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As discussions go forward nationally and in Virginia about reforming the health care system 
either through government or private sector activity, surprisingly little attention has been 
focused by our field on how the health insurance marketplace will figure into the future 

for patients, providers and businesses.
At VHHA’s 2010 Annual Meeting, health care futurist Jeff Goldsmith referred to the private 
health insurance market as an annual trillion dollar lake of money from which health care provid-
ers generally draw their only positive cash flow. It’s the profitable side of the business for most.
Of insured Americans the majority have private health insurance. For now much speculation 
surrounds the future of private health insurance. In the wake of the enactment of national health 
reform legislation, assorted thinkers, writers and scholars have either characterized private health 
insurance as being terminally ill or on the verge of receiving new injections of billions of dollars as 

more Americans are required to be insured either publicly or privately. With such a diversity of opinion, it’s probably best just to stick to 
some of the facts as we can divine them:

•  Most people with private sector health insurance secure it 
through their employers.

•  Private health insurance in Virginia is guesstimated to pay about 
135 percent of hospital costs while Medicare and Medicaid 
respectively pay about 88 percent and 64 percent.

•  Medicare and Medicaid provider payment rates are likely to be 
lower in the future.

•  Through their premiums, those who are insured privately subsi-
dize Medicare and Medicaid provider payment shortfalls and the 
costs of uncompensated care.

•  Private health insurance funds the operating margins of health 
care providers.

•  Small employers have embraced high deductible health plans, 
costing them about 60 percent of the premium cost of a closed 
panel HMO product. Example: high deductible annual premium 
$4,500; closed panel HMO premium $7,500.

•  Under current federal health reform legislation and likely regula-
tion, high deductible plans may perish, increasing employers’ 
costs for employee coverage.

•  Accordingly, some predict an erosion of employer sponsorship of 
health benefits. Using the example numbers above, an employer 
may choose to pay a penalty to the federal government of $2,000 
per employee per year versus $7,500 per employee per year for 
health insurance.

•  Employers compelled to purchase the $7,500/year “qualified” 
health insurance product will see a 40 percent increase in health 
insurance costs.

•  While 32 million Americans are guesstimated to enjoy the ben-
efits of newly mandated coverage beginning in 2014, either in 
Medicaid or through health insurance exchanges, a massive dete-
rioration in employer-sponsored care could double that number 
to over 60 million people.

•  Those participating in health insurance exchanges whose incomes 
are at or below four times the poverty level (currently about 
$88,000 for a family of four) will be entitled to various levels of 
taxpayer-supported health insurance.

•  Exchange premium rates are likely to be below directly pur-
chased commercial health insurance market rates, thus payments 
to providers also are likely to be lower.

•  The percentage of payments to providers above their costs, if any, 
will be reduced substantially for those insured through health 
insurance exchanges.

•  The additional costs of massive migration of more Americans 
into exchanges and the associated costs for taxpayers are not 
contemplated in estimates regarding the cost of national health 
reform legislation.

•  Virginia being among the most prosperous of the states, with 
a health delivery system whose costs are less than the national 
average, likely will be exporting Virginia taxpayer dollars to pay 
for more costly health care in other states and regions.

In our discussions within our field we need to be more focused on 
private sector health insurance. Its potential demise likely will do 
substantial harm to the ability of health care providers to carry out 
their missions. Federal and state policy should be geared toward 
allowing the private health insurance world to flourish. Collaterally 
we need  genuine collaborative efforts between those who bear risks 
and those who provide services to improve quality and safety and 
in so doing not only produce more effective health care but more 
efficiently delivered health care.
These measures are in the best interest of patients, taxpayers, com-
munities, health plans and providers. We should not ignore them.



REVIEW	•	MAY	2011	 3	

by Susan C. Ward. Ms. Ward serves as vice president and general counsel of VHHA. continued	on	page	4

2011 General Assembly Session 
Health Care Center Stage 

The 2011 General Assembly convened on Wednesday, January 12, for a biennial short session. VHHA’s top 
priorities included restoring scheduled Medicaid provider rate cuts and achieving comprehensive malprac-
tice liability reform that contributes to quality and safety improvement and establishes reasonable cap 
increases. VHHA committed its resources to these priorities while effectively addressing the many other 

issues that demanded our attention in the legislative arena. In 2011, those issues included new practitioner regu-
lation, workforce development, COPN and other hospital regulation and insurance reform. This article describes 
the outcomes on these and other issues important to hospitals and health systems and their communities. Look 
for more information on the budget outcomes beginning on page 8.
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General Assembly —	continued	from	page	3

Comprehensive Medical Malpractice 
Liability Reform
Achieving comprehensive medical liabil-
ity reform was a top VHHA legislative 
priority in 2011. During the course of 
discussions of liability issues beginning 
in 2008 among VHHA, the Medical So-
ciety of Virginia (MSV) and the Virginia 
Trial Lawyers Association (VTLA), 
VHHA consistently advocated for:

•  Comprehensive liability reform, ad-
dressing together legislative changes 
affecting not only the medical mal-
practice cap but also quality and 
safety improvement.

