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Preface

This study has been conducted under the authority of Senate Joint Resolution (SJR) 317
of the 1997 of the General Assembly. SJR 317 directed the Secretary of Health and Human
Resources, in cooperation with the Joint Commission on Health Care (JCHC)~ to review the
various health care-related boards, advisory boards, commissions, committees, and councils,
(hereafter referred to as "boards") in the Commonwealth and make recommendations regarding
any appropriate revisions, consolidations, or restructuring of these boards. This study builds
upon the work completed by the Joint Commission on Health Care under SJR 104 of 1996. In
addition, this study includes a comprehensive inventory of health policy-related entities that are
composed of legislators or are appointed by the legislature. as well as a report of health care
policy strategies in Georgia, Maryland. North Carolina. and Ohio.

The Secretary of Health and Human Resources assigned the Department of Medical
Assistance Services (DMAS) as the lead agency for SJR 317. This study was contracted by
DMAS to the Center for Public Policy Research of the Thomas Jefferson Program in Public
Policy at the College of William and Mary. The authors of this report are Dr. John McLaughlin,
Research Associate, Ms. Paulette Parker. Research Analyst, Ms. Kelly Metcalf-Meese, Research
Coordinator, and Dr. David Finifter, Director. Margaret Mahoney and Amanda Smith, Research
Assistants for the Center and graduate students in the Thomas Jefferson Program in Public
Policy, also helped complete this project, as did Karen Dolan, Assistant to the Director at the
Thomas Jefferson Program.

The authors would like to express their sincere gratitude to a number of people who
contributed to the completion of this project. First, we would like to acknowledge those who laid
the groundwork for this study. These include, Ms. Roberta Jonas, Legislative Coordinator of the
Department of Medical Assistance Services, Mr. Jeff Wilson, Special Assistant, Office of the
Secretary of Health and Human Resources, Ms. Kathryn Kotula, Director of the Policy Division
ofDMAS, and Mr. Patrick Finnerty, Senior Health Policy Analyst for the Joint Commission on
Health Care. At the Department for Medical Assistance Services, Ms. Jonas has served as Project
Coordinator for this study, and made herself available to us at each progressivestage of our
work. In this capacity, Ms. Jonas has been exceptionally attentive and efficient n: Il~r responses
to our various requests for data, while maintaining her equaninity and sense orhumor in every
circumstance.

The comprehensive nature of this study required the acquisition of information from
many sources. The designated agency contacts and the individuals who have communicated with
the Center for Public Policy Research either by memo, e-mail, fax, or phone. arc too numerous to

name. The importance of their contributions are immeasurable because they have permitted us to
report and evaluate current information on the diverse group of health care-related entities
included in this study. In addition, we would like to thank the health policy professionals with
whom we spoke in Georgia, Maryland, North Carolina, and Ohio. By making inter-state
comparison possible, their contributions greatly enhanced the breadth of this study.
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Executive Summary

Senate Joint Resolution (SIR) 317 of the 1997 Session of the General Assembly directed
the Secretary of Health and Human Resources. in cooperation with the Joint Commission on
Health Care (JCHC), to review the various boards, advisory boards, commissions, committees,
and councils (hereafter referred to as boards) identified by the Joint Commission on Health
Care and recommend any appropriate revisions, consolidations or restructuring of these boards.
The Virginia Department ofMedical Assistance Services, which was designated as the lead
agency, contracted with the Center for Public Policy Research of the Thomas Jefferson Program
in Public Policy at the College of William and Mary to conduct this study. In completing this
study and at the request of the Secretary, the goals of the study are as follows:

Update the inventory resulting from a previous legislative study conducted by the
Joint Commission on Health Care pursuant to SJR 104 of 1996 and make
recommendations as to appropriate revision, consolidation, or elimination of the
health care-related boards;

Create a comprehensive inventory of all health policy-related entities that are
composed of legislators or are appointed by the legislature; and,

Investigate and report on the key issues related to the development of health care
policy in Georgia, Maryland, North Carolina, and Ohio.

Findings and Recommendations

A. Update the Inventory Resulting From the Previous JCHC Study and Make
Recommendations as to Appropriate Revision, Consolidation, or Elimination of
Health Care-Related Boards

Our update includes 79 boards, including 16 additional boards not included in the prior
JCHC study. Not surprisingly, the number of boards for each state agency varies widely, with the
Department of Health and the Department of Health Professions having approximately 50 percent
of the 79 boards responsible for health care-related issues in the Commonwealth. Below are the
general findings and recommendations related to the boards. For the most part, this study
concurs with the general conclusions reached by the previous JCHC study.

1. There is a Large Nurnher of Boards.

In its study of the health care-related boards, the JCHC found that there is a large number
of boards, and most, if not all, have specific constituencies, which support their mission and
existence. The inventory update supports this conclusion. As before, nearly all the boards focus
on specific health issues as opposed to broad health policy.



2. Representation of Citizens and Intra-Agency Representatives on
Existing Boards Should Be Increased.

Of the 719 identifiable board members, 76 percent are professionals, consumers, or
citizens. Our analysis demonstrates that while professional involvement on the boards is high, the
representation of citizens and intra-agency representatives on the boards is fairly low. Of the 719
members on the existing boards, for example, only 49 members, seven percent of all members that
can be identified, are citizens.

3. The Interaction Among Boards is Minimal and Informal.

This study concurs with the prior JCHC study finding that there is minimal formal
interaction and networking among the boards. However, there is some indication from agency
contacts that informal interaction may be taking place. This interaction occurs through three
avenues: individuals may serve on several boards, agency employees staff more than one board,
and board membership may include representatives from several agencies.

To encourage more interaction among Virginia's boards, the following actions are
recommended:

Create opportunities for formal networking of existing boards.

Revise the Code of Virginia to require boards to collaborate, where appropriate.

Direct the Secretary ofHealth and Human Resources to design a mechanism and
appropriate incentives that lead to the sharing of information across hoards.

4. Most Boards Should Remain Unchanged.

Of the 79 boards identified in this study, we recommend that 62, or 78 percent, of the
Commonwealth's boards remain unchanged. In short, these boards are functioning as intended.
Although the boards may not be interacting with each other nearly enough, they have clear
missions, are working to perform their missions as identified in the Code of Virginia, and meet
regularly as directed by their enabling legislation. There are several other boards that are not
meeting regularly that we recommend keeping, including those boards that are new and have not
yet had an initial meeting.

5. Two Boards Under the Department of Professional and Occupational
Regulation Should be Reassigned to the Department of Health
Professions.

The Board for Opticians and the Board for Hearing Aid Specialists under the Department
ofProfessional and Occupational Regulation should be moved to the Department ofHealth
Professions given their functions.
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6. Six Boards Should Be Eliminated, Because They Are No Longer
Necessary--They Are No Longer Functional and/or Their Missions
Are Currently Carried Out By Other Boards in the Commonwealth.

We recommend eliminating six of the Commonwealth's existing boards while recognizing
that their elimination may take away important opportunities for citizen input into government
decision making. None of these boards are currently functioning -- they do not meet and their
functions have been taken over, or are duplicated by other boards. These boards include the
following:

Department ofHealth: Home Care Services Advisory Committee
and AIDS Advisory Board

Department for the Aging: Specialized Transportation Council and
Specialized Transportation Technical Advisory Committee

Department of Medical Assistance Services: Advisory Committee
on Medicare and Medicaid

Interagency: Interagency Coordinating Council on Housing for the
Disabled

7. The Virginia Council on Coordinating Prevention and the State
Executive Council for At-Risk Youth and Families Should Be
Consolidated.

Given the need for prevention to deal with at-risk youth and families, many state contacts
recommended that rather than breathing new life into the Virginia Council on Prevention, its
functions should be consolidated into the State Executive Council. This will likelyrequire new
legislation that would expand the mission and duties ofthe State Executive Council.

8. Further Study Must Be Done to Determine Whether Seven Boards
Are Necessary.

There are seven boards where further study is needed before any recommendation as to no
action, elimination, or consolidation can be made. In these cases, study as to either, the boards'
appropriateness, use, interaction with the State or other boards, and effectiveness, is necessary.
With regard to the Regional Health Planning Agencies/Boards, we recommend that further study
be conducted with the goal of ascertaining the mechanisms in place by which the Regional Boards
have the capacity to impact State level planning. It is our assessment that the five Regional Boards
are functioning productively, and that there is effective communication among them.

The boards recommended for further study include the following:
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Department ofHealth: Virginia Health Planning Board

Department ofHealth: Regional Emergency Medical Services Councils

Department ofHealth: Regional Health Planning Agencies/Boards

Department ofHealth Professions: Psychiatric Advisory Board

Department ofMental Health, Mental Retardation, and Substance Abuse
Services: Governor's Council on Alcohol and Drug Abuse Problems

Department ofMental Health, Mental Retardation, and Substance Abuse
Services: Alzheimer's Disease and Related Disorders Commission

Department ofMedical Assistance Services: Medicaid Prior Authorization
Advisory Committee

9. Consideration Should Be Given to Linking Local School Health
Boards to an Existing State Board.

. Discussions indicate that the local School Health Boards report directly to the
Departments ofHealth and Education. There is currently no state board to which the local boards
report. Interviewees indicated their support for establishing a new state school health board.
Rather, we recommend investigating thepossibility of linking the local boards to an existing
board, such as the Board ofHealth or the Board ofEducation.

B. Create a Comprehensive Inventory of All Health Policy-Related Entities That
Are Composed of Legislators or Are Appointed By the Legislature

There are 21 legislative entities that involve some aspect of health care policy. Their
missions range from overseeing the administrative procedures for the various local driver alcohol
rehabilitation programs to making recommendations on the delivery of mental health services and
studying the health problems ofAfrican-American males. The membership on these boards
consists primarily oflegislators (62 percent) and professionals (25 percent).

C. Investigate and Report on the Ways in Which Georgia, Maryland, North
Carolina, and Ohio Develop Health Care Policy

All states interviewed utilized boards and councils to form health care policy and to
monitor and advise government on health care issues. Most of these were established through
code, and most have no sunset provisions, Several were formed as a result offederal
requirements, but many are established to give a particular constituency (e.g., persons with
disabilities) a voice in government or to address a specific issue (e.g., transportation and housing).
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As in Virginia, the Governor and legislature of these states have attempted to reduce the number
"'\f the boards. However, even though they are narrowly defined, the boards and councils do
epresent an opportunity for citizen participation, as well as an opportunity for political patronage.

