
FOCUS 
AN IN-DEPTH LOOK AT ISSUES AFFECTING HEALTH CARE 

Research Corner Edition: the Practical Application of Health Care Data  

By VHHA Analytics Team 

Since 2015, VHHA’s Analytics Team has developed and 
published “Research Corner” digest columns as health care 
analyses covering a range of health care topics of interest 
to the hospital community. Each analysis leverages volumi-
nous health care data to provide timely insights on patient 
care trends, population health, and health care financing, 
among other subjects. The application of research scrutiny 
to health care data can help identify opportunities for en-
hancing the health care delivery system. Research Corner 
posts — they are available online through 
www.VHHA.com, published in VHHA’s FYI Weekly news-
letter, and promoted through VHHA’s Facebook and 
Twitter accounts — have covered mental health, medical 
transportation, opioid misuse, hospitals’ role as major em-
ployers, and much more. This edition of FOCUS highlights a 
selection of previously published Research Corner items. 
Visit http://www.vhha.com/research/category/research-
corner/ to read all VHHA Research Corner analyses. 

Rise in Neonatal Abstinence Syndrome Cases  
Outpace Projections (May 2017) 

Curbing growth in prescription drug abuse is an issue with 
which health care providers, states, and this nation are 
grappling. While Americans are just 4.6 percent of the 
Earth’s population, Americans consume 80 percent of the 
global opioid supply, 99 percent of the global hydrocodone 
supply, and two-thirds of all illicit drugs. With the increas-
ing use of prescription drugs, the incidence of neonatal 
abstinence syndrome (NAS) remains an ongoing problem in 
newborn populations. Babies born to mothers with sub-
stance use disorders (SUD) typically have expensive neona-
tal stays, short-term suffering, and long-term behavior 
problems. Last year, the VHHA Data and Analytics team 
predicted a rise in NAS despite state efforts to contain the 
effect of maternal drug dependency by improving access to 
care. A previous Research Corner item based on 2013 and 
2014 statistics predicts the number of NAS infants to quad-
ruple by 2018. A recent tally of Virginia newborns diag-

nosed with NAS in 2016 in the statewide inpatient data-
base (using ICD-10 codes P96.1 and P96.2) found 773 in-
fants out of 95,608 (or 1 percent of) live births in 2016 had 
a diagnosis of NAS. The annual increase since 2012 means 
that the number of children diagnosed with NAS has quad-
rupled in four years instead of six years as previously pre-
dicted. Available data about infants born with NAS reveals 
several noteworthy trends, including: 

 While Southwest Virginia has more infants diagnosed 
with NAS, no area of the state is immune (see image). 
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 The majority of NAS babies (65 percent) are full 
term. 

 Babies with NAS have an average 11-day hospital 
stay. Typically, healthy newborns are sent home in 
two to three days.  

http://www.vhha.com/research/2017/05/26/rise-in-
neonatal-abstinence-syndrome-cases-outpace-
projections/ 

 

 

 

 

 

 

 

 

 

 

 

Readmissions Reduction Program Snapshot (April 
2017) 

Established under the Affordable Care Act (ACA), the 
Centers for Medicare & Medicaid Services’ (CMS) Read-
missions Reduction Program (RRP) requires reduced pay-
ments to inpatient prospective payment system (IPPS) 
hospitals with excess discharges occurring as of Oct. 1, 
2012. The program is intended to assess the number of 
unplanned hospital readmissions within 30 days of index 
admission discharge for specific diagnoses. It serves as a 
penalty program for hospitals exceeding expected read-
missions based on national performance. Unlike Value-
Based Purchasing, the RRP is a penalty-only program 
where hospitals can only lose money as a result of per-
formance. Hospitals cannot gain funding for exceeding 
performance standards. Program penalties are tied to a 
sliding scale percentage of Medicare reimbursement. 
The program began with a capped Medicare reimburse-
ment penalty of 1 percent in federal fiscal year (FFY) 
2013 and increased to 3 percent beginning in FFY 2015. 
Penalties are calculated by determining the ratio of pre-
dicted readmissions to expected readmissions for each 
condition. This ratio is used to calculate a hospital ad-
justment factor that will be applied to the diagnosis-
related group (DRG) operating rate. There is no penalty 

for an adjustment factor of 1.000. Hospitals with adjust-
ment factors from .9700 to .9999 face a reimbursement 
reduction. Overall, Virginia’s hospitals are projected to 
lose more than $21 million in FFY 2017, according to 
Hospital Compare data. A table in the original Research 
Corner post shows the effect of adjustment factor on a 
facility defined as “Hospital A.” Three conditions were 
measured in FFY 2013: acute myocardial infarction 
(AMI), heart failure (HF), and pneumonia (PN). Since  