•  More specifically, clarifying the legal 
protection (privilege) for providers’ 
information on quality and adverse 
events to assure the effectiveness of 
the work of health systems and their 
physicians to prevent similar occur-
rences in the future.

VHHA maintained its commitment to 
such comprehensive tort liability reform 
because it is the only way to eliminate 
future errors and harm to patients while 
also fairly compensating those patients 
harmed by provider mistakes.

Early in the session, as a result of tre-
mendous effort in the months leading 
up to the 2011 session by many indi-
viduals working on behalf of Virginia’s 
hospitals and health systems and their 
patients, VHHA, MSV and VTLA 
reached agreement on comprehensive 
medical liability reform which:

•  Clarifies the distinction between (i) 
protected quality assurance, peer 
review and credentialing information 
and (ii) unprotected factual patient 
care information (HB 2373; SB 
1469). This clarification will facili-
tate the important work necessary to 
improve quality and safety in patient 
care by making clear the scope of the 
privilege afforded this information in 
lawsuits.

•  Increases the cap by $50,000 per 
year for 20 years, beginning on July 
1, 2012 (HB 1459; SB 771). This 
increase provides fair compensation 
to patients who are injured by medi-

cal malpractice, but the increase is 
incremental, allowing for stability and 
predictability for providers who must 
manage these liability risks.

These two elements of comprehensive 
liability reform – a fair malpractice cap 
and clarity with respect to the scope of 
the legal privilege for quality and safety 
information – are consistent with our 
association’s long-standing principles 
governing effective management of li-
ability issues:

•  Accountability when mistakes occur;

•  Fair, reasonable compensation for 
those injured by mistakes; and

•  Protection of access to health care 
services by maintenance of a stable 
statewide health care liability envi-
ronment that provides opportunities 
for improved care and quality and 
reasonable risk management for 
providers.

Workforce Supply and Regulation of 
Practitioners
During the session, VHHA continued 
advocacy to ensure that health practi-
tioner regulation is tailored to protect 
public safety without unnecessarily 
limiting workforce supply and raising 
costs. VHHA successfully blocked two 
measures that do not meet these criteria:

•  A proposal was defeated that would 
have required the licensure of surgical 
assistants (SB 1151). VHHA argued 
that current oversight of surgical 
services in hospitals is more than 
adequate to protect the public from 
harm, as demonstrated by the lack 
of any evidence of injury to support 
further regulation.

•  Also defeated was a measure that 
would have required a registered 
nurse’s presence in each hospital 
operating room throughout surgery 
(HB 1466). While this already is the 
practice in most Virginia hospitals, 
the Centers for Medicare and Medic-
aid Services (CMS) regulations allow 
greater flexibility. Hospitals should 
retain management authority to make 
staffing decisions that serve patients 
within manpower constraints; staffing 
should not be dictated in statute.

VHHA sought legislation that would 
have added representatives of the health 
care delivery system to the Board of 
Health Professions to ensure that its rec-
ommendations consider the impact of 
practitioner regulation on access to and 
the cost of health care (HB 2306). The 
bill was defeated when the administra-
tion announced its opposition to the bill 
based on the potential cost of increasing 
the number of state board members.

As an alternative to legislation, VHHA 
is seeking appointment of an at-large 
member of the Board who has a broad 
health care delivery system perspective.

VHHA-backed measures to facilitate 
the transition of military health care 
workers into Virginia’s health care 
workforce are now law. Military health 
care experience will be considered in 
the state licensure and certification of 
certain health care workers (HB 1535) 
and certification of certain emergency 
medical services personnel (HB 2279). 
These measures will help to expand 
Virginia’s health care workforce.

Insurance and Health System Reform
The General Assembly approved insur-
ance initiatives advancing the Virginia 
Health Reform Initiative. Virginia is 
taking the first steps to create a Virginia 
Health Benefit Exchange consistent with 
federal reform provisions (HB 2434), 
and current insurance laws are being 
conformed to federal reform insurance 
requirements (HB 1958). 