Furthermore, relatively few resources are required to operate the boards, given the opportunity
for public involvement. As such, the reductions have been minimal.

Most states reported that there were few regulatory or policy making boards, usually one
per agency. The majority of the boards are advisory.

v





Study of Health Care-Related Boards in the Commonwealth of
Virginia with Recommendations for Action Pursuant to

SJR 317 of 1997

I. Authority and Goals for the Study

Senate Joint Resolution (SJR) 317 of the 1997 Session of the General Assembly directed
the Secretary ofHealth and Human Resources, in cooperation with the Joint Commission on
Health Care (JeRe), to review the various boards, advisory boards, commissions, committees,
and councils (hereafter referred to as "boards") identified by the Joint Commission on Health
Care and recommend any appropriate revisions, consolidations or restructuring of these boards.
In completing this study and at the request of the Secretary, the goals of the study are the
following:

• Update the inventory resulting from a previous legislative study conducted by the
Joint Commission on Health Care pursuant to SJR 104 of 1996 and make
recommendations as to appropriate revision, consolidation, or elimination of the
health care-related boards;

• Create a comprehensive inventory of all health policy-related entities that are
composed of legislators or are appointed by the legislature; and,

• Investigate and report on the key issues related to the development ofhealth care
policy in Georgia, Maryland, North Carolina, and Ohio.

A copyof SJR 317 is provided in Appendix 1.

II. Background

Health care reform is one of the major driving forces leading to the review and
improvement ofhealth care policies, procedures, and resource bases in states throughout the
nation. States are facing the challenges of seeking new avenues by which to increase access to
health care for all citizens and, at the same time, reduce the costs of those services. In Virginia,
several administrative, legislative, and study actions have been, or are currently, being taken to
address growing concerns about access and the cost of health care. One important step in this
process is the review of the various boards that have health-related missions authorized and
administered through the executive and/or legislative branches of state govenunent.

In 1996, Senate Joint Resolution 104 directed the Joint Commission on Health Care, in
consultation with the Secretary of Health and Human Resources, to conduct a preliminary review



of the various boards having an association with health care policy and service delivery in
Virginia. That study concluded that there were 63 health care and health-related boards that had
specific constituencies that support their mission and existence. I Furthermore, the study found
that, while major health care agencies believe that the structure and procedures of the various
health-related boards are appropriate, several boards had not met for quite a long time, and there
was little apparent interaction among the boards.

After reviewing the JCHC report, in 1997 members of the Virginia GeneralAssembly
promulgated SIR 317 (see Appendix 1 for the complete text of SJR 317). The resolution
requested

[T]he Secretary ofHealth and Human Resources, in cooperation with the Joint
Commission on Health Care, to review the various boards, advisory boards, commissions,
committees and councils identified by the Joint Commission on Health Care and
recommend any appropriate revisions, consolidations or restructuring of these entities.

In addition to seeking opportunities to revise, consolidate, or restructure these boards,
SJR 317 recognized that some boards may need to be abolished because the need for their
existence was no longer apparent. The central focus of the present study is to build upon the past
JCHC report and respond to the request in SJR 317.

. The importance of the study is underscored in a letter from Secretary Robert C. Metcalf
to Senator Stanley C. Walker, chairpersonof the JCHC (see Appendix 2). In that letter, the
Secretary points out that Executive Order Number One (94) charged the Governor's Commission
on Government Reform to review, among other things, all boards and commissions, "to
determine those that best serve the needs ofVirginians and to abolish or consolidate those boards
that were unnecessary or duplicative." The Secretary further noted that, while the boards serve as
one means to decentralize governmentdecision making, they provide an essential opportunity for
citizen and professional involvement in state government. Thus, when examining alternatives to
reduce the number ofboards, it is important to protect the opportunities for citizen participation.

Another theme emphasizedby SecretaryMetcalf in his letter is the importance of
collaboration and cooperation among the various boards. Recognizing that the lack of
collaboration may be due to a number of factors, such as the specificmissions of the boards
and/or the lack of clear instruction to collaborate, the Secretary suggested that, when appropriate,
such collaboration could enhance the health mission of the Commonwealth. However, the
Secretary cautioned that collaborationshould in no way impede the boards' ability to perform
their principal statutory obligation.

I Commonwealth of Virginia, Joint Commission on Health Care, Study of the Various Entities Receiving
State Funds or Having Responsibilities for Health Care Policy and Regulations Pursuant to 8JR 104 of 1996, Senate
Document No.8 (Richmond, Virginia: 1997).
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III. Study Questions

The following questions provided direction for the design, conduct, interpretation, and
report of the study's three requirements:

1. What boards presently exist in state government that have a health-related mission
or function?

2. Which of these boards, if any, should be restructured, consolidated, or abolished?

3. What is the current state of "networking and collaboration" among existing
boards?

4. What are the thoughts, perceptions, and ideas of representatives ofhealth-related
agencies in Georgia, Maryland, North Carolina, and Ohio?

IV. Data Collection and Analysis

The starting point for this study was the inventory ofboards created by the Joint
Commission on Health Care pursuant to SJR 104 of 1996. JCRC staff identified 63 health care
and health-related boards and categorized each by name of entity, code authority,
mission/purpose, number of members, member composition, appointing authority, and
meetings. To update the JCHC inventory and fulfill the study's other requirements noted
earlier, several methods were used.

A. Update the JeRC Inventory and Make Recommendations as to Appropriate
Revision, Consolidation, or Elimination of Health Care-Related Boards

The bulk of the data collection for updating the previous JeRe inventory occurred
through interviews with agency contacts (see Appendix 3). In a July 9, 1997 memo, Secretary
Metcalf directed all agency contacts to update the JCRC inventory, indicating any changes to
the roles, responsibilities, functions, or duties of the boards as appropriate (see Appendix 4).
Agency contacts sent responses, which are incorporated in the present study (see Appendix 5).
Staff from the Center for Public Policy Research (CPPR) then made follow-up phone calls to all
contacts to gather further information about boards identified by the JCHC in its earlier report
and those boards that were newly identified. In addition, Center staff reviewed the 1996-1997
Report of the Secretaty of the Commonwealth to the Governor and General Assembly of
Virginia. For those boards not yet included in the JCHC inventory, Center staffobtained
information related to the new boards' code authority, mission/purpose, number of members,
member composition, appointing authority, and meeting schedules. For all boards, Center staff
obtained the number of recent meetings to determine how active the boards actually were (see
Appendix 6).
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Like the earlier JCHC inventory, this inventory does not include a comprehensive listing
of all advisory committees and councils created by many state agencies to provide internal input
and advice on health care-related issues, nor does it include private, not-for-profit boards
involved in health care. The 79 boards in this inventory were included because they are located
in the executive branch and their missions involve some aspect of health care. In certain cases,
the boards' primary mission/purpose includes health care but only in a limited or narrow way.
It is possible that not all boards are included in the updated inventory, but we have included all
such boards known to us at this time.

Boards that were reviewed for possible revision, consolidation, or elimination included
two groups: 1) boards that did not meet at all or did not meet as frequently as required in the
Code and 2) boards identified by agency contacts for possible action. From these two groups,
Center staffmade recommendations as to whether a board should remain or some sort of action,
such as revision, consolidation, or elimination, should be taken. It is beyond the scope of this
study to evaluate the appropriateness, use and effectiveness of each board. However,
descriptive statistics are provided on the boards' membership composition, focusing on the
involvement of consumers, citizens at-large, professionals, interagency representatives, intra
agency representatives, and regional representatives. The report also includes an analysis of the
networking and collaboration that occurs among the various boards.

B. Create a Comprehensive Inventory of All Health Policy-Related Entities that
are Composed of Legislators or are Appointed by the Legislature

To create an inventory ofhealth policy entities composed of legislators or appointed by
the legislature, Center staff reviewed information from the Division of Legislative Services and
from the Secretary of the Commonwealth's last two reports. For each legislative entity,
information was obtained on the entity's legislative classification, authorizing code or bill,
mission/purpose, possible link to executive branch boards, member composition, and duration.
Given the study's goals, no recommendations were made to revise, consolidate, or eliminate
these legislative entities. Moreover, it is beyond the scope of this study to review health care
studies being conducted in the Commonwealth; our focus is on legislative organizations, not
legislative activities such as studies."

C. Investigate and Report on the Ways in Which Georgia, Maryland, North
Carolina, and Ohio Develop Health Care Policy

To gather data on the ways in which four select states develop health care policy, staff
from the Center for Public Policy Research contacted at least two individuals from each state
(see Appendix 7) and reviewed each state's web site (see Appendix 8). The analysis provided
later in this report focuses on the states' answers to the following questions:

2 An example of a legislative study that we excluded is one that required the Board of Health Professions
to study the appropriate criteria used in determining the need for regulation of any health care occupation or
profession.
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1. What is the relationship between the major health care-related agencies?

2. What are the major issues faced by health planners?

3. What is the role played, if any, in the formation, implementation, and/or
monitoring of health care policy by advisory boards and councils?

4. What role, if any, does the federal government play in the formation of
health policy?

5. What are the key factors that influence successful health planning in your
state?

v. Findings and Recommendations

As noted earlier, this study has three primary purposes: 1) Update the inventory resulting
from a previous JCHC study and make recommendations as to appropriate revision,
consolidation, or elimination of health care-related boards; 2) create a comprehensive inventory
of all health policy-related entities that are composed of legislators or are appointed by the
legislature; and 3) investigate and report on the ways in which selected states -- Georgia,
Maryland, North Carolina, and Ohio -- develop health care policy. The sections below address
each study goal in tum.

A. Update tbe Inventory Resulting From the Previous JeRe Study and Make
Recommendations as to Appropriate Revision, Consolidation, or Elimination
of Health Care-Related Boards

Table 1 is an update of JCHC's inventory of health care-related boards in the
Commonwealth of Virginia. This update includes 79 such boards, including 16 additional boards
not included in the prior JCHC study (see Table 2).3 For each board, Table 1 provides
information on the board's code authority, mission/purpose, number of members, member
composition, appointing authority, required meetings, and actual recent meetings.

Not surprisingly, the number ofboards for each state agency varies widely with the
Department of Health and the Department ofHealth Professions having approximately 50
percent of the 79 boards responsible for health care-related issues in the Commonwealth. Other
state agencies, such as the Department ofMedical Assistance Services, Department of
Rehabilitative Services, Department for the Visually Handicapped, Department for the Aging,
and the Department of Mental Health, Mental Retardation, and Substance Abuse Services, have
at least three boards under their purview.

