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C
hange. According to etymology, the word “change” was first used in the 13th 
century and meant “to substitute one for another; to make [something] other 
than what it was; to become different.” Eight hundred years later the word 
aptly describes what is happening at your Virginia Hospital & Healthcare 
Association (VHHA).

For over a quarter century, Larry Sartoris has provided extraordinary service and 
leadership to Virginia’s hospitals and health systems, and our health care system 
generally, as President of VHHA. Larry joined the association in 1976 and became 
President in December 1988. Prior to joining VHHA, he worked six years as a senior 
attorney for the Commonwealth’s Division of Legislative Services. He received his 
B.A. in philosophy from The College of William & Mary, and earned his J.D. from the 

University of Richmond School of Law. Supporting him in his endeavors are his wife, Faith, and his now two grown children, both 
of whom are in the health care field.

Larry is a nationally known leader in health care policy. This national reputation was earned through the many challenges he 
successfully faced on behalf of VHHA members. Whether fighting against hospital “sick” taxes and numerous other unnecessary 
regulatory and legislative burdens; for sound certificate of need regulation; for adequate funding for Medicaid providers (all the 
way to the U.S. Supreme Court); and countless other efforts, Larry is leaving behind a legacy of active representation and advocacy 
on behalf of Virginia’s hospitals, health systems and health care providers. He will be missed.

Change means new leadership at the VHHA. Following an orderly succession plan, which began two years ago, Sean Connaughton 
has been appointed as the third President of the 88-year-old Association. Sean has served as a Virginia cabinet secretary, head 
of a federal agency in Washington, D.C., and as the chief elected official of the second largest county in Virginia. He has a law 
degree from George Mason University, a master’s degree from Georgetown University and a bachelor’s degree from a U.S. service 
academy. Sean served in the military and retired after 21 years of active and reserve service. His family includes his wife, Teresa, a 
daughter who just graduated from college and a son who is entering his junior year at the U.S. Military Academy.

Change is what Sean, his staff and all of us in health care are facing. Policy makers in Richmond and Washington are increasingly 
involved in setting the parameters and exercising control over the scope, quality, cost and reimbursement of health care. Integrated 
health systems and practices are changing how health care is delivered. New technology and individualized care are revolutionizing 
patient care and the effectiveness of treatment. Consolidation has led to larger hospital systems and fewer independent and 
community-based hospitals. Physicians are affiliating more and more with health systems. The insurance market is continually 
evolving.

Regardless of this change, one thing remains constant: the hospital and health system field is the only sector of Virginia’s economy 
that touches every citizen and business of the Commonwealth. Not only do hospitals support a healthy Virginia and provide 
essential health care services, but they also are among the largest employers and economic drivers in most regions of the state. This 
sector’s highly trained and educated workforce uses high tech, cutting edge technology that is the envy of the world. Hospitals and 
health care are the foundation upon which communities and this Commonwealth are built.

We thank Larry for his years of hard work and dedicated service to Virginia’s hospitals and health systems. We also welcome Sean 
as our field enters a period of significant pivotal change in how we provide care. It will take all of us working together to ensure 
these changes are smooth and beneficial to VHHA, its members and the communities we serve.

VHHA Review	is	published	by	the	Virginia	Hospital	&	Healthcare	Association,	P.O.	Box	31394,	Richmond,	Virginia	23294-1394. 
For	more	information,	call	(804)	965-1227.	
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As hospitals and health systems 
pursue options for improving 
the level of service they provide 

to their patients, it is becoming clear 
that the ability to achieve these goals 
will be driven by the choices individu-
als in their organizations make at 
every point of interaction every day. 
In recent years traditional paths to 
health care are being more directly 
influenced by the choices of patients 
and families served, and it is impor-
tant that hospitals design their sys-
tems to consistently incorporate these 
choices into routine operations.

Service excellence is critical to 
patients, their loved ones and other 
customers choosing where to receive 
their care. Providing excellent does 

In Pursuit of Service Excellence

by Abraham Segres. Mr. Segres serves as Vice President of Quality and Patient Safety.

not happen by accident. It is the result of purposeful 
design by leaders who are committed to serving patients 
and their families and other customers. Service excel-
lence starts by placing patients and other customers first. 
Organizational leaders then communicate that concept to 
their teams and hold them accountable. Leaders identify 
whom their team will serve and then define core needs and 
desires of those served.