A proposal was defeated that would 
have required hospitals to tell patients 
which of their associated physicians do 
not participate in patients’ health plans 
(SB 1219). The proposal also required 
such physicians to inform patients 
of their nonparticipation and limited 
these physicians’ charges absent patient 
consent. The proposal will be offered 
for inclusion in the 2011 agenda of the 
Virginia Health Reform Initiative.

Health Facility Security
VHHA secured passage of increased 
penalties for battery committed against 
any health care provider working in 
a hospital emergency department or 
other emergency medical care facility 
(HB 1690). Parallel provisions already 
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protect judges, law enforcement officers, 
firefighters and teachers. More than half 
the states similarly protect health care 
workers, but until an effective coalition 
of health care providers was assembled 
to advocate for the legislation, legisla-
tors have been reluctant to increase 
these penalties.

Hospital Collection of Newborn Blood 
Samples
Beginning in July 2012, every hospital 
providing maternity care must offer to 
collect and give parents their newborn 
infant’s blood sample for future use 
if needed to positively identify a child 
who may have been lost or a crime 
victim (HB 1836). VHHA has many 
legal, technical and practical concerns 
about this mandate. We supported as an 
alternative the implementation of a vol-
untary program that would authorize 
collection by primary care providers as 
well as hospitals. While the mandatory 
program eventually became law, VHHA 
secured the delayed effective date to 
allow time to answer implementation 

questions and develop appropriate pro-
gram policies and procedures.

Completion of Death Certificates
Addressing complaints about delays 
in physicians’ completion of death 
certificates, the General Assembly has 
authorized additional individuals to 
sign death certificates. In addition to the 
patient’s physician or the physician who 
pronounces death, certificates may be 
signed by such physician’s practice part-
ner, a nurse practitioner or physician 
assistant supervised by such physician, 
hospitalists or emergency physicians (SB 
1117). These practitioners are granted 
civil immunity for signature and deter-
mination of cause of death if acting in 
good faith.

Certificate of Public Need
As in other years, legislators considered 
numerous COPN exceptions. VHHA 
carefully reviews these measures and 
seeks changes as needed to minimize 
their impact on the integrity of the 
COPN program. Most COPN measures 

enacted this year are related to nursing 
home beds; most of those seek exten-
sions of direct admissions periods for 
continuing care retirement communi-
ties (HB 1456; SB 1149; HB 2427; SB 
1212). Other measures seek exceptions 
to the routine “Request for Applica-
tions” process to require the Commis-
sioner to accept applications for new 
nursing home beds; the Commissioner 
retains discretion regarding issuance of 
a COPN in response to such applica-
tions (HB 1643; HB 2453; SB 1434). 
Several legislators expressed concern 
about the significant and increasing 
number of these nursing home excep-
tions and indicated their interest in ap-
proaches that would limit such excep-
tions.

VHHA opposed and secured defeat of 
a measure that would have provided 
a COPN exemption for an outpatient 
radiation therapy facility (SB 818).

continued	on	page	11
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Achieving reliability in health care is complex. Nevertheless, VHHA is 
committed to making quality and patient safety a priority for Virginia’s 
hospitals and health systems. Leadership, persistence and creativity are 
key components for creating effective and efficient health care organiza-
tions in the Commonwealth. The VHHA Board of Directors has approved 
an action plan that focuses on improving quality and patient safety. More 
specifically, the Board supported the strategic direction for hospitals and 
health systems in the Commonwealth to demonstrate national top-tier 
performance in key indicators for quality and safety outcomes.

Health care organizations are focused on sharing knowledge and informa-
tion that will move all providers along the journey together. This effort 
is one of partnership and sharing rather than competitive differentiation. 
Outcome improvement will be accelerated through structured learning op-
portunities with all health care providers.

VHHA has identified three critical elements for the initial phase of the quality 
and patient safety journey: the essential measures used to track hospital quality 
and patient safety performance; goals for each measure that constitute 
top-tier performance; and strategies to achieve performance targets.

Five broad domains for quality and safety performance reporting were adopted, 
focusing on nationally standardized metrics, nearly all of which already are be-
ing reported at the state or federal level. The literature and practice validate the 
importance of the chosen metrics. Outcome metrics were approved for ongoing 
tracking and reporting. 