3 This updated inventory includes all the boards contained in the previous JCHC inventory except one: the
~partment for the Aging's Long-Term Care Council which expired on July 1, 1995.
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Some of the boards' missions are directly related to health care issues. For example, the
Department ofHealth's Board ofHealth (#1 in Table 1) mission is to provide leadership in health
planning and policy for the Commonwealth. Other boards' missions are only indirectly related
to health care. For example, the mission of the Department of Aging's Specialized
Transportation Council (#70 in Table 1) is to support the development of safe, cost-effective,
coordinated and specialized transportation services for the elderly and disabled.

Below are the general findings and recommendations related to the boards. For the most
part, this study concurs with the general conclusions reached by the previous JCHC study.

1. There is a Large Number of Boards.

In its study of the health care-related boards, the JCRC found that there is a large number
of boards, and most, ifnot all, have specific constituencies, which support their mission and
existence. The inventory update supports this conclusion. As before, nearly all the boards focus
on specific health issues as opposed to broad health policy, and most have constituencies that
rely on the board's existence for participation in the decision-making process. In addition to
serving constituencies, the boards focus on service delivery or support services.

2. Representation of Citizens and Intra-Agency Representatives on
Existing Boards Should Be Increased.

As noted earlier, boards provide an essential opportunity for citizen and professional
involvement in state government (see Appendix 2). As shown in Table 3, our analysis shows
that these groups do indeed have representation on the boards. Of the 719 identifiable board
members, for example, 76 percent are professionals, consumers, or citizens. However, our
analysis also demonstrates that while professional involvement on the boards is high, the
representation ofcitizens and intra-agency representatives on the boards is fairly low (see Table
3 for the summary breakdown and see Appendix 9 for a breakdown of each board's constituency
profile). More specifically, of the 719 members on the existing boards, only 49 members, seven
percent of all members that can be identified, are citizens. Only eight members are intra-agency
representatives. Almost half of identifiable members are professionals. In fact, 18 boards have
members of only professionals, while only three have citizens or consumers only (see Table 4).

3. The Interaction Among Boards is Minimal and Informal.

In its report to the General Assembly, the JCHC found, among other things, that there
was "very little interaction among the various health boards, commissions, committees, and
councils." Unfortunately, the apparent lack of interaction among boards can lead to
fragmentation or an image of fragmentation in the health service delivery system. This study
concurs with the JCHC's finding that there is minimal formal interaction and networking among
the boards. However, there is some indication from agency contacts that informal interaction
may be taking place. This interaction occurs through three avenues: individuals may serve on
several boards, agency employees staff more than one board, and board membership may inclu,
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representatives from several agencies.

Individuals who serve on more than one hoard are able to share information and products
with other members on those boards in which they have joint membership. Agency staff also
facilitate interaction among the boards by providing support to more than one board for which
the agency is responsible. This study's review ofboards found that most agencies have one
policy making board, such as the Board of Health (#1 in Table 1) and several advisory boards. In
most cases, the advisory boards provide the necessary information for policy formation as well as
monitoring ofpolicy implementation. Agency staff provide support to these boards and often
interact with each other regarding the work of the particular board for which they are responsible.

In other cases, representatives from several agencies are members of the same boards.
For example, the Virginia Board for People with Disabilities (#57 in Table 1) has representatives
from nine state agencies, as well as others representing numerous consumer groups and service
providers. In this case, staff from the different agencies on the Board consult on a regular basis.
Because these staff serve other boards within their own organizations, it is likely that information
and products are shared across boards. As another example of interagency networking, each
school division in Virginia has a School Health Advisory Board (#72 in Table 1) staffed by
personnel from the Department ofEducation and the Department ofHealth. From these Boards,
one of the persistent requests has been for help in developing relationships between them. As a
result, one of the foci of board training, which will conducted this year by staff oftbe
Department of Education and the Department ofHealth, will be inter-board communication and
exchange.

Clearly, there is great potential for interaction among the boards reviewed in Table 1,
particularly because, while all have a common health-related thread, several have common or
even overlapping missions. For example, the Board of Audiology and Speech Pathology (#21 in
Table 1) and the Board for Hearing Aid Specialists (# 74 in Table 1) clearly have similar target
client groups. While the Board of Audiology and Speech Pathology is affiliated with the
Department of Health Professions, the Board ofHearing Aid Specialists is part of the
Department of Professional and Occupational Regulation. In responding to the request for
information for this study, the Director of the Department ofProfessional and Occupational
Regulation recommended that the Board for Hearing Aid Specialists be reassigned to the
Department of Health Professions. Based on the commonality of the areas addressed by these
two Boards, we concur with this recommendation.

Unfortunately, our review found that, in some cases, agency staff were not aware that an
existing board had a mission similar to the one that he or she staffed. Interaction between these
boards could enable the boards to more effectively and efficiently achieve their individual
missions, and, perhaps, help the boards achieve goals they would not be able to achieve on their
own. Connecting the current boards could be pursued through both formal and informal means,
and lead to improved understanding of what individual boards are trying to accomplish. Most
boards collect information in the conduct of their duties. Because of the similarity of missions
across boards, it is apparent that the information collected by one board might be of use to
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another. Advice and/or policies offered by one board, in most cases, likely will affect another
board of similar mission. Without more formal interaction among the boards, consumers, health
care providers, and other constituencies who wish to have input to or profit from the activities of
board actions must attend several meetings to achieve their purpose.

To encourage more interaction among Virginia's boards, the following actions are
recommended:

• Create opportunities for formal networking of existing boards. We
recommend that mechanisms be established to enable formal networking and,
where appropriate, collaboration among boards of like mission. Simply mailing a
copy of this legislative study to all existing boards would be an excellent start.
Because several boards collect information to support their decision making, it
seems reasonable to expect that the boards work together to design, conduct, and
report information.

• Revise the Code of Virginia to require boards to collaborate, where
appropriate. As mentioned earlier, most agencies have one policy board and
several advisory boards. Given the similar missions of these boards (see Table 1),
they should collaborate on a regular basis to enhance the individual boards'
contribution to the overall mission of the agency.

• Direct the Secretary of Health and Human Resources to design a mechanism
and appropriate incentives that lead to the sharing of information across
boards. Planning and delivery of health services at the point-of-service are
becoming more systemic, integrated, and collaborative. Fortunately, the Secretary
of Health and Human Resources is providing leadership in the coordination of
health care services through the bimonthly meetings of all agency heads.
Notwithstanding, we recommend the development of an improved network of the
boards that will facilitate the formulation of policy and provide advice regarding
health care services.

4. Most Boards Should Remain Unchanged.

As with the JCHC study, most agency contacts believe that the current number, structure,
mission, and functions of their respective boards are appropriate. For this reason, they
recommend no actions be taken to revise, eliminate, or consolidate their boards. For the most
part, this study concurs. Of the 79 boards identified in Table 1, for example, we recommend that
62 or 78 percent of the Commonwealth's boards remain unchanged (see Table 5). In short, these
boards are functioning as intended. Although the boards may not be interacting with each other
nearly enough, they have clear missions, are working to perform their missions as identified in
the Code of Virginia, and meet regularly as directed by their enabling legislation.
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There are several boards that are not meeting regularly that we recommend keeping. The
first group includes those boards that are new and have not yet had an initial meeting. These
include the Department ofHealth's Commonwealth Neurotrauma Initiative Advisory Board (#18
in Table 1) and the Department ofHealth Professions' Intervention Program Committee (#34 in
Table 1). In addition, we recommend maintaining the Department ofHealth's Human Research
Review Committees (#8 in Table 1) even though they are currently inactive. According to our
contacts, the need as defined in the Code for these committees continues to exist. We agree with
the agency contact that "there have been no changes to the mandated roles, responsibilities,
functions or duties of the Human Research Review Committees" and that the Committees are
necessary "to ensure protection of the rights and welfare of human research participants should
research be initiated in the future" (see Appendix 5).

5. Two Boards Under the Department of Professional and Occupational
Regulation Should be Reassigned to the Department of Health
Professions.

Two boards under the Department ofProfessional and Occupational Regulation should be
moved to the Department ofHealth Professions:

• Board for Opticians (#73 in Table 1)
• Board for Hearing Aid Specialists (#74 in Table 1)

According to the Director of the Department ofProfessional and Occupational Regulation, these
boards would be more appropriately placed within the Department ofHealth Professions, given
their functions (see Appendix 5). In the words of the Director of the Department ofProfessional
and Occupational Regulation, the Board for Opticians "directly relates to the practice of
optometry and ophthalmology," and the Board for Hearing Aid Specialists more logically relates
to the "practice of audiology and otolaryngology." The Department ofHealth Professions has
expressed concerns about the possible addition of these two boards to the Department.

It is evident that the optimal means ofhandling this possible change is not intuitively
obvious to all the parties involved. If the Board for Opticians and the Board for Hearing Aid
Specialists were moved, the Department of Health Professions would be required to integrate
them into the training done by its Enforcement Division. Given that the Enforcement Division of
the Department of Health Professions is currently addressing a backlog in excess of 4,000 cases,
however, careful consideration should be given to whether the Department ofHealth Professions
will require additional resources in order to successfully adopt the additional regulatory
responsibility.

6. Six Boards Should Be Eliminated, Because They Are No Longer
Necessary--They Are No Longer Functional and/or Their Missions
Are Currently Carried Out By Other Boards in the Commonwealth.

The previous JCHC legislative study recommended possible elimination of only one
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board, the Virginia Health Planning Board. Using the data gathered from the agency contacts for
the updated inventory and the Secretary of the Commonwealth's Report, we recommend
eliminating six of the Commonwealth's existing boards while recognizing that their elimination
may take away important opportunities for citizen input into government decision making (see
Table 6). None of these boards are currently functioning -- they do not meet and their functions
have been taken on or are duplicative of other boards.

Department of Health: Home Care Services Advisory Committee and AIDS Advisory
Board

The Department ofHealth's Home Care Services Advisory Committee has not met in a
decade (#7 in Table 1), and the Department's AIDS Advisory Board (#13 in Table 1) has not met
for several years. In both cases, the functions of these boards are currently being addressed by
other boards. The Virginia Association for Health Care has taken on the responsibilities of the
Home Care Services Advisory Committee, while the HIV Community Planning Committee (#14
in Table 1) and the AIDS Drug Assistance Program (#15 in Table 1) are doing the work of the
AIDS Advisory Board. For these reasons, we recommend the elimination of the Home Care
Services Advisory Committee and the AIDS Advisory Board.