The VHHA Board of Directors established a Quality, 
Safety and Service Excellence Task Force to oversee and 
shape the next phase of the VHHA membership’s col-
lective efforts to improve performance and reliability in 
meeting consumer and health care workforce expectations 
for quality, safety and service. A work group has been 
established to specifically focus on service excellence, with 
a charge to develop recommendations to help Virginia 
hospitals and health systems achieve top-tier performance 
and reliability in meeting consumer service expectations.

As part of this group’s work, VHHA surveyed its members 
to evaluate current efforts to improve patient satisfaction 
and service performance, including the identification of 
the most significant barriers to improvement. Initial results 
indicate that most Virginia hospitals are aware of best 
practices associated with enhancing the patient experience 
during care. Improvement will come from consistently 
implementing these practices. The workgroup will use the 
results of this survey to formulate its final recommenda-
tions that will be presented to the VHHA Board of Direc-
tors in the fall. n

Virginia Hospitals’ Implementation of
Strategies for Improving the Patient Expereince
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by Susan C. Ward. Ms. Ward serves as Vice 
President and General Counsel.

Closing the Coverage Gap and 
Other Budget Priorities
Finding a sustainable and common sense 
solution to closing the coverage gap for 
low-income uninsured Virginians is a top 
priority for Virginia’s hospitals and health 
systems. The Governor’s budget, the Sen-
ate’s proposed “Marketplace Virginia,” 
and the Virginia Chamber of Commerce’s 
principles for a private option are all 
solutions incorporating a private, free 
market-based approach that is a work-
able alternative to Medicaid expansion.

However, legislators wrestled through the 
regular session and a protracted subse-
quent special session over this issue. The 
Senate continued to include in its budget 

a private option called “Marketplace 
Virginia” that uses federal funding to 
close the coverage gap. The House main-
tained its opposition to using such federal 
funding to expand coverage in any form, 
insisting on separating the issue from 
the budget, suggesting instead a separate 
special session to debate drawing down 
federal dollars for this purpose.

Finally on June 12, just weeks from the 
end of the state’s fiscal year (FY) on June 
30, legislators passed a state budget, 
expedited in part by an emerging revenue 
shortfall, warnings from credit rating 
agencies and a Senate resignation that 
shifted the balance of power in the evenly 
divided Senate to the Republicans.

To ensure timely passage of a budget 
by the end of the fiscal year, legislators 

removed from the budget the Senate’s 
“Marketplace Virginia” provision, with 
the understanding that separate legisla-
tion would be introduced and debated 
at a later time. Additionally, the Sen-
ate offered, and the House approved, 
a measure in the budget preventing the 
expansion of Medicaid without ap-
proval by a majority of both chambers. 
Governor McAuliffe vetoed the measure, 
among others; however, Speaker of the 
House Howell ruled the veto as beyond 
the Governor’s constitutional authority 
and out of order. The question of whether 
the veto stands will likely now move to 
the courts. Meanwhile, the Governor has 
directed Secretary of Health and Human 
Resources Hazel, to develop options for 
pursuing action on closing the coverage 
gap by September 1.

The Virginia Hospital & 
Healthcare Association’s 
hospitals and health 
systems worked to shape 
the many important health 
proposals on the General 
Assembly’s agenda during 
the 2014 “long session.” 
This summary describes 
final action during the 
General Assembly’s regular 
session on those measures 
with most significant impact 
on hospitals and health 
systems. Because legislators 
did not agree on a new 
2014-2016 biennial state 
budget during the regular 
session by its March 8 
adjournment, they convened 
March 24 in special session 
to continue work on the 
budget, with the primary 
disagreement being the 
use of federal Medicaid 
expansion funds available 
through the Affordable Care 
Act.

