for Policies, Procedures and Protocols for the ED (17 pts) 11.8 10.5 

Guidelines for Equipment, Supplies and Medication for the Care of 
Pediatric Patients in the ED (33 pts) 

 
29.9 

 
29.4 
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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 

Elective Deliveries
≥ 37 Weeks and < 39 Weeks Gestation

An early elective delivery 
(EED) is a delivery 
between 37-39 weeks 
without medical or OB 
indication and carries 
significant increased risk 
for a baby as compared 
to infants born between 
39 and 41 weeks. In 
October 2012, the 
VHHA Board requested 
that all Virginia hospitals 
providing OB services 
voluntarily submit their 
rates of EEDs to VHHA 
and establish policies and 
procedures addressing 
this issue within their 
organizations. All 53 
Virginia hospitals 
providing obstetrical 
services have submitted 
their data and are 
achieving positive results 
in the effort to reduce the 
rate of EEDs in Virginia.