Metrics

The VHHA consensus quality and safety scorecard includes performance for 
member organizations in the following areas: 

•  Healthcare-Associated Infections: Central Line-Associated Blood Stream 
Infections and Catheter- Associated Urinary Tract Infections;

•  Serious Reportable Adverse Events: Wrong-Site Surgeries; 

•  Readmission 30-Day (All) for Acute Myocardial Infarction, Heart Failure and 
Pneumonia;

•  Mortality 30-Day for Acute Myocardial Infarction, Heart Failure and Pneu-
monia;

•  Patient Satisfaction: Hospital Consumer Assessment of Healthcare Providers 
and Systems (HCAHPS) Overall Value-Based Purchasing Score; and

•  Patient Satisfaction: HCAHPS question “How do patients rate the hospital 
overall?”

The targets for each measure are includ-
ed in the Virginia Overall Scorecard. 
They include a 50 percent reduction for 
CLABSI, zero incidences for wrong-site 
surgeries and Virginia’s performance 
among the top five states.

For the first year, the Virginia aggregate 
report card will be publicly available. 
The goal is for the information to 
become public with member-specific 
results in subsequent years.

Leadership and education are important 
factors that assist organizations in cre-
ating a culture of patient safety. VHHA 
believes that its members are addressing 
their individual safety cultures. Because 
there are multiple measurement tools 
that members are using to evaluate their 
safety culture, which are not consistent 
with each other, a culture of safety met-
ric was not included at this time.

Action Plan 

Initiatives in other states have been 
evaluated, and a range of options for 
statewide quality and safety improve-
ment work exits. The Association’s 
action plan complements existing 

The Quality
Imperative

by Priscilla Shuler. Dr. Shuler serves as a consultant on quality and patient safety to VHHA.

Element of Performance Measure – Name Data Virginia National Virginia 2011 - 2012 Top Virginia
  Source Average Average Target Target Calculation Score

Healthcare-Associated Infections Central Line-Associated Bloodstream Infections VDH 1.42 1.65 0.71 50% Reduction 0.00

Serious Reportable Adverse Events Number of Wrong-Site Surgeries CMS/TJC  N=93 0 0 0

 Heart Attack (AMI) CMS 19.9% 19.9% 18.4% Virginia among top 5 states 17.2%

Readmission – 30 Days (risk adjusted) Heart Failure CMS 24.5% 24.7% 22.4% Virginia among top 5 states 20.3%

 Pneumonia CMS 18.8% 18.5% 16.5% Virginia among top 5 states 14.9%

 Heart Attack (AMI) CMS 15.5% 15.7% 14.1% Virginia among top 5 states 12.8%

Mortality – 30 Days (risk adjusted) Heart Failure CMS 11.3% 10.9% 9.4% Virginia among top 5 states 8.4%

 Pneumonia CMS 12.0% 11.5% 9.5% Virginia among top 5 states 8.8%

Patient Satisfaction Overall Value-Based Pricing Score HCAHPS 32.5% 35.6% 54.6% Virginia among top 5 states 76.0%

 Patients Who Gave the Hospital a 9 or 10 Rating HCAHPS 64.1% 67.0% 76.0% Virginia among top 5 states 77.0%

Red = Below Target; Yellow = At Target; Green = Better than Target
Virginia Relative to National Average
Range of Hospitals per category = 67-79

Data Sources: VDH = Virginia Department of Health; CMS = Centers for Medicare & Medicaid Services; TJC = The Joint Commission; HCAHPS =  Hospital Consumer Assessment of Healthcare Providers and Systems

Virginia Quality and Safety Scorecard
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initiatives and promotes accelerated 
improvement and achievement of the 
performance targets. Our membership 
will strive for high achievement and 
consistency in providing outstanding 
health care to all individuals.

The key elements of the Quality and 
Safety Action Plan: 

•  Establish an ongoing governing body 
for the quality and safety improve-
ment initiatives within VHHA and 
partner with other stakeholders on 
particular initiatives as appropriate. 

•  Encourage all VHHA members to 
contribute data to a statewide Patient 
Safety Organization to allow for 
collection of information on rates of 
and practices to prevent serious safety 
events.

•  Expand collaborative initiatives 
targeting improvement in safety prac-
tices as part of national efforts (e.g., 
Comprehensive Unit-Based Safety 
Program and Central Line-Associated 
Blood Stream Infections), regional 
partnerships and partnerships with 
other Virginia providers.

•  Hold statewide educational sum-
mit on patient safety where VHHA 
members can share challenges and 
successes. Plans are underway for 
a statewide conference February 2, 
2012, in conjunction with Virginia 
Patient Safety Day.