2014 General Assembly Recap
Coverage Gap Remains, But Mental Health 
Improvements Begun and Other Issues Resolved



REVIEW	•	JULY	2014	 5	

The agreed upon budget reflected more 
than $1.5 billion in reduced revenues 
compared to what had been projected 
in February. To achieve the necessary 
savings, the General Assembly generally 
held spending at FY2014 levels – includ-
ing withdrawing inflation for both years 
for hospitals – for aggregate savings 
across all state programs of $842.5 mil-
lion. While prioritizing funding for K-12 
education, mental health reform and the 
Virginia Retirement System, budget writ-
ers also relied on the “Rainy Day Fund” 
to balance the state’s books. Other cost-
saving measures in the approved budget 
that affect hospitals and health systems 
include reductions to nursing home capi-
tal payments and elimination of inflation 
in FY2016; and elimination of proposed 
increases for the health care safety net.

Eliminating inflation for hospitals will 
yield payments that will fall to an average 
66 percent of costs by FY2016. The fact 
that most state programs and services 
are being held to FY2014 funding levels 
offers cold comfort when one considers 
that the General Assembly had available 
a remedy for health care providers (in the 
form of expanded coverage) that would 
also have yielded more than $225 million 
in net state savings for the biennium to 
help address the revenue shortfall. Reject-
ing the return of our own tax dollars to 
fund coverage led to steeper reductions 
across all core services than would other-
wise have been necessary.

Behavioral Health
Legislators considered numerous propos-
als to improve Virginia’s mental health 
crisis response system following the tragic 
events at the home of Senator Creigh 
Deeds in November 2013. By session’s 
end, several of these proposals were en-
acted in SB 260 (Deeds) that:

•  Extends the time that a person may be 
held under an emergency custody order 
(ECO) from four hours (with a possible 
two-hour extension) to eight hours.

•  Increases the maximum duration of a 
temporary detention order (TDO) from 
48 to 72 hours.

•  Requires state facilities to accept 
any individual under a TDO unless 
the state facility or an employee or 

designee of the community services 
board (CSB) can identify an alternative 
facility able and willing to detain the 
individual. 

•  Establishes an acute psychiatric bed 
registry to provide real-time informa-
tion on the availability of beds in pub-
lic and private psychiatric facilities and 
crisis stabilization units for individuals 
who meet the criteria for temporary 
detention.

Recognizing that there is room for further 
improvement to the state’s mental health 
delivery system, legislators created a Joint 
Subcommittee on Mental Health Services 
in the 21st Century (SJR 47 – Deeds), 
which will review and assess a wide range 
of issues related to the funding and deliv-
ery of services.

The subcommittee will coordinate its 
efforts with the Governor’s Task Force on 
Improving Mental Health Services and 
Crisis Response, which will issue its final 
report by October 1. The joint subcom-
mittee will complete its interim report by 
December 1, 2015, and will issue its final 
report by December 1, 2017.

In addition to the policy changes de-
scribed above, the final budget makes cer-
tain investments in mental health services, 
some of which were necessary to support 
the policy changes that took effect July 1. 
Altogether, an additional $50 million is 
being invested in mental health services. 

Key funding provisions include: 

•  $2.1 million for costs associated with 
extending maximum duration of TDO 
period from 48 hours to 72 hours.

•  $9 million for 24 more crisis interven-
tion drop-off centers.

•  $4.7 million for four additional 
Programs of Assertive Community 
Treatment.

•  $11.3 million each year to increase 
capacity at various state facilities by 50 
beds.

•  $250,000 in FY15 and $500,000 in 
FY16 to purchase private inpatient 
beds.

•  $1.5 million for children’s mental 
health services.

•  $7.5 million for mental health outpa-
tient services for older teens and young 
adults.

•  $1.7 million to support telepsychiatry 
capacity of CSBs.

Unclaimed Bodies
A new law addresses the problems en-
countered by hospitals and others with 
disposal of unclaimed bodies (SB 304 
- Alexander). These problems surfaced 
following the Attorney General’s May 
3, 2013, opinion that the statutory 
requirement that the sheriff accept any 

continued	on	page	6
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unclaimed body applies only to bodies 
that are medical examiner cases and that 
sheriffs are not required to dispose of 
other unclaimed remains.