Department for the Aeing: Specialized Transportation Council and Specialized
Transportation Technical Advisory Committee

The Department for the Aging's Specialized Transportation Council (#70 in Table 1) and
Specialized Transportation Technical Advisory Committee (#71 in Table 1) have not met
regularly. The Specialized Transportation Council, for example, has not met during the past
year, and between 1993 and 1996, it met only four times. The Specialized Transportation
Technical Advisory Committee has not met for approximately three years. Since the functions of
these boards do not appear vital to the health mission of the Commonwealth as evidenced by the
lack ofmeetings, we recommend their elimination. With the elimination of these two entities, the
Commonwealth may want to address the coordination of strategy for human service
transportation for the elderly and disabled by some other means.

Department of Medical Assistance Services: Advisory Committee on Medicare and
Medicaid

The Department of Medical Assistance Services' Advisory Committee on Medicare and
Medicaid (#42 in Table 1) is not needed (see Background Paper in Appendix 5). Its mission is
duplicative of the mission for the Board of Medical Assistance Services, which was created in
1985 (#41 in Table 1). Moreover, the Advisory Committee on Medicare and Medicaid has not
met since June 1991, and all the appointments for members of the Committee have expired.

Interai:ency: Interagency Coordinati0l: Council on Housing for the Disabled

The Interagency Coordinating Council on Housing for the Disabled (#65 in Table 1) has
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not met in three years according to agency contacts in the Virginia Board for People with
Disabilities and the Department for Rights of Virginians with Disabilities. Given that this
Council is no longer fulfilling its intended mission as evidenced by the lack of meetings, we
recommend its elimination.

7. The Virginia Council on Coordinating Prevention and the State
Executive Council for At-Risk Youth and Families Should Be
Consolidated.

Most state agency contacts believed that prevention is a very important issue for the
Commonwealth. However, many noted that the Virginia Council on Coordinating Prevention
(#64 in Table 1) had not met for seven years and that prevention is not being adequately
addressed by the State Executive Council for At-Risk Youth and Families (#63 in Table 1).

Given the need for prevention to deal with at-risk youth and families, many state contacts
recommended that rather than breathing new life into the Virginia Council on Prevention, its
functions should be consolidated into the State Executive Council. This will likely require new
legislation that would expand the mission and duties of the State Executive Council.

8. Further Study Must Be Done to Determine Whether Seven Boards
Are Necessary.

There are seven boards where further study is needed before any recommendation as to
no action, elimination, or consolidation can be made (see Table 7). In every case, a study as to
the boards' appropriateness, use, and effectiveness, is necessary.

Department of Health: Viq~iniaHealth Plannin2 Board

The inactivity of the Virginia Health Planning Board (#5 in Table 1) presents to the
Secretary ofHealth and Human Resources and the Virginia General Assembly, one of the
pressing current issues in health care policy in Virginia. The Virginia Health Planning Board is
the only health care-related board established in the Code, which is designated as supervisory.
All others are either advisory or policy boards. If operational, this Board has the potential to
function as the State's "Superboard" with regard to supervising coordination of the development
and implementation of health care policy. However, experience of the past several years, during
which the Board has become non-functional, indicates that the functions originally assigned to
this Board are now being fulfilled through the Secretariat. At the present time, for example, the
Secretary of Health and Human Resources holds bimonthly meetings of all agency heads as a
means of coordinating health services throughout the Commonwealth.

Discussion of the Virginia Health Planning Board is not new. The JCHC study, for
example, reported that the Board had not met in several years. The question of whether the
Virginia Health Planning Board should, or should not, be reactivated, is a far-reaching one with
broad implications for the strategy of how Virginia wishes to coordinate the development and
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implementation of state health care policy. This issue requires careful study.

Department of Health: Reeional Emereency Medical Services Councils

In a memo dated July 18, 1997, Dr. Randolph Gordon, State Health Commissioner,
reports that the Office of Emergency Medical Services (OEMS)

strongly recommends the adoption of regulations as required by the Code. It also
recommends a review of current designated regional councils and restructuring as
appropriate. Included in the review should be alternatives for realignment of service
areas, staffing, and contractual requirements between regional OEMS and the regional
councils, and an analysis of the State positions (FTEs) needed to comply with the
established performance standards. OEMS believes that information from such a review
could enable it to improve the efficiency and efficacy of its operations as they pertain to
the regional EMS councils. (See Appendix 5)

In view of these suggestions, we agree that further study of the Regional Emergency
Medical Services Councils is warranted. The OEMS has already developed draft regulations, a
Designation Process Manual, and performance standards. Evaluation of these documents could
serve as the starting point for a future study.

Department of Health: Reeional Health Plannine Aeencies/Boards

The rationale for placing the Regional Health Planning Agencies/Boards in the category
of further study is to encourage a closer look at the mechanisms in place for facilitating
interaction between these regional agencieslboards and State level boards and agencies. Our
research, conducted through several contacts at the Virginia Department of Health, with
input from the current coordinator of the Boards, confirmed the effective functioning of the five
Regional Boards. Each of the Regional Boards meets frequently, from four to 12 times per year;
their membership is stipulated at less than 30. The impact of the de facto absence of the Virginia
Health Planning Board on the Regional Boards requires further study.

The Regional Health Planning Boards were initiated in the mid 1970s under Federal
legislation. In 1989, the founding legislation was supplemented by State mandate, which
provided for the continuance of Virginia's Regional Boards in the face of decreasing Federal
dollars. Currently, the Regional Health Planning Boards are integrally involved in the State's
Certificate of Need Program. In this capacity, the Regional Boards hold public hearings from
which recommendations are made to the Board of Health. This is one channel through which the
Regional Boards report to the State. A second function of the Regional Boards is participation in
the primary care resources programs of the Virginia Department of Health. As an enabling
document, there is a Memo ofUnderstanding between the Regional Boards and the Virginia
Department of Health defining the Boards' roles and responsibilites.

It is our assessment that networking among the five Regional Boards is functioning
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effectively. The Directors, or a representative from each of the five Boards, meet together every
two weeks, either in Richmond or Charlottesville. One of the Directors functions as a coordinator
among the five Boards, with this position rotating amongst the Boards. This leads us to believe
that communication between the Regional Boards is effectual and productive. In addition, the
Regional Boards' functions, cited above, in terms of involvement with the Certificate of Need
Program, and the primary care resources programs, bring them into regular contact with several
divisions within the Virginia Department of Health. Accordingly, we recommend that further
study be done in order to ascertain whether the current mechanisms of communication with State
level entities are adequate to fully utilize the information being generated by the Regional Health
Planning Boards.

Department of Health Professions: Psychiatric Advisory Board

The Department of Health Professions' Psychiatric Advisory Board (#25 in Table 1) was
initially created to examine persons licensed or seeking licensure and to advise the Board of
Medicine on mental or emotional condition of such persons. For the past several years, however,
it has been difficult to get members to serve on this board. According to agency contacts, the
work of the Board had become "saddled with conflicts of interest." As a result, the Board has
hired expert witnesses who testify before the Board about practitioners who have mental or
emotional conditions. Within this context, the Psychiatric Advisory Board became non
functional. However, it appears that this board, or some modification of it, is needed; the board
continues to serve an important function -- instead of relying on its members, it relies on expert
witnesses. Further study of this board is needed.

Department of Mental Health, Mental Retardation, and Substance Abuse Services:
Governor's Council on Alcohol and Dru2 Abuse Problems

The Governor's Council on Alcohol and Drug Abuse Problems (#48 in Table 1) has not
met in four years. However, a Joint Subcommittee is currently reviewing the need for this
Council.

Department of Mental Health, Mental Retardation, and Substance Abuse Services:
Alzheimer's Disease and Related Disorders Commission

The Alzheimer's Disease and Related Disorders Commission (#47 in Table 1) was
created to develop a plan for funding initiatives to victims of Alzheimer's disease and other
related disorders. For the past four years, however, the Commission has not met, and it has no
current members. With almost half of the Commission members representing consumers, it
appears that the Alzheimer's Disease and Related Disorders Commission provides an important
opportunity for victims of the disease to participate in governmental decisions that affect their
lives. Certainly, the functions of the Alzheimer's Disease and Related Disorders Commission of
the Department of Mental Health, Mental Retardation, and Substance Abuse Services could be
consolidated into the functions of the Department of Aging, given its mission. However, by
doing so, Alzheimer's victims have less ability to participate in the governmental process.
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Further study is required before such a decision is made.

Department of Medical Assistance Services: Medicaid Prior Authorization Advisory
Committee

The Medicaid Prior Authorization Advisory Committee (#43 in Table 1) was created to
review prescription drug products and make recommendations for those drugs which require
prior authorization. However, the Committee members declined to make these recommendations
because of the constraints imposed by the rules governing their actions. The process surrounding
prior authorization is seen by many as being unduly cumbersome and in need of reform. The
Department has committed to working with the pharmacy community to identify ways of
improving the process, with the goal of recommending changes to the process during the 1999
legislative session.

9. Consideration Should Be Given to Linking Local School Health
Boards to an Existing State Board.

According to representatives of the Department of Education, the School Health Advisory
Boards are found in all school divisions. The Boards are independent and are not responsible to
any local agency. As such, communication and networking among boards are informal at best.
Several board representatives have asked for training and assistance directed at facilitating
communication and collaboration across boards. We support the need for such training and
assistance efforts.

Discussions indicate that the local School Health Boards report directly to the
Departments ofHealth and Education. There is currently no state board to which the local
boards report. Interviewees indicated their support for establishing a new state school health
board. Having such a board would allow for the establishment of consistent policies and
procedures for the local boards to follow. The new boards also could assess state needs and
prepare strategic plans to address these needs through the local boards. While it is recognized
that there would be substantial benefit to local boards to have a state board to which it could
relate, forming a new board may not be cost effective. Rather we recommend investigating the
possibility of linking the local boards to an existing board, such as the Board of Health or the
Board of Education.

B. Create a Comprehensive Inventory of All Health Policy-Related Entities
That Are Composed of Legislators or Are Appointed By the Legislature

The second goal of this study is to create a comprehensive inventory of all health policy-
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related entities that are composed of legislators or are appointed by the legislature." Table 8
provides such an inventory. Because these legislative entities provide important input to health
care policy and regulation in the Commonwealth, it is important to know what they are and if
they have any possible links to boards, commissions, committees, and councils in the executive
branch. We have included information on each legislative entity's mission/purpose, possible
linkage to executive branch boards, composition of the entity, and its duration.