 

 

 

 

 

 

 

 

 

 

 

 

then, three new conditions – total hip and knee replace-
ment (THA/TKA), chronic obstructive pulmonary disease 
(COPD), and cardiac artery bypass graft (CABG) – have 
been added. As the program has expanded, Virginia has 
struggled to be a top performer in comparison to other 
states. Using Hospital Compare data, the bar graph 
above illustrates Virginia’s performance across the con-
ditions measured by the program. The data show the 
readmission rate for the specified condition, and Virgin-
ia’s ranking in the nation (among a pool of 51). Virginia 
hospitals had fewer readmissions in 2016 in CABG (14.6 
percent) and THA/TKA (4.9 percent). Yet when com-
pared with the rest of the nation, Virginia remains in the 
bottom quartile in those measures. To improve its stand-
ing, gains made in Virginia must exceed those in other 
states in order to reduce penalties imposed.  

http://www.vhha.com/research/2017/04/07/
readmissions-reduction-program-snapshot/ 

2017 Community Benefit Report (February 2017) 

Virginia’s hospitals and health systems provided almost 
$2.92 billion in community benefit and other types of 
community support in the Commonwealth in 2015 ac-
cording to the 2017 Community Benefit Annual Re-
port by the Virginia Hospital & Healthcare Association. 

Readmissions Reduction Program Snapshot 
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The amount of community benefit provided by 
Virginia’s tax-exempt hospitals exceeded the value 
of the tax exemptions they receive by $545 million. 
The data in this report are based on hospital costs, 
not charges, and includes all acute care and certain 
specialty hospitals in the state. “Community bene-
fit” was defined using the Internal Revenue Service 
definition for Schedule H of Form 990.  

http://www.vhha.com/research/community-
benefit/ 

Overdoses in the Emergency Room (January 
2017) 

VHHA’s Research Corner previously exam-
ined hospitalization overdose trends. We now turn 
our attention to emergency rooms across the state 
to see if any patterns emerge. As seen in the 
graphic to the right, there is only one peak in the 
distribution of visits by age related to overdoses among 
patients treated in emergency rooms. In the ambulatory 
setting, the peak age for overdoses is during the teen 
years. Teens aged 15-19 account for more than twice the 
number of visits of any other age group. These patients 
are 10 years younger than the average patient hospital-
ized for an overdose. As with hospitalized cases, benzo-
diazepine plays a major role in many of these poisonings. 
As seen in the chart, the illicit narcotic heroin accounts 
for approximately 6 percent of all emergency depart-
ment visits for overdose. The majority of emergency de-
partment visits for overdose occur as a result of pre-

scription medication abuse and misuse.   

http://www.vhha.com/research/2017/01/13/overdoses-
in-the-emergency-room/ 

Research Corner items are produced by VHHA’s Data 
and Analytics team, which also operates the VHHA Ana-
lytics online portal, a subscription service that enables 
users to access an array of detailed and customized, hos-
pital-specific, and regional and state trend reports. To 
learn more or request a demo, hospital officials are en-
couraged to visit https://sites.google.com/view/
vhhaanalytics/home. 
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www.ISupportVirginiaHospitals.com 
HosPAC is VHHA’s political action committee. The mission of HosPAC is to provide  
organized and effective political action, and to support state candidates who will work 
to improve quality health care through policies supported by Virginia’s hospital and 
health systems. As elected officials in Virginia and Washington make critical decisions 
affecting Virginia’s hospitals and health systems, HosPAC supports candidates for 
office whose actions show consideration for Virginia health care providers and the 
communities they serve. To learn more about HosPAC or to contribute, visit  

            www.vahospac.com.  

Join the VHHA Hospital Grassroots Network. Register to be an advocate for health care in your  
community. Through our online member mobilization tool, Muster, VHHA will send updates and  
Action Alerts throughout the year, and periodically ask you to send an e-mail to your state delegate or 
senator to seek their support on important health care issues. The messages are drafted for you, and  
taking action can take less than one minute. Action Alerts are sent to Hospital Grassroots Members on the 
most important legislative issues that our hospitals face. Legislators need to hear from people in their  
districts to understand the local impact of their votes in Richmond. If you previously received VHHA’s 
VoterVOICE e-mail alerts, you are already registered for the Hospital Grassroots Network. Your voice is 
important. Sign up online today at https://app.muster.com/250/supporter-registration/.  
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