Developed and supported by VHHA and 
other stakeholders, the new law clarifies 
the legal authority to remove and dispose 
of unclaimed bodies, maintains the 
responsibility of local law enforcement to 
assist in identifying the decedent and next 
of kin, establishes a process for issuance 
of a court order authorizing transfer of 
an unclaimed body to a funeral home 
for disposition with expenses of such 
disposition paid by the local government 
and protects hospitals and others from 
liability exposure for claims related to ac-
ceptance and disposition of an unclaimed 
body in compliance with the law.

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 com-
promise on reforming Virginia’s WC sys-
tem. While participants found common 
ground in areas including prompt pay-
ment and other administrative reforms, 
the issue of how to establish a baseline 

for determining controls on growth in 
payment rates remains the primary point 
of disagreement.

VHHA supported legislation enacted to 
establish prompt payment provisions and 
discounts for assistants-at-surgery and 
multiple procedures; it also imposes a 
statute of limitations on providers’ claims 
for WC payment (HB 1083 – Ware). Self-
insurers, WC carriers and some in the 
business community opposed the legis-
lation, supporting instead a Medicare-
based fee schedule proposed unsuccess-
fully in HB 946. VHHA agrees that the 
enacted legislation is not a complete solu-
tion to identified problems but opposes 
such a fee schedule. All stakeholders will 
meet during 2014 to seek compromise on 
alternatives to the “prevailing community 
rate,” which serves as the basis for WC 
claim provider payments in Virginia and 
is not addressed in the enacted legislation. 
VHHA supports developing a market-
based, comprehensive approach to ad-
dress growth in WC medical costs.

Health Practitioner Regulation
A new law establishes licensure require-
ments for genetic counselors (HB 612 
– Robinson; SB 330 – Howell). VHHA 
opposed the proposal given the lack of 
evidence that it is necessary to protect 
patients, but legislators agreed with the 
bill’s proponents that many genetic coun-
selors practice outside the hospital setting 
and should be regulated.

VHHA secured amendments limiting 
proposed licensure requirements for 
surgical assistants and technologists (SB 
328 – Barker). While the introduced bill 
sought licensure of these professions, 
the new law instead protects the titles 
“registered surgical assistant” and “reg-
istered surgical technologist.” Practice is 
not limited, but these practitioners may 
use these titles only if they hold national 
credentials or have military training or 
current experience as surgical assistants 
and technologists. The law also creates a 
registry of individuals using the protected 
titles.

VHHA opposes new practitioner regu-
lation unless there is evidence showing 
that it is necessary to protect the public. 
Unnecessary and duplicative practitioner 

regulation restricts the number of practi-
tioners and their scopes of practice, limit-
ing access to health care and increasing 
costs without adding value in the health 
delivery system.

Medical Malpractice and Legal 
Procedure

Legislators considered several measures 
addressing medical malpractice and other 
legal procedures. VHHA worked with 
member legal counsel to carefully review 
potential implications for hospitals and 
health systems and to shape these propos-
als. Legislation was enacted to:

•  Allow a physician assistant, when 
properly qualified, to testify in a 
personal injury suit within his scope 
of practice but not to testify against 
a physician in a medical malpractice 
proceeding or review panel. VHHA 
secured amendments also prohibiting 
physician assistant testimony against 
any health care provider on causation 
in medical malpractice actions. (HB 
191 – Minchew; SB 185 – Stuart)

•  Extend civil liability protections to 
members of, or consultants to, commit-
tees established by a health system or 
established under guidelines approved 

General Assembly —	continued	from	page	5
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or adopted by statewide or local as-
sociations representing licensed health 
care providers. (HB 130 – Minchew; SB 
253 – McDougle)

•  Permit either party in a personal injury 
suit tried in general district court or 
appealed to circuit court to present 
evidence of injury, treatment and cost 
through a report from a treating or 
examining health care provider licensed 
outside Virginia for his treatment of the 
plaintiff outside Virginia. (HB 394 – 
Chafin; SB 114 – Stanley)

•  Include physician assistants in the 
definition of “health care provider” for 
the purposes of medical malpractice 
provisions. (HB 1134 – O’Bannon)

Several measures that raised concerns for 
hospitals and health systems were tabled 
for the 2014 session to permit stake-
holder discussion later this year. These 
include HB 490 (Albo), which would 
have required health care providers, 
upon request of a patient or his attorney, 
to provide metadata associated with a 
patient’s electronic medical record; and 
HB 718 (McClellan) and SB 395 (Vogel), 
which would have extended the statute 
of limitations in a medical malpractice ac-
tion for negligence for provider delay in 
communicating to his patient test results 

showing a malignant tumor or cancer.