As seen in Table 8, there are 21 legislative entities that involve some aspect ofhealth care
policy. Their missions range from overseeing the administrative procedures for the various local
driver alcohol rehabilitation programs to making recommendations on the delivery ofmental
health services and studying the health problems of African-American males. The membership
on these boards consists primarily of legislators (62 percent) and professionals (25 percent) (see
Table 9). Membership on these boards brings legislators into contact with the Executive branch.

c. Investigate and Report on the Ways in Which Georgia, Maryland, North
Carolina, and Ohio Develop Health Care Policy

The final study goal is to gather information from four selected states to determine how
they develop health care policy. We focused on five questions, which are discussed in tum
below.

1. What is the relationship between the major health care-related
agencies?

Of the four states contacted, three -- Maryland, North Carolina, and Ohio -- had two
primary agencies, health and social services, responsible for health care. In these states, one
agency generally had responsibility for the development ofpolicies and procedures for Medicare
and Medicaid payments. Interestingly, North Carolina, is in the process of merging the functions
of its two lead health agencies under one agency to better reflect the systemic design and delivery
of health care at the local level. A further driving force is the need for state leadership at a time
when health care reform is rapidly emerging. OUf North Carolina contacts indicated that the
state had a need at this time for "one voice" in the purchasing, monitoring, and delivery of
services. The proposed merger will provide better opportunity for collaboration and cooperation
within the state-level departments and programs and provide a more consistent and cohesive
response to local initiatives.

Other states have chosen not to merge their health care agencies, because they believed
health policy and planning may lose its voice to the issue of health care costs. Several state
contacts suggested that they would have to review the experiences of Michigan, Florida, and

4 It is beyond the scope of this study to evaluate the appropriateness, use, and effectiveness ofeach
legislative entity.
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Missouri before deciding to merge their health care agencies.

In the four states where there are two agencies, the state contacts noted that there are
separate cabinet level agencies. According to respondents, the agencies often collaborate
particularly with respect to Medicaid policy and practice. The "welfare agency" has the
responsibility for determining eligibility for services, and the "health agency" is responsible for
meeting the health needs of the recipients. In most instances, the policies are designed at the
state level and implemented at the local level. However, in one state, Ohio, the Medicaid agency
is "pushing everything to the local level," because both planning and service delivery are
becoming more "community oriented." In Ohio, it is likely that the health agency will soon
follow suit.

2. What are the major issues faced by health planners in your state?

A pressing current issue in state health care planning is Medicaid. Medicaid reforms are
influencing access to services, the availability of health care service to various segments of the
population, and who pays, at what level, and over what period of time (see Table 10). The state
contacts indicated that the service providers, particularly hospitals, are feeling the effects of
Medicaid reform. Many hospitals are closing their doors, and "Mom and Pop" service providers
-- small pharmacies and health providers -- cannot meet the demands of managed care. The state
contacts believe new federal regulations have the potential to segment citizenry who are unable
to access health care because of cost and service availability. In rural areas of the states studied,
service providers are unable to stay in business; they simply lack the capacity to serve.
Throughout the states surveyed, businesses, particularly the smaller ones, are unable, or choose
not, to pay adequate insurance benefits. Although the impact reaches across the age spectrum,
young children and the aged are those most often under-served or unserved. Several states are
considering separate legislation that will enable the creation of children's health insurance to
ensure that no child is without medical services. In these states, children who are eligible range
in age from birth to age 18.

Several state contacts noted that one emerging problem is that low-income/economically
disadvantaged citizens are choosing to spend their limited resources on food and shelter, rather
than on medical care. They often wait until illness is advanced to come in for assistance.
Although this often results in their becoming eligible for public assistance, their illnesses are so
severe costs are higher and treatment lasts longer, causing a drain on providers.

The four states contacted also appear to be experiencing much difficulty in defining and
measuring health quality, resulting in problems assessing and planning for the needs of their
citizens. Furthermore, this leads to problems with accountability.

Because design and delivery are moving to the local level, state planners are finding it
necessary to facilitate a change in the perceptions that citizens, professionals, and providers hold
in the areas of service delivery and payment. It is precisely these images that drive and restrain
the restructuring of the system.

16



A related issue concerns long-term care and the impact ofmanaged care. The state
contacts indicated that state and regional hospitals are closing in favor of community treatment
options. State health monies are being distributed at the local level leading to a community
desire to keep the resources local. According to one state contact, there has been a dependency
on nursing homes for long-term care. The trend is toward more home health care options.

Finally, the state contacts indicated that the reforms in health care delivery and payment
are affecting professional development schools. They must produce not only more "generalists,"
but they must also train people who are willing to focus more on community-level health needs
and become part of an increasingly integrated system. The change in the payment for service and
the point-of-service to the private sector also raises questions of funding for professional
development schools. Many state contacts suggested that the proportion of public to private
dollars expended to support preparation must be reversed.

3. What is the role played, if any, in the formation, implementation,
and/or monitoring of health care policy by advisory boards and
councils?

All states interviewed used boards and councils to form health care policy and to monitor
and advise government on health care issues. Most of these were established through code, and
most have no sunset provisions. Several were fanned as a result of federal requirements, but
many are established to give a particular constituency (e.g., persons with disabilities) a voice in
government or to address a specific issue (e.g., transportation and housing). As in Virginia, the
Governor and legislature of these states have attempted to reduce the number of the boards.
However, even though they are narrowly defined, the boards and councils do represent an
opportunity for citizen participation, as well as an opportunity for political patronage.
Furthermore, relatively few resources are required to operate the boards, given the opportunity
for public involvement. As such, the reductions have been minimal.

Most states reported that there were few regulatory or policy making boards, usually one
per agency. The majority of the boards are advisory.

The state contacts indicated a need for boards and councils to collaborate to ensure a
consistent approach to health planning that reflects the delivery of health services. Even if the
numbers cannot be contained, the individual boards must be brought together so that a "big
picture" of health needs of the state can be developed. In these ways, the individual needs can be
viewed in relation to the totality ofneed.

4. What role, if any, does the federal government play in the formation
of health policy?

The federal role is defined by those interviewed both in tenns of money to support
mandated services and in regulations for the design, delivery and monitoring of services. Most
of the states did not see the federal influence as intrusive. In fact, two states viewed it as
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positive. In Maryland, no doubt because of the close proximity to Washington, representatives
of federal agencies often participate in public meetings as stakeholders as well as consultants. In
Ohio, the federal role was viewed in a positive light by one interviewee who indicated that
federal requirements caused the state to look at new service options and arrangements. All
responded that the federal influence was important in the formation of boards. Although these
requirements bring in contributions from professionals, citizens, and consumers, the downside is
that they often result in very narrowly focused boards.

5. What are the key factors that influence successful health planning in
your state?

The state contacts described several key factors necessary for successful health planning
(see Table 11). By far, the most frequently mentioned factor was leadership across the
executive and legislative branches of government. The agency leaders and key legislators must
have a good grasp of the challenges faced by health care planners, providers, and payors.
Leaders must have a solid understanding of the financial drivers and barriers. Some
interviewees indicted that many appointed agency leaders did not have the experience to provide
the necessary vision to set the course for health care planning. In these instances, it was
important to involve senior level career executives.

Broad-based involvement was another essential ingredient. One state contact said that
planners have to involve real people with real problems at the very beginning of the process so
legislators and policy makers can "put a face on the problems."

Similarly, all interviewees emphasized the need for a public planning process. The
planners must establish several vehicles for stakeholder input. Focus groups, surveys, and
community forums were among the alternatives most frequently mentioned.

All interviewees indicated a need to have essential information available for planners.
The availability of technically sound and believable data is crucial. Planners need evidence they
can provide to support their requests. Data systems have to be comprehensive, reaching across
the service spectrum and accessible by multiple audiences. One of the most important data
elements is collection of utilization rates across services and programs that demonstrate trends
and variability. Data systems have to be accessible to a variety of planners in both public and
private settings. Finally, the information entered into data bases must be past, present, and
future oriented to enable trend setting and forecasting.

Legislators are key players in the health planning process, and many need to be trained in
the economics of health care. This is made more difficult because of the turnover at each
election. Legislators must be involved from the beginning and need to be part of the planning
from forming the vision and mission to developing the strategies to achieve the mission.

Industry leaders, both providers and payors, must also be involved in the planning. These
individuals have a tremendous stake in the outcomes as well as the implementation, and final
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success of the mission.

Finally, most interviewees saw a need for a comprehensive health planning group. Many
supported having this group independent from state government. Georgia presented an
exceptional model for such a group -- The Georgia Coalition for Health, Inc. This "nonprofit,
nonpartisan organization was formed to develop public consensus on health care issues" in
Georgia and makes recommendations to the appropriate health agencies, the Governor, and the
legislature. The 32 member board is composed ofcitizens, professionals, educators, business
and industry leaders, and legislators. According to one interviewee, the success of the Coalition
is dependent on business and community. A key to success not only is the independence of the
Coalition, but also the public process used to gather input.

VI. Concluding Remarks

The following goals provided direction for the study:

• Update the inventory resulting from a previous legislative study conducted by the
Joint Commission on Health Care pursuant to SJR 104 of 1996 and make
recommendations as to appropriate revision, consolidation, or elimination of the
health care-related boards;

• Create a comprehensive inventory of all health policy-related entities that are
composed of, or are appointed by, legislative members; and,

• Investigate and report on the ways in which Georgia, Maryland, North Carolina,
and Ohio develop health care policy.

The study revealed a total of 79 boards throughout state, regional, and local government.
The majority of these boards are meeting as planned and fulfilling their obligations as outlined
in Code. Perhaps more important, these boards provide a significant opportunity for consumers,
citizens, and professionals to take an active role in Virginia government. Further, the
availability of the boards enables stakeholders who are not board members to present issues for
consideration and to report the impact of health policy and practice on the community.

We have identified a number of boards that have not met in accordance with the
expectations set forth in Code. Indeed, some have not even appointed members. Based on our
interviews, reviews of the Code and other information, we have recommended that these boards
be eliminated or restructured. However, the Secretary and members of the General Assembly
may wish to study some of these recommendations further. The most important question to ask
is "Does the reason for establishing this particular board still exist?" In the main, agency
contacts were able to answer this question for those boards that have not met. Most indicated
that the purpose either did not presently exist or could be addressed by another board or by
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administrative action. However, removing these boards also takes away opportunities for
citizen input into government decision making, one of the most important features of the board
concept.