•  Establish a workgroup to develop a 
position paper on palliative care best 
practices to support individuals with 
long-term chronic illness.

•  In consultation with the VHHA 
Delivery System and Payment Reform 
Task Force, evaluate and recommend 
a signature Virginia improvement 
initiative this year that demonstrates 
leadership in quality and safety and 
benefits state-covered populations. 

Moving Forward

Virginia’s hospitals and health systems 
have committed to raising health care 
quality and patient safety to nation-
wide top-tier levels. In addition to the 
new initiative described, VHHA has 
partnered with others statewide on two 
separate initiatives: standardization 
of color-coded alert systems, which 

includes patient wristbands, and reduc-
tion of health care-associated infections 
(HAI). Additionally, Virginia’s hospitals 
and health systems have been working 
individually and collectively on national 
and other statewide collaboratives to 
improve quality, patient safety and pa-
tient well-being within their walls and 
within their communities.

While Virginia’s hospitals and health 
systems perform well on numerous 
quality and patient safety metrics, there 
is room for improvement. It is under 
health care’s purview to institute the 
changes needed to improve the care 
provided within Virginia’s health care 
delivery system.

Quality and patient safety are a main 
objective of VHHA’s strategic plan 
for the future of Virginia’s health care 
delivery system. VHHA is committed to 
assisting its members in improving care 
outcomes for all Virginians. Creating 
partnerships that enhance the quality 
of care and patient safety is an impera-
tive for our health care organizations so 
that Virginians continue to receive safe 
and effective care. n

Element of Performance Measure – Name Data Virginia National Virginia 2011 - 2012 Top Virginia
  Source Average Average Target Target Calculation Score

Healthcare-Associated Infections Central Line-Associated Bloodstream Infections VDH 1.42 1.65 0.71 50% Reduction 0.00

Serious Reportable Adverse Events Number of Wrong-Site Surgeries CMS/TJC  N=93 0 0 0

 Heart Attack (AMI) CMS 19.9% 19.9% 18.4% Virginia among top 5 states 17.2%

Readmission – 30 Days (risk adjusted) Heart Failure CMS 24.5% 24.7% 22.4% Virginia among top 5 states 20.3%

 Pneumonia CMS 18.8% 18.5% 16.5% Virginia among top 5 states 14.9%

 Heart Attack (AMI) CMS 15.5% 15.7% 14.1% Virginia among top 5 states 12.8%

Mortality – 30 Days (risk adjusted) Heart Failure CMS 11.3% 10.9% 9.4% Virginia among top 5 states 8.4%

 Pneumonia CMS 12.0% 11.5% 9.5% Virginia among top 5 states 8.8%

Patient Satisfaction Overall Value-Based Pricing Score HCAHPS 32.5% 35.6% 54.6% Virginia among top 5 states 76.0%

 Patients Who Gave the Hospital a 9 or 10 Rating HCAHPS 64.1% 67.0% 76.0% Virginia among top 5 states 77.0%

Data Sources: VDH = Virginia Department of Health; CMS = Centers for Medicare & Medicaid Services; TJC = The Joint Commission; HCAHPS =  Hospital Consumer Assessment of Healthcare Providers and Systems

Virginia Quality and Safety Scorecard
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by Christopher S. Bailey. Mr. Bailey serves as senior 
vice president of VHHA.

The headline result of this year’s General As-
sembly budget agreement is that it avoids cuts 
to core hospital inpatient, physician, nursing 
home operating and dental payment rates – a 
strong result for the health care community. 
Overall, the assembly restored $102 million of 
the introduced budget’s $146 million in pro-
vider payments. Other important investments 
were made in mental health/disability services.

Key to our success this year was the strength of 
the providers’ coalition that advocated collec-
tively for restoring the planned cuts. The key 
stakeholders were 12 organizations represent-
ing hospitals, health systems, physicians, nurs-
ing homes, health plans and dentists. (see logos 
of all coalition members at left)

That said, costs of treating Medicaid recipients 
still will rise, increasing the Medicaid shortfall; 
and four percent cuts to hospital outpatient, 
hospital capital and nursing home capital 
payments will go into effect July 1. Even with 
these realities, given the options available, 
restoring over two-thirds of the cuts is a good 
result.

A high-level summary of the budget amend-
ments is on page 9.