References to Accreditation 
Organizations
VHHA secured passage of legislation 
updating Virginia statutory references to 
the Joint Commission on Accreditation of 
Healthcare Organizations, JCAHO and 
The Joint Commission. (HB 391 – Stolle) 
The changes are necessary to accurately 
reflect current federal law that authorizes 
CMS to recognize hospital accreditation 
by CMS-approved accrediting organiza-
tions in addition to The Joint Commis-
sion.

Newborn Heart Disease 
Screening
Critical congenital heart disease (CCHD) 

has been added to the 
panel of conditions for 
which hospitals must screen 
newborns (HB 387 – Com-
stock; SB 183 – McWaters). 
VHHA worked with the 
American Heart Association 
and the Virginia Chapter of 
the American Academy of 
Pediatrics, the legislation’s 
proponents, to ensure that 
hospitals’ screening role and 
the Department of Health’s 
surveillance and follow-up 
responsibilities apply to 
CCHD in the same man-
ner as they currently apply 
to screening newborns for 
other conditions.

The new law requires the 
Board of Health to convene 
a work group of stakehold-
ers, including VHHA, to 
provide information and 

recommendations for the development of 
implementing regulations.

The U.S. Department of Health and 
Human Services includes CCHD on its 
recommended panel of conditions for 
which newborns should be screened, and 
most Virginia hospitals currently perform 
this screening. VHHA and six Virginia 
hospitals and health systems have been 
participating since 2012 in a Virginia 
Department of Health CCHD screening 
demonstration project funded by a three-
year federal grant.

Declaration of Brain Death
Procedures for declaration of brain death 
are revised by eliminating the required at-
testation by a second physician of a spe-
cialist’s determination of a patient’s brain 
death (HB 541 – O’Bannon). The law 
continues to require that determination of 
brain death be made by a specialist in the 
field of neurology, neurosurgery, electro-
encephalography or critical care medi-
cine, but the opinion of a second physi-
cian is no longer required. The revision 
does not prohibit facilities from requiring 
a second opinion under their policies and 
procedures. As introduced, HB 541 had 
proposed significant changes to the clini-
cal criteria indicating brain death, but in 
response to concerns raised by clinical 
and ethics experts in VHHA member hos-
pitals and health systems, those changes 
were eliminated from the bill.

Implantable Medical Device 
Entities
The Department of Health Professions 
will consider any issues related to the use 
of implantable medical devices distrib-
uted by medical device distributors in 
which a physician has an ownership in-
terest, reporting its findings by November 
1. (SB 536 – Martin; HB 1235 – Peace). 
n

*****
Information on measures considered dur-
ing the 2014 session is available at http://
leg1.state.va.us and in VHHA’s upcom-
ing 2014 Final Report on Legislation of 
Interest to Hospitals and Health Systems.

VHHA Government 
Relations Team

Katharine Webb: kwebb@vhha.com

Chris Bailey: cbailey@vhha.com

Jeremy Greenfield: 
jgreenfield@vhha.com

Betty Long: blong@vhha.com

Brent Rawlings: brawlings@vhha.com

Paul Speidell: pspeidell@vhha.com

Susan Ward: sward@vhha.com

Government Affairs Coordinator: 
Jennifer Rankin-Walker: 
jwalker@vhha.com; (804) 965-1219
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by Janet P. Mangun. Ms. Mangun serves as Executive Director of Quality and Patient Safety.

The Centers for Medicare & Medicaid Services’ Partnership for Patients campaign is now in its 
third year of patient harm reduction work. The NoCVA HEN represents one of the 26 hospital 
engagement networks, which encompass over 3,700 hospitals nationwide, striving to reduce nine 
hospital-acquired conditions and early elective deliveries (EED) by 40 percent and readmissions 
by 20 percent by the end of 2014. The chart below shows the progress that has been made by the 
NoCVA HEN hospitals, representing 34 hospitals in Virginia and 82 in North Carolina, based upon 
data analyzed through April 2014. As can be seen in the chart below, the 40 percent goal has been 
reached in five of the 11 focus areas. Significant progress has been made in three others. However, 
lack of progress towards the reduction of readmissions and catheter-associated urinary tract infec-
tion (CAUTI) rates shows that much work still remains.