One of the most difficult decisions faced by the study team related to the Virginia Health
Planning Board. As noted, this Board has not met for several years. The JCHC study pointed
out this fact. There are several options that could be followed, but the intended purpose for the
Board must be kept in mind. According to the Code, the purpose, in part, was to provide
leadership for the health planning system. No one would question that this need persists today.
All contacts, both within the state as well as those from target states, indicate that in this time of
health care policy reform such leadership is essential. Furthermore, our information strongly
suggests that the leadership must be informed by stakeholder advice. Therefore, we have
concluded that if the decision is made to eliminate the Board, then another vehicle for ensuring
leadership and citizen input on the health system needs must be in place. One potential
alternative is to form a coalition similar to the Georgia Coalition for Health, Inc.

Another persistent theme sounded by the Assembly members and the Secretary is the
importance ofnetworking and collaboration among existing boards. Our analysis confirmed
this need, but also confirmed the JCHC finding that if such interactions are present, they are
informal at best. Through our search, we identified a number of legislative boards and study
commissions that have a health focus. We have noted logical linkages between these and
boards in the executive branch. Networking across the two branches is important for at least
two reasons. Often, it was noted that the legislative commissions were set up to study specific
health-related issues. Their findings could be important to executive boards obligated to
identify similar issues and advise policy makers. Second, such linkages strengthen the
opportunity for creating a system-wide perspective on the health needs of Virginians.

Further study is needed to understand how Virginia's boards address the critical issues
facing the Commonwealth (see Appendix 10). The issues are varied, ranging from keeping
individuals offwelfare to encouraging the development of new and better antibiotics. To be the
most appropriate and useful, the Commonwealth's boards should relate directly to one or more
of the state's critical issues. By doing so, the Commonwealth will take another important step
in its efforts to improve Virginia's health care system.
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Table I. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia

MEETINGS

RECENT
CODE NUMBEROF APPOINTING REQUIRED MEETING

# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MI!:MBER COMPOSITION AUTHORITY MEETINGS SCUEDULE
DEPARTMENT OF

ilEALTH (!JOII)
I Board of Health §32.t·5 Provide leadership in health planning and policy II Two from Medical Society of VA; One Governor 4/yr. AI least 4/yr.

development for the Conuuonwealth and each nom: VA Pharm, Assoc., VA
Department of Health; implement a coordinated, Dental Assoc., VA Nurses Assoc., VA
prevention-oriented program that promotes and Vel. Med. Assoc., local Gov., Hospital
protects the health of all Virginians Industry, Nwsing Homes, and Two

Consumers
2 Slate Emergency Medical §32.1·111.I0 Advise the Baud of Health and review and make 24 One each: VA Municipal l.e..! : and Governor :> 4/yr. At least 6/yt.; twice

Services Advisory Hoard recommendations on the Statewide Emergency VA Assoc. of Ccumies: Numerous Med. 10 review grant

Medical Services Plan &nerg.! Nursing Assoc.; 1 consumer; 8 requests, and at least

reps of each of the Regional Councils 4 other meetings

3 Regional Emergency Medical §32.I-111.I1 Receive and disburse public funds; develop and Varies among the 8 Local government, fire protection, law- Board of Health Varies among the 8 Varies among the 8

Services Councils implement regional EMS delivery system regioual EMS enforcement, EMS agencies, bospitals, designates Regional regional EMS councils regional EMS

Councils physicians, emerg, nurses, mental health Councils councils

Prof., EMS techs, and other appropriate
medical professionals

4 Financial Assistance and §32.1-1 I 1.12:01 Administer the Rescue Squad AssislaJlce Fund, s Representatives of regions encompassed Stale EMS Advisory 61yr. 61yr.

Review Committee review grant applications, and make by Regional EMS Councils Board
recommendations for funding

5 Virginia Health Planning §32.1-12202 Supervises and provides leadership for the State 18 8 consumers; 4 providers; Conun. of Governor No meetings for
Board health planning system; provides technical Health; Comm. ofOMHMRSAS; Oir. several years

expertise in developing stale bealth policy; makes Dept for Aging; Die. of OMAS; Comm.
recommendations Onheahh policy, legislation, of Social Services; and Sec. ofHealth
resource allocation, and statewide data collection and HWlWIResources (serves as
for health care manpower distribution and for Chairman)
mortality and morbidity rates; and promulgales
regulations as necessary

6 Regional Health Planning §32.1-122.05 Assist Health Planning Board: conduct data 99 Consumers, providers•• director of local State Health Planning Varies among the 5 Varies among Ihe S
Agencies/Boards collection and research; prepare reports; conduct bealth depl.ldir. ofsocial services depl., Board establishes regional boards from 4 regionalboards.

needs assessments; and identify gaps in services. CS8, Area Agency on Aging, bealth care procedures for l2Iyt.
The five Regiooal Health Planning insurers, local govt., business rep., and appointments
Agencies/Boards are quasi-public because they academic conununity. Majority must be
were created by legislation, and are supported by consumers
public funds. However, they are organized as

I private, not-Ior-erofh corporations.



N
N

Table 1. Inventory of Health Care-Related Boards, CommJssiODS. Committees ad Councils ID the Commoaweallb of V"""" (coatlaued)

MEETINGS

RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING

• ENTITY AUTHORJTV MlSSIONIPURPOSE MEMBERS MEMBER COMPOSITION AlITHORITY MEETINGS SCHEDULE
DEPARTMENT OF

HEALTH (DOH)

(tontlnued)
7 Home Care Services Advisory §32.1-162.14 Advise and make recommendations to BOIrd of 10 4 reps. ofbomc care ClIp; 2 cilizcas; 1 CoomissiooerofHeaJth HIS QOC met ill 10

Committee Health on implemenlltion aDd administration of each 6um: DSS, Dept.for A.... yan..
laws pertaining to bome healthservic:cs DMAS, IDd DRS

8 Human Research Review §32.1-162.19 Ensure competent. complete ad professional Notsp«ified Represenlalivc.s of vlricd bacqrounds Eachinsbtutioa Asneedcd IDamve

Committees review ofbwnan research activities of institutions COIIductiag hlUlWl
conducting buman research research

9 Hemophilia Advisory Board §32.I-S9 Consult with the Boud of Health in establishing 7 I each: hospitals. medical sc:bools, Governor Meets> lIyr. Met twice in 1995

and administering a program for care IDd blood banks,vol. agencies iotcrnkd in IDCI twice ill 1997
rreatmear of persons with bemopbilia IDd related bemophilia. IoaI public:bcahh ageacies.
diseases wbo are unable to pay entire cost of mediQi specialists, and genaaI public
services despite existence ofinsuruce

10 Stale Health Dept. Sewage §32.I-I66.1 Hear all adrninislJalive appeals of denials ofoasite 7 Persons with various badcgrounds in soil Governor (Governor's MeelS8timeslyr Meets Slyr.
Handling and Disposal Appeal sewage disposal system permits; make analysis and sewage trealment appoinlmenlS subject 10

Review Board recommendations for akernative solutions in coofll1Dltioo by the
denial of permit General Assembly)

11 Virginia Voluntary Formulary §32.1-80 Evaluate scientific dala 10 determine whicb 12 4 physicians; 2 pbamuK;isb; I Governor Quuterly, «upon call Meets at Iea$l

Board generic drugs an:iDterchIDgeablewith bnnd- biophannaceutist; I deDtist; Chair-man ofl officers or quarterly
name drugs; (approved products an:iDc:luded in ofPlwmKoklgy at VCU; Adm. of Commissiooer of
formulary); make formulary available to providers ClIasumcr AffairsofDepL of Health
of health care and others; and disseminate Agriculture IDCI ClIaswner Affairs; I
information to encourage appropriate use memberof public; and Attorney Gc:nenl

(ex officio)
12 Stale Child Fatality Review §32.1-283.1 Develop and implement procedures to ensure that 16 Comm. DMHMRSAS; Director ofChild Governor 61yr. and &ddiIiona1 Likely to meet Bor 9

Team child deaths in Virginia an: analyzed in • Protective Services ofDSS; Supt Public meetings as Deeded limesia 1997
systematic way; recommend prevention, educalioo \osrnJc:Iiop; State Registrv of Vital
and training programs Records; Dir. of Dept ofCriminal Justice

Services; IDd I each: local law enf.,
localfiredepls., local dcpu. ofaocill
services, Medical Society ofVirsiaia;
Q)Ucge of EmergCDC}' Physicius, VA

Pediatric Society,VA.SIDS AI1iIace,
local_,. medicine perIOIIDel.

Commonwealth', AIIomc)'l, ud CSDs;
Chief Medical Eurnincr is Cbairmao



N
W

Table I, Inventory of Health Care-Related Boards, Commissions, Committees and Councils In the Commonwealth of Virginia (continued)

MEETINGS

RECENT

CODE NUMBER OF APPOINTING REQUIRED MEETING

II ENTITY AUTHORITY I\IISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE

DEPARTMENT OF
HEALTH (DOH)

(continued)
IJ AIDS Advisory Board ~32.I-lll Assist in development of the criteria for awardina No longer Experts in the delivery of services to Board of Health As needed Has not met ill the

AIDS educalion grants applicable persons with AIDS and AIDS education put few yean.

14 IIIV Community Planning Fulfills the Assess present and future distribution and implct 31 Committee is composed of persons willi Conunissioner of Health Every 6 weeks Every 6 weeks or

Committee Department of of HIVIAlDS; assess the conununity's capability educational, work-related and/or more

Health's HIV 10 respond through existing HIV preventioD personal experience with HIV/AIDS;
Prevention resources; identify unmet HIV prevention needs; mcmbrr~"ir represents diverse

Cooperative and develop a Comprehensive HIV Prevention backgrounds with respecttn gender.
Agreement with the Plan. race, sexual orienUition, and

CDC geograpbical region.

IS AIDS Drug Assistance Required to receive Advises the Department of Health OD enrollment 16 7 physicians; I nurse practitioner; 1 Division ofSTD/AIDS 4/yr. Meets 4/yr.

Program Federal funding criteria. medication ulilization, and additions or pharmacist: 1 Rym White consortia
under Ryan White deletions to the formulary for the AIDS drug representative; I medical ethicist; 4

CARE Acl and assistance program. Works with distribution of individuals with HIV infection
ADAP formulary AZT and ZDV and other drugs.