Meanwhile, let us offer a few observations 
about this year’s budget process:

•  Going in to this session we had one overrid-
ing budget objective: to avoid additional cuts 
to Medicaid provider payments. Reflecting 
the breadth of programs and services offered 
by health systems, and to preserve access to 
care, our focus went beyond just hospital in-
patient rates to include physician payments, 
nursing home rates, podiatry services, long-
term care hospitals, indigent care funding 
and dental services. The coalition of health 
care groups organized by VHHA allowed us 
to mount a coordinated advocacy effort.

•  In its proposed amendments, the Senate 
agreed to most of what we requested (leav-
ing in place only two percent reductions to 
hospital outpatient and capital payments). In 
its amendments, the House offered no cor-

rections to provider payment cuts at all and 
in fact suggested a net reduction to Health 
and Human Resources spending.

•  A bit of a wild card was added late in 
the process with a Department of Justice 
(DOJ) letter critiquing the state’s continu-
ing institutionalization of certain disabled 
individuals. The letter provided urgency to 
this long-standing issue and applied pressure 
to budget-writers to find additional resources 
for mental health services necessary to reach 
settlement and avoid litigation. The House – 
with input from the Administration – placed 
a very high priority on allocating at least $30 
million into a fund to deal with it.

•  It appeared for a time that the conferees 
might not reach agreement at all, leaving 
a budget with the provider payment cuts 
in place. Another potential scenario had 
provider payment corrections at risk of being 
rejected all together in favor of addressing 
just the DOJ report.

•  In the end, a compromise was struck that 
preserved most of the provider payment cor-
rections supported by the Senate. Continued 
messages from back home and visits with 
conferees in Richmond helped immeasurably 
in achieving this outcome.

General Conclusions

First, VHHA must express our appreciation 
to those legislators who stood strong for the 
health care community. Key among those are:

Delegate S. Chris Jones, R-76

Senator R. Edward Houck, D-17

Senator William C. Wampler, Jr., R-40

There is good bipartisan support among many 
senators and delegates for the economic and 
service contributions of the health care system. 
The unity of the health care community, rep-
resented in the coalition, also made a positive 
impression.

However, it is clear that on the part of many 
policy makers there remains a failure to recog-
nize the critical role private health providers 
play in serving Medicaid recipients and the 
damage that additional cuts to already inad-

VIRGINIA HOSPITAL 
& HEALTHCARE 
ASSOCIATION

An alliance of hospitals and health delivery systems

Strength in Numbers
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equate rates can have to access to care, 
health care jobs and local economies.

Going forward, we must continue to 
move the conversation to one where the 
health care community pairs improved 
rate adequacy with some broader 
health care quality or value improve-
ment initiative.

With the 2011 General Assembly Ses-
sion behind us, it is critical that we 
continue to strengthen our educational 
efforts with legislators, especially in this 
election year. (For more, see the article 
beginning on next page.) We encourage 
VHHA members to hold group meet-
ings with incumbents and candidates 
and highlight the economic and health 

care role played by hospitals and health 
systems throughout Virginia.

Thank you for your advocacy efforts 
this year. The visits in Richmond and 
the communications from back home 
made a huge difference, and the unity 
demonstrated by the health care com-
munity on provider rates made a very 
positive impression. n

Introduced Budget Funds* Final Budget Actions Result*

Provider Payment Actions   

Hospital – inpatient rates cut 4% (48.4) Restored 48.4 

                outpatient rates cut 4% (21.6) Cut 4%   (21.6)

                capital payments cut 4% (5.3) Cut 4%    (5.3)

Physician – RBRVS payments cut 4% (29.4) Restored 29.4 

Nursing Homes – operating rates cut 2% (17.7) Restored 17.7 

                           capital payments reduced (9.8) Reduced    (9.8)

Indigent care support: state teaching hospitals cut  (7.1) Cut     (7.1)

Dental – payment rates cut 4% (4.7) Restored 4.7 

Long-Stay Hospital – incentive payments cut (1.0) Restored 1.0 

Podiatry Services – coverage eliminated (1.0) Restored 1.0 

Total Provider Payment Cuts  (146.0)  Restorations and Net Result 102.2  (43.8)

Pharmacy – lower payments (5.7) Partial restoration 3.8   (1.9)

Mental Health/Disability Services    

  Added $ for community transition (DOJ) 30.0   30.0

Add 275 MR/DD waiver slots 19.6 Retained slots, Added 150 DD 2.8   22.4

Expansion of crisis stabilization programs 4.0 Trimmed (2.0)     2.0

Expand services in ESH region 2.4 Trimmed (0.5)     1.9

Retain geriatric units at SWVMHI 2.0 Retained      2.0

Crisis intervention services for dual ID/Behavioral 5.0 Retained      5.0

Home/community-based service rates lowered 5%  (35.9) Restored all but 1% 28.7    (7.2)