Of the progress seen thus far, the NoCVA HEN conservatively estimates that approximately 1,000 
harm events have been avoided annually; roughly 3,500 readmissions have been prevented; and 
approximately $42 million in costs have been averted. These estimates are most likely lower than 
actual because not all NoCVA hospitals submit data on all measures. While it is recognized that 
these improvements are attributable to many organizational efforts, not just NoCVA HEN partici-
pation, they serve to illustrate the potential for what can be accomplished when we focus on patient 
safety and work together to share our strategies and successes. n

Virginia Hospitals 
Improving Quality
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An elective early-term delivery (EED) is defined as a delivery between 37-39 weeks without a medical or obstetrical indication 
and carries significant increased risk for a baby as compared to infants born between 39 and 41 weeks.1 Various health and safety 
organizations, including The Joint Commission and the Centers for Medicare & Medicaid Services (CMS), now are using the rate 
of elective deliveries before 39 weeks of gestation as an indicator of quality of care. In October 2012 the VHHA Board of Directors 
adopted a goal that all Virginia hospitals providing obstetrical services voluntarily submit their rate of EEDs to VHHA and pledge 
to prevent them by establishing 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 to reduce the rate of EEDs in Virginia.

A statewide steering committee composed of representatives from VHHA, the Medical Society of Virginia, the American College of 
Obstetricians and Gynecologists Virginia Chapter, the March of Dimes and the Virginia Department of Health has provided guid-
ance for this statewide effort and remains available to assist Virginia hospitals in this important quality improvement effort.

Hospitals around the state have reduced early elective deliveries by over 50 percent since the collaboration began in January 2013. 
Hospitals have reduced EEDs by working with their medical staffs to adopt policies to identify specific situations where the ben-
efits of an early delivery would be greater than the risks associated with such deliveries and by educating their staffs, patients and 
families. Data also was gathered and monitored to ensure that the rate of EEDs was 
indeed decreasing.

Twenty-six Virginia hospitals have been recognized for achieving or maintaining EED 
rates of less than five percent for at least two consecutive quarters and for having a 
written policy in place regarding non-medically indicated deliveries at less than 39 
weeks gestational age, including clearly defining medical indications for deliveries less 
than 39 weeks and having a process in place to monitor the scheduling of cesarean 
sections and inductions of labor prior to 39 weeks gestational age. The recognition 
criteria were developed by the March of Dimes in conjunction with the statewide 
steering committee. Each of the hospitals recognized received a banner highlighting its 
commitment to improving the quality of care for mothers and babies. n
1.  Clark, SL, Miller DD, Belfort MA, Dildy GA, Frye DK, Meyers, JA. Neonatal and maternal 

outcomes associated with elective term delivery.  AM J Obstet Gynecol, 156, February 2009, 
31-e4.

by Abraham Segres. Mr. Segres serves as Vice President of Quality and Patient Safety.

Eliminating EEDs in Virginia

March of Dimes/VHHA EED Banner 
Recognition Hospitals (May 2014)

Bon Secours DePaul Medical Center

Bon Secours Maryview Medical Center

Bon Secours Mary Immaculate Hospital

Bon Secours St. Mary’s Hospital

Carilion Medical Center

Centra Lynchburg General Hospital

CJW Medical Center – Chippenham

Clinch Valley Medical Center

Danville Regional Medical Center

Henrico Doctors’ Hospital

Inova Fairfax Hospital

LewisGale Medical Center

Mary Washington Hospital

Memorial Hospital

Norton Community Hospital

Riverside Regional Medical Center

Riverside Shore Memorial Hospital

Sentara Obici Hospital

Southampton Memorial Hospital 

Southside Regional Medical Center

Spotsylvania Regional Medical Center

Twin County Regional Healthcare

UVA Health System

VCU Health System

Warren Memorial Hospital

Wythe County Community Hospital

Eliminating EEDs in Virginia
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by Barbara S. Brown. Dr. Brown serves as 
Vice President.