16 Nursing Scholarships §23-35.9 Awards nursing scholarships for undergraduate 8 4 deans or directors of scbools of Board of Health 1- 2Jyr. Meets 1.2Jyr.
Advisory Committee and graduate nursing students in conjunction with lIursmg; 2 past nursing scbolarship

the Board of Health recipients; a.od2 persons w/ expo in
administration of student fmancial aid
programs
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Table J. Inventory of Health Care-Related Boards, Commissions, Committees and Councils 10 Ihe Commonwealth or Virginia (continued)

MEETINGS

RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING

/I ENTITY AUTtlORJTY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCIIEDULE

DEPARTMENT OF
UEAlTH (DOH)

(continued)
17 Virginia Transplant Council §3Z.1-297.1 Conduct educational and informanonal activities 18 I each from 18 Organizations: Bone Eacb of the 18 4/yr. 4/yr.

as they relate to organ and tissue procurement and Marrow Transplant Progs MCV participaling
transplantation Hospitals, VA Blood Services, UVA organizations appoints a

Medical Center; Carolina Procurement member
Agency; INDVA F:ilirfax Hospital;
Henrico DR's Hospital; Lifenet; Life
Resources Reg Donor Center; Lion's
Medical Eye Bank; Roanoke Mem,
Hosps; Semara Norfolk General
Hospital; South-Eastern Organ
Procurement Fdn; UVA Health Sciences
Center; VA Hospital and Heahhcare
Assoc; VA's Orllan Procurement
Agency, Washington Reg Transplant
Consortium

18 Conunonwealth Neurotrauma §2.l ol.6 and §32.I- Prevent traumatic spinal cord or brain injuries and 7 I licensed practitioner with brain or Governor Hasjust recently been Not yet applicable
Initiative Advisory BO.lId 731 through §32.I- improve treatment and care of Virginians with spinal cord experience; I practitioner established

§7H these conditions. Moneys in the fund used to licensed by health regulatory board with
support grants for VA based organizations for brain or spinal cord injury rehabilitalive
education on prevention, research and treatment of program or services experience; I with a
neurotrauma. Irawnatic spinal cord injury or caretaker

thereof;
I with brain injury or caretaker thereof; I
citizea-ar-large: the State Health Comm.
and the Corrun. of Rehabilitative Servoor
their designees. (The initial members of
this Board. which was created by the
1997General Assembly, have nOI yet
been appointed

19 Radiation Advisory Board 932.1.233 Review and evaluate policies and programs of 10 Reps from industry, labor, agriculture; Governor lIyr. l/yr.
Vifginid relaling III ionizing radiation; nwe iodivid. with scientific training in
recommendations to SHe, S8H, dir. of DEQ; radiology, medicine, radiation or health
furnish lech. advice on mailers relating 10 physics or related sciences. 1 ex-officio
dev'dopment, unlizaricn, and regulation of sources members including State Health
of ionizing radiation Conunissioner (Chair).
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Table 1. Inventory or Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS

RECENT
CODE NUI\I8EROF APPOINTlNG REQUIRED MEETING

II ENTITY AUTHORJTY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF

HEALTH PROFESSIONS

20 Board of Health Professions §54.1-2507 Evaluate need for coordination among heallh 17 I rep. from each ohhe 12 Reg. Boards: Governor (Governor's At least quarterly 4 meetings in FY 97

regulatory boards: consider whether health S from Commonwealth al large appoinlmenls subject to and 25 additional

professions or occupations should be regulated and confuTIlation by the committee meetings

degree of regulanon 10 be imposed; provide means General Assembly)

of citizen input to Depl.; advise Governor and

General Assembly on beahh professions'

regulation; review/comment on regulation; and

review various processes of the Department of

Health Professions
21 Board of Audiology and §54.1-2602 Establish qualifications for registtation. 7 2 audiologisls; 2 speech pathologists; I Governor As needed 4 meetings in FY97.

Speech Pathology certification or licensure; examine applicants; otolaryngologist; 2 citizens and 4 commatee

regiSler/cenifY/license qualified applicanls; levy meelings

and collect fees; promulgate: regulations; and lake

disciplinary actions
22 Board of Dentistry §S·U·1702 Evaluates qualifications for regisnation, 10 7 dentists. I citizen. and 2 dental Governor As Deeded 3 meetings in FY97.

certification or licensure; examine applkants; hygienists. and JOeommetee
rCl;ister/cenify/licease qualified applicanls; levy meetings

and collect fees; promulgate regulations. and take
disciplinary actions

23 Board of FLlllcral Directors §54.1-2802 Establish qualifications for registration, 9 7 funeral service licensees. 2 citizens Governor 2Jyr. 4 meetings in FY97,

and Embalmers ceruflcatloa or licensure; examine applicanls; and 12 committee

register/cenify/license qualified applicanls; levy meetings

and collect fees; promulgate regulations; take

disciplinary actions: regulate pre-need funeral

contracts: establisb standards for schools of

mortuary science

24 Board of Medic ine §S4.1-2911 Establish qualifications for registration, 17 I medical physician from each Governor As Deeded 3 meetings in FY97,

cenification or licensure; examine applicants; congressional disttict; I osteopathic and 53 committee
register/certify/license qualified applicants; levy physician; I podiatrist; I chiropractor: I meetings
and collect fees; promulgate regulations; and take clinical psychologist; and 2 citizens
disciplinary actions

25 Psychiatric Advisory Board §54.1-2924 Examine persons licensed or seeking licensure. Not specified Licensed practitioners Board of Medicine As needed Has nol met for
and advise Board of Medicine DB meDtal or $everal years.
emotional condition ofsuch persons when such

condition is in issue before the Board of Medicine

26 Advisory Board on Physical §S4.1 - 2944 Assisl the Board of Medicine tallY out provisions S S physical therapists with not less than Governor As needed 3 meelings in FY97
Therapy of law regarding physical therapists three years of practice

27 Advisory Board on §S4.1.2956 Assist the Board of Medicine cany out provisions 5 3 respiratory therapists; I physician; and Governor A3 needed 3 meetings in FY97
Respiratory Therapy of law regarding respiratory therapists I citizen at large



N
0\

Table I. Inventory or Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (conllnued)

MEETINGS

RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING

II ENTITY AUTIIORITY I\IISSIONIPURPOSE MEMBERS MEMBER COMPOSITION AUTUORITY MEETINGS SCH~DULE

DEPARTI\IENT OF
ilEALTil PROFESSIONS

(continued)
28 Advisory Board on §HI-1956.2 A~sistllle Board of Medicine carry out provisions S 3 occupational therapists; I physician; Governor As needed 3 meetings in FY97

Occupational Therapy of law regard ing occupational therapists and I citizen at large

29 Advisory Committee all §54.1-2956.8 Assist the Board of Medicine carry out provisions 6 4 radiology technology practitioners; I Board of Medicine As needed 2 meetings in FY97
Radiological Technology of law regarding radiological technology radiologist; I member of Board of

practitioners Medicine

30 Advisory Conuninee on §5.t.1-2956.11 Assist the Board of Medicine carry out provisions 7 3 physicians who practice acupuncture; 3 Board of Medicine As needed 2 meetings in FY97

Acupuncture of law regarding acupuncturists licensed acupuncturists; I member of

Board of Medicine

31 Board of Nursing §54j-3002 Establish qualifications for registration, 13 7 RNs; 3 LPNs; 3 citizens at large Governor Annual 6 meetings iu fY97,
cenificarion or licensure; examine applicants; and 76 committee
register/certify/license qualified applicants; levy meetings
and collect fees; promulgate regulations; lake

disciplinary actions; perform other related

funclions

32 Board of Optometry §5';.1-3107 Establish qualifications for registration, 6 Soptometrists; I citizen at large Governor As needed 5 meetings in FY97,
cerufication 01 licensure; examine applicants; and 2S comminee
register/certify/license qualified applicants; levy meetings
and collect fees; promulgate regulations; lake

disciplinary actions; perform other related
functions

33 Board of Pharmacy §5'; 1-)305 Regulate the practice of pharmacy and the 10 8 pharmacists; 2 citizens II large Governor Annual 6 meetings in FY97,
manufactw-ing, dispensing, selling, distributing, and 14 committee
processing, compounding. or disposal of drugs, meetings
cosmetics and devices

34 intervention Program §54.1-:!517 Exanune eligibility of licensed health care 7 I physician and 6 other licensed health Director oflhe This is anew
Conunirtee providers to participate in the health practitioners' care providers Department of Health committee

intervention programs Professions

35 Board of Licensed §54.1-3503 Estabhsh qualifications for registration, 14 8 professional counselors; 2 citizens at Governor As needed 4 meetings in FY97.
Professional Counselors, certification or licensure; examine applic:anb; large; 2 marriage and family chcrapists; 2 and 27 comrninee
Marriage and Family register/certify/license qualified applicants; levy substance abuse professionals meetings
Therapists. and Substance and collect fees; promulgate regulations; lab

Abuse Professionals disciplinary actions; perform other related

functions

36 Board of Psychology §S4.1-360J Establish qualifications for registration, 9 7 psychologists; 2 citizens at large Governor As needed 7 meetings in FY97.
certification or licensure; examine applicanb; and 3S comminee
register/certify/license qualified appliCalll5; levy meetings
and collect fees; promulgate regulations; and lake

disciplinary actions
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Table I. Inventory or Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth orVirglDlli (continued)

MEETINGS

RECENT

CODE NUMBER OF APPOINTING REQUIRED MEETING
;/ ENTITY AUTHORITY J\IISSIONtPURP05E MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE

DEPARTMENT OF
ilEALTH PROFESSIONS

(continued)
37 Advisory Committee 011 §54.1-3609 Expires Recommend 10 appropriate Boards standards for 10 I each from the Boards of: Medicine, Boards of Medicine, As needed Did not meet in

Certified Practices 011 July I, 1999 voluntary certification of their licensees; Nursing, Professional Counselors. Nursing, Prof. FY97

recommend standards for mandatory certification Psychology, Social Work; 2 citizens Counselors, Psychology.

of sex offender treatment providers otherwise from Board of Health Professions or Social Work. Heallb

exempt from licensure other Boards; 3 sex offender trcabncnt Professions

providers
38 Advisory Board 011 §54.1.:,510 Recommend to the appropriate Boards standards 10 I cub &om the Boards of: Medicine, Boards of Medicine, As needed 4 meetings in FY97

Rc:hablhtalion Provrders for certification of rehabilitation providers Nursing, Professional Counselon, Nursing. Prof.