Cut caregiver respite care hours from 720 – 240/yr. (42.5) Lowered to 480/yr. 26.9  (15.6)

Net mental health/disability service actions (45.4) Actions and  Net Result 85.9   40.5

Medicaid Managed Care Expansions    

Expand managed care program to SW 7/11  Delayed Roanoke to 1/12 and SW to 7/12  

Behavioral health care coordination model by 1/12  Modified language, but date retained  

Care coordination: other high-cost groups in 2012  Retained  

Other Items    

Trauma fund  Require phased/proportional GF w/drawal  

Medicaid IT provider incentives (90% fed funds) 8.2 Added federal $ for provider IT incentives 20.0   28.2

Proposed higher VDH licensure fees (.6 for VHHA) 4.3 Eliminated increases (4.3) 

Additional IME/MD-supplemental funds for CHKD 2.0 Modified language, MD-supplemental only      2.0

  Restored IME funds: Fairfax/Johnson City 0.7     0.7

Added support for medical education at EVMS 5.0 Lowered additional support  (2.0)     3.0

State grant for VCU’s Massey Cancer Center 5.0 Retained       5.0

  Added support for UVA Cancer Center 3.0     3.0
* Dollar amounts shown are for FY12 in millions, total funds.  The final column shows the net result after GA corrections.

VHHA Summary of 2011 General Assembly Final Budget Actions
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by Jeremy Greenfield. Mr. Greenfield serves 
as director of PAC and advocacy of VHHA.

T

Political Opportunity for 
Health Care in 2011

his is a critical political 
year in Virginia. All 140 
General Assembly seats will 
have elections in districts 

newly drawn based on the 2010 census. 
Incumbent legislators won’t have the 
advantage of running in districts they 
have run in before. Party politics have 
become more polarized, and candidates 
must work harder to find a balance 
between local demands and statewide 
obligations. All of this comes as the 
federal government debates cutting 
costs and curbing entitlements includ-
ing Medicaid and Medicare.

These factors create an exciting but 
daunting political environment for hos-
pitals and health systems. It is incum-
bent upon VHHA members to embrace 
their role as civic leaders and do what 
they can to advocate to both candidates 

and legislators for sound and thought-
ful health care policy.

Virginia’s Political Backdrop

Since 2007, the Virginia General As-
sembly has been divided between the 
two major political parties. The Senate 
has been narrowly controlled by Demo-
crats while the House of Delegates 
has been held by a larger Republican 
majority. 

Tensions between the two bodies often 
run high as they trade contentious 
legislation back and forth. Further 
complicating their legislative delibera-
tions was the party switch in the execu-
tive mansion in 2009 when Republican 
Bob McDonnell was elected, replacing 
Democratic Governor Tim Kaine.

In the wake of the 2008 presidential 
election, the wings of the political par-
ties have taken on a much more active 
and vocal role in politics. The progres-

sive wing of the Democratic 
Party and the conservative 
wing of the Republican Par-
ty helped elect 23 freshmen 
delegates into the House 
since 2009, and they have 
maintained their presence in 
caucus chambers over the 
past two General Assembly 
Sessions.

In 2010, while there was no 
U.S. Senator on the bal-
lot in Virginia, nine of 11 
Congressional races had 
heavily contested elections. 
Three Democratic incum-
bents were swept out by 
Republicans, and Virginia’s 
Congressional delegation 

switched from a 6-5 Democratic major-
ity to an 8-3 Republican majority.

Virginia’s proximity to the Congressio-
nal tension in Washington, D.C., com-
bined with an already heated political 
environment at the state level, further 
complicated by Virginia being just one 
of two states with elections this year, 
will turn the Commonwealth into a 
political crucible in 2011.