For many years, the Virginia Hos-
pital & Healthcare Association 
has had a strategic data policy. 

The policy allows members to know 
about themselves but it also serves to 
inform and expand advocacy efforts and 
demonstrate leadership on the issues of 
cost and quality measurement. As a result 
VHHA members can demonstrate greater 
transparency and their ability to deliver 
care with more efficiency and effective-
ness.

Early Efforts
VHHA’s early data efforts enabled hos-
pitals to be proactive in external pushes 
to set hospital payment, hospital evalua-
tion and public oversight. In the 1970s, 
VHHA supported creating the Virginia 
Rate Review Program to examine hospi-
tal costs and charges as an alternative to 
government rate setting. This program, 
and later the Virginia Health Services 

A Short History
of  VHHA’s Data Strategy and Its Successes

Cost Review Council, collected infor-
mation on facility costs, charges, assets 
and liabilities. The rate review program 
continued until the Council was sup-
planted by Virginia Health Information 
(VHI). Unlike today, the actual hospital 
data submitted did not become part of 
the public record. Without broad sharing 
of the information for public and private 
consumption, the information’s utility 
was limited.

As hospital billing records became 
standardized and billing became elec-
tronic, analysts could scrutinize patients’ 
patterns of inpatient care, including the 
conditions treated, hospital charges and 
physicians’ hospital practice patterns. 
VHHA established a voluntary inpatient 
discharge database among its members in 
1990. Responding to renewed concerns 
from employers and policy makers about 
health care costs and the inability to 
evaluate quality of care, VHHA worked 
to create a public-private partnership that 

could foster greater transparency of 
health care financial and related infor-
mation. This public-private partnership 
took form as VHI in 1993. 

The state’s mandated patient-level hos-
pital discharge database was established 
in 1993. The intent was eventual collec-
tion of data from all stakeholders, in-
cluding hospitals, nursing homes, physi-
cians and health plans. VHHA stepped 
forward to offer its own voluntary 
program as the first effort in statewide 
collection of hospital data that included 
more than patients receiving Medicare 
benefits. It also was timelier as even 
today it takes two years for the Centers 
for Medicare & Medicaid Services to 
release data.

Over the years, the patient-level hospi-
tal discharge database effort has been 
very successful. In the original Virginia-
enabling legislation there was a sunset 
provision at five years. VHHA members 
found the database so helpful in their 

own marketing and quality efforts that 
they supported removing the sunset date. 

One piece of the submission process is 
particularly satisfying. All hospitals are 
required to submit the same information 
on all patients. In addition, studies on 
quality of care done by VHI cannot be 
criticized as biased because the evalua-
tion is done by an entity independent of 
hospital control.

The data has allowed state and member 
facilities to address issues of public safety, 
including injury rate trends, variations in 
charges, characteristics of patients and 
their migration as well as care to the un-
insured and under-insured. Hospitals use 
the data to track quality outcomes such 
as reduced 30-day readmissions, infec-
tions and patient harm.

When Virginia adopted its inpatient data-
base 20 years ago, 37 states had a similar 
effort, although few included all the 
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data Virginia required or its liberal data 
release policy. Today 48 states maintain 
hospital discharge data reporting sys-
tems. Due to their wide availability and 
comparability across the U.S., hospital 
databases are the foundation for much 
of the research, public health and health 
policy studies nationally.

Moving Beyond the Hospital 
to Collect Ambulatory Care 
Data
As policy makers tracked health care 
trends, it did not go unnoticed that 
growth in ambulatory care exceeded 
growth in inpatient care. Inpatient days 
dropped and numbers of inpatients de-
clined as day surgeries increased. As talk 
emerged of implementing a mandated 
database for outpatient care, VHHA’s key 
interest was keeping employers, citizens 
and legislators aware that care occurs in 
many more sites than hospitals. As such, 
any collection effort needed to be as di-
verse as the sites of care. When the ambu-
latory surgery mandated database started 
in 2003, it was termed an “experiment.” 
For this reason, it covered only seven pro-
cedures, but the data is collected based on 
the surgery’s location. This means that if 
a knee arthroscopy is performed in a phy-
sician’s office, the physician is required 
to submit the data to the state. Virginia’s 
ambulatory surgery data is unique in the 
U.S. as it is based on the location of care 
rather than the specific type of provider 
delivering the care.