The New General Assembly’s Task

The General Assembly elected in 2011 
will have the task of implementing 
some major components of health care 
reform as well as addressing other criti-
cal issues. These include, but are not 
limited to: 

•  Sustainable Medicaid rates

•  Medicaid expansion to cover adults 
up to 133 percent of the federal pov-
erty level

Political Opportunity for 
Health Care in 2011

Advocacy Activities for 2011
•  Register employees to vote

•  Meet with candidates to discuss 
pressing issues

•  Invite candidates to tour facility

•  Invite candidates to discuss issues 
with Board of Directors

•  Host a non-partisan candidate 
forum

•  Encourage employees to become 
active in campaigns – without 
choosing sides

•  Host meet-and-greet events/
fundraisers outside of the facility

Delegate Bobby Orrock and Senator Edd 
Houck flank Tim Tobin, CEO of Spotysylvania 
Regional Medical Center, during an event at 
the hospital.
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•  Insurance exchange development and 
implementation

•  Creation of an all-payer claims data-
base and other programs

•  Improving the health care workforce 
pipeline and practitioner flexibility

All of these issues must be addressed in 
the next biennium and will be discussed 
within the context of curbing costs of 
Medicaid and Medicare at the federal 
level. It is up to hospitals and health 
systems to impress upon legislators 
the importance of these issues and the 
need for thoughtful policy development 
rather than gut reactions that may be 
politically convenient.

Health Systems’ Role in Advocacy

It is essential that the legislators devel-
oping the policies around these pro-
grams understand the value of hospitals 
and health systems to their communi-
ties, not just as health care providers, 
but as economic engines and commu-
nity leaders. But we cannot assume that 
legislators will actively seek out the 
opinions of health care providers; we 
must bring them the message.

Hospital and health system advocates 
must be able to cut through the noise of 
other interests and deliver our message 
of curbing costs by improving quality. 
By combining direct lobbying, issue 
education, grassroots lobbying, facility 
visits, HosPAC contributions and other 
efforts, hospitals and health systems 
can help elect the right candidates into 
office.

All health care facilities have a wealth 
of resources that are attractive to 
candidates and legislators: a large 
and well-educated employee base that 
votes, a board of directors consisting of 
members of the local business commu-
nity and an immeasurable impact on 
the community.

Hospitals and health systems can care-
fully leverage these resources, taking 
into account legal and tax restraints, 
to educate candidates and legislators 
while building partnerships with them 
to stand up for the issues and jobs that 
protect their constituents. n

Electronic Medical Records
A new law requires that health re-
cords be made available electronically 
(HB 2292; HB 2515). VHHA secured 
amendments to assure that electronic 
access is required only to the extent and 
as authorized by the federal HITECH 
Act and HIPAA. With these changes, 
VHHA supported these measures.

Private Employer Verification of 
Immigration Status
By December 1, 2013, employers with 
more than an average of 50 employees 
that contract with state agencies must 
use the E-verify program to verify immi-
gration status of its newly hired employ-
ees performing state contract-related 
work (HB 1859; SB 1049). It remains 
unclear whether the measure would 
affect Medicaid provider agreements. 
Medicaid “contracts” do not appear 
to have been the bill’s intended target, 
and the appropriate state authorities are 
examining that question. Federal law 
currently requires health care providers 
with federal contracts to screen appli-
cants using E-verify, but Medicaid and 
Medicare provider agreements are not 
considered federal contracts for this 
purpose at this time.

Tax-Exempt Bonds
Three VHHA-opposed bills 
were defeated that would have 
prevented non-profit corpora-
tions from using the Virginia 
Small Business Financing Au-
thority (VSBFA) to issue their 
tax-exempt bonds (SB 1349; 
HB 2129; HB 1949). Legisla-
tors have directed the VSBFA 
to work with local govern-
ments to resolve issues related 
to revenue sharing and notice. 
We expect this approach to 
preserve for nonprofits the op-
tion to issue their debt through 
the VSBFA if doing so best 
meets their needs in terms of 
timing, cost and a simplified 
process. Without the VSBFA 
option, hospitals would have 
no other alternative than to 
issue their tax-exempt bonds 

through local industrial development 
authorities, potentially a more time-
consuming and expensive process.

Patient Safety Day
Legislators approved a VHHA proposal 
designating February 2 of each year as 
Patient Safety Day in Virginia. VHHA 
sought the legislation to raise aware-
ness of the voluntary quality and safety 
initiatives that hospitals and health 
systems have implemented in their 
organizations. The resolution applauds 
over 120,000 health care workers in 
Virginia’s hospitals and health systems 
and their accomplishments in improving 
quality and delivering safe and effective 
health care. VHHA is planning a patient 
safety statewide summit in Richmond 
on Patient Safety Day 2012, when sys-
tems and providers throughout Virginia 
will share their quality improvement 
efforts.

To Learn More…
More information on these and other 
measures considered during the 2011 
General Assembly Session is available 
at http://leg1.state.va.us. Also look for 
VHHA’s 2011 Final Report on Legisla-
tion of Interest to Hospitals and Health 
Systems later this spring. n

General Assembly —	continued	from	page	5
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