Lack of funding hindered use of this 
database for 10 years. In 2013, VHI 
started providing analyses on its web site 
to address requests for charges, proce-
dure frequency counts and locations and 
providers of care. However, the database 
continues to be of limited use because so 
few procedures are included and frequent 
outpatient procedures such as imaging 
studies are not included.

While the inpatient and ambulatory sur-
gery data have informed policy decisions 
and consumer questions over the years, 
there are many issues for which it lacks 
answers. In Virginia, these issues include 
questions about:

•  Sources, patterns and costs of emer-
gency care.

•  Actual payment for care rendered as 
opposed to the amount charged for 
care.

•  Patterns of ambulatory care and its 
effect on number and cost of hospital-
izations.

•  Patient compliance with drug regimens 
and its effect on reducing the cost of 
care overall.

Addressing these questions requires a da-
tabase that tracks care across all settings, 
prescription use and actual payments for 
care. Having access to such comprehen-
sive data also is critical for health systems 
preparing for accepting greater risk for 
episodes-of-care on population health. 
In the end, it is about having better data 
to measure, improve and deliver higher 
value care across the continuum. This led 
VHHA to seek creation of an All-Payer 
Claims Database (APCD) in 2013.

APCDs: A Better Option for 
Transparency and Advocacy
APCDs are emerging as the essential 
source of information about outpatient, 
inpatient and emergency services and 
health care utilization. The APCD is 
designed to collect and aggregate medical 
and pharmacy claims from public and 
private payers on an ongoing basis. To 
date, Virginia is one of 12 states to enact 
an APCD. Unlike the state’s currently 
mandated health care databases; however, 
and unlike 10 other states, payers submit 
data to Virginia’s APCD voluntarily. All 
states are still working with the federal 
agencies on capturing current claims by 
Medicare beneficiaries into state APCDs. 
The downside to all APCDs is their in-
ability to capture similar information for 
uninsured patients. Virginia’s APCD will 
not collect dental claims either. 

Utilization analyses for entire episodes-
of-care will be possible as the APCD will 
be able to aggregate claims from multiple 
payers and across multiple providers for 
similar diagnoses. While actual payment 
information will be collected to enable 
this analysis, it will not be disclosed. In 
contrast, hospital discharge databases 
can show what the hospital charged, not 
what the hospital received from insurers 
for the hospitalization. While the APCD 

will not allow consumers to make deci-
sions based on actual payments, they will 
be able to see which providers can treat 
them more efficiently and with fewer 
resources. It will also allow purchasers 
and policy makers to identify waste, and 
potentially fraud and abuse, in addition 
to providing another tool to develop best 
practices for an entire course of treat-
ment. 

Moving forward, the APCD will allow 
members to review each quarter the 
entire sequence of care compiled from 
submitted claims. For the first time, care 
in all ambulatory settings (physician of-
fices, clinics, emergency departments and 
urgent care centers) will be included with 
hospital data. VHI is expected to unveil 
its first APCD reports in fall 2014. 

Does the APCD Replace the 
Current Hospital Database?
The short answer is “No.” The data 
sources are complementary, not redun-
dant. The hospital database is prepared 
by the institution providing care through 
its billing system. The claims database is 
generated from payments. States collect-
ing both billing and claims data likely 
are in the best position to strategically 
monitor and improve health care delivery. 
For example, APCDs are not as good a 
source for population public reporting 
as hospital discharge databases. How-
ever, together they provide for a stronger 
analysis than either one alone. 

As the APCD includes all outpatient care 
(office visits, emergency care) rather than 
a few procedures, it may at some point 
make collecting the Virginia ambulatory 
surgery database obsolete.

Looking Forward
VHHA’s data strategy has been in place 
for 40 years. During that time, it has 
informed advocacy and hospital opera-
tions. As standardized electronic data has 
become available, efforts at collecting 
health care data moved from hospital 
data to patient data. Going forward, the 
APCD offers an opportunity to look at 
the continuum of health care and the 
interrelated factors that drive cost and 
quality. n
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