Psychology. Social Work; 2 citizeDs Counselors, Psychology,

from Board of Health Professions or Social Work, Hcalth

o~crBolTds;J~DtprovKkn Professions

39 Board of Social Work §54.1-3703 Establish qualifications for registration, 7 5 social workers; 2 citizens at large Governor As needed Smeetings in FY97,

certiflcarion or licensure; examine applicants; and II committee

register/certify/license qualified applicants: levy meetings

and collect fees; promulgate regulations; and take
disciplinary actions

40 Board of Veterinary Medicine §54.1-3B02 ESlablisb qualifications for registration, 7 S veterinarians; I veterinarian tedmician- Governor Annual 6 meetings in FY97.

certification or licensure; cxamine applicants; I citizen at large and JS committee

register/certify/license qualified applicants; levy meetings

and collect fees; promulgate regulations; and lake
disciolinary actions
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Table I. lnventery of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEtTlN(.S

RECENT
CODE NUMBEROF APrOINTING IH.QJIRED MEETING

1# ENTITY AUTIIORITY 1\1ISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY i\tr:ETINGS SCHEDULE
DEPARTI\1ENT OF

I\IEUlCAl ASSISTANU:

SERVICES ([)I\IAS)

41 Board of Medical Assistance §J:!.1-324 Prepare. amend and submit to the Federal II S health care providers; 6 who are not Governor As Needed 5 meetings in FY97

Services (BMASl Government a stale plan for medical assistance providers
services (Medicaid). promulgate regulations;
provide policy oversight for Medicaid program

42 Advisory Conuniuee on §J21·328 Advise Governor on responsibilities of 21 Reps. of providers receiving 3rd pany Governor As Needed Has Dotmet since
Medicate and Medicaid Conuuonwealth re: Medicare and Medicaid payments from Medicare and Medicaid; June 1991; all

programs reps. of other 3rd party payers, consumer appoinunents have
groups and recipients; Corruns. of DOH. expired
DMHMRSAS. DSS and Dir. of OMAS
are ex-officio

43 Medicaid Prior Authorizatiou 932. 1-33l. 13 Make recommendations 10 BMAS regarding drugs 11 5 physicians; .. pharmacists: I menial Board of Medical As Deeded Inactive
Advisory Conunun-e 10 be subject to prior authorization health consumer; and I Medicaid Assistance Services

recipient

44 lndigeru Health Care TI ust §32 1-335 Recommend to 13,\1:\5policy and procedure (or 15 Chairman ofBMAS; Dir. ofOMA5; Board of Medical As needed Last meeting took
Fund Technical Advisory administering the fund; currently working on pilot Conuns. of Health and Bureau of Ins. (or Assistance Sen'ices place in the fall of
Panel project to CODvert fund 10 insurance product for designee); Chairman of Va. Health Care 1996

working uninsui ,J Foundation (or designee); 1 BMAS
members; 2 hospital CEOs; 3 reps. of
private enterprise ; 2 reps. of insurance
ind.; and I physician

45 Medicaid Phanuacy Liaison Chap 912. hem 322 i Investip ,.e implementation of quality cost- S ) registered pharmacists. I rep from Dept of Medical As needed
Cuuuuiuee D \996 dfe~t" e health care initiatives such as prospective Pharmaceutical Research & Assistance Services

drug utilization review, disease:state management. Manufacturers of America. and I
and pro-DUR in the long-term care conuuunity Registered Pharmacist from the VA

Pharmacists Assoc.
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Table I. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS

RECENT

CODE NUMBER Of APPOINTING REQUIRED MEETING

# ENTITY AUTIIORITY I\IISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTIIORlTY MEETINGS SCHEDULE

DEPARHIENT OF
/lIENT AL ilEALTH,

I\IENTAL RETARDATION,
AND SUBSTANCE .~BLJS£

SERVICES (DJ\tIfMRSAS)

46 State Mental Health, Mental §37.1-3 Develop and establish policies on state hospitals 9 > 1/3 shall be consumers of MHMRSAS Governor (Governor's At least 4(yr. 4/yr.

Retardation and Substance and CSBs; develop long-range plans for services or family members of appointments subject to

Abuse Services Board MHMRSAS; advise Governor and General consumers confirmation by the

Assembly on MUMRSAS issues; and promulgille General Assembly)

rules and regulalions
47 Alzheimer's Disease and 937.1-62.1 Advise Sec. of HHR and develop a plan for 14 6 members of Alzheimer's Disease and Governor Has not met over Ihe

Related Disorders funding local initiatives for services to victims of Related Disorders Assoc.; 8 health past 4 years.

Conunission Alzheimer's disease and related disorders professionals. Members were nOI
reappointed by the currenl
Administration

48 Governor's COllllell on §J7.1-207 Advise and make recommendations 10 the 19 I rep. from: Sec. of HHR. Sec. of Governor Has not met over the

Alcohol and Drug Abuse Governor on broad policies, goals and Transp., Sec. of Public Safely; S reps. of past 4 years.

Problems coordination of public & private efforts to control state agencies wI resp. in substance
alcohol & drug abuse abuse; 2 local govt. agencies wI resp. for

substance abuse; wd 9 general public

DEPARTIIIENT OF
REHABILITATIVE
SF:RVICES (DRS)

49 Board of Rehabilirative §5U-4 Provide access to Dept. of Rehab Services; 9 MtlStinclude a representative of local Governor (Governor's 4/yr. 4/yr.
Services publicize policies/programs of Dept. to educate governmeot; several persons with appointments subject to

public; monitor activities of Dept.; advise on disabilities coo(umation by the
regulations of Dept.; and advise Governor. Sec. of General Assembly)
HHR and General Assembly on delivery of
services

SO Staiewide Rehabiliratiou §51.S-9.01 Provide advice to the Dept. of Rehab Services 22 Based on Federal provisions; majority Governor 4/yr. 4/yr.

Advisory Council regarding vocational services provided pursuanr 10 are persons with disabilities
Federal Rebabilitation Act

51 Statewide lndependem Living §51.5-2S.1 Assisl DRS carry out activities required under 14 Based 011 Federal provisions Governor 4/yr. 4/yr_
Council Tille VII of the Federal Rehabilitatioll Act; and

advise DRS on these matters

52 Disability Services Council §S1.5-49 Develop guidelines for local disability services 8 Conuns. of DRS. and Dept. for Vis. Governor As needed; generally 2 Mel approximately 3
boards; develop grant application system; and Handicapped; Dir. of Dept. for Deaf 8£ 3/yr. times in fY97
provide flnal review of grant awards Hard-of-Hearing; Supt. of Public.

lastruct.; 3 consumers: and I local
Igovernment rep



w
o

Table 1. Inventory or Health Care-Related Boards, Comrnlssious, Committees and Councils in the Commonwealth orVirginia (continued)

\IEETlI\GS
I--------

RECENT
CODE NUMBER OF APPOINTING f~EQUIRED MEETING

# ENTITY AUTHORJTY MISSION/PURPOSE l\IEMBERS l\IEl\lBER COMPOSITION AUTHORJTY MEETINGS SCIIEDUlE
DEPARTMENT OF

REHABILITATIVE
SlRVICES (DRS)

(continued)

53 Virginia Council on Assistive Not applicable; To assist in the development of a statewide 18 15 are persons with disabilities, or family Nominating Committee 4/yr. 4/yr.

Technology Council .... as assistive technology system: to provide related members. Reps from the various SLaLe makes recommendations

initiated in 1992 advice and guidance 10 the Dept of Rehabilitative agencies which work with people with to the Council. Nominees
Sen ices and to the Virginia Assisnve Technology disabilities also sit 00 this Council must be confirmed by
System DRS

DEPARTflIENT OF
PERSONNEL AND

TRAINING

54 Local HeJllJl Benefits f! 1-20.1:02 Advise OPT on administration of local health 7 Local gOVI, teachers, school officers, Governor Meets 2-3/yr. Mel 2 limes in FY97
:\d, Isury Conuninee benefits programs school board members, retirees

55 St.ll~ Ilcalth Beneflts §21-20 101 Advise Sec. of Administration on issues/concerns 17 2 retirees (former state employees); II Governor appts 9, House: Meets 2-3/yr. Meetings Met 2 times in FY97
Advi>OIY Council regarding the slat" employees' health benefits employees (8 or 9 from other state 4, Senate: 4 (Governor's are called by the

program agencies); 4 citizens appointments subject to Secretary of the
ccnfirmauon by lIle Admin.

SECRETARY OF II EALTil
AND IIUI\IAN
RESOURCES

56 Maternal and Child lIealth §9-317 Impr..ve the health of the Corumonwealth's II appointed 5 heakh professionals; 2 rep. of Governor 4/yr 4/}T.

Council mother <lid children by promoting and improving members; 5 ex- private/non-profit org.; I rep. of private
;1wgr.ms and service delivery systems related to officio members industry; I rep. of religious community;
maternal and child health I local public official; and I rep. of

hospital. Ex-officio members (Director
of DMAS, Comms. of oon, DSS,
DMHMRSAS and Supt. of Public
lnstrucnon) Secretary of HHR is
Chairman

57 \'IRGINIA BOARD FOR §515-31 Advise Sec. of IIHR and Governor on issues and 40 Reps. of nine state agencies, including Governor At least quarterly AI least quarterly
PEOPlE WITII problems of interest to persons with disabilities; DMH, DRS, DRVD; reps. of numerous
DISABILITIES submit needs assessments: serve as State Planning organizations and interests; persons wi

CUWlCi! for administration of certain federal laws; developmental disabiluies: persons wI
appoint and supervise Director of Board; hire slaff. mentally impairing dev, disabilities; and

relatives or guardians of persons w/
disabilities.
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Table I. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS

RECENT

CODE NUMBER OF APPOINTING REQUIRED MEETING

" ENTIn' AUHIORITY MISSIONIPURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE

DEPARTI\IENT FOR THE

RIGUTS OF VIRGINIANS

WITH DISABILITIES
{DRVD)

58 Protection and Advocacy for Dept. Bylaws Advise the Department for the Rights of 20 9 co~umers; 2 family members of DRVD Director 4/yr. and as needed 6 mectmls ill FY97

Individuals with Menial Virginians with Disabilities regardin,advocacy persons with disabilitieSi SmeAtal health

Illness Council issues (or disabled Virginians professionals; I anonaeYi I member of

!be public bowled,cable about mental
illness. Membership reflects regional

represenUltioD.

DEPARTMENT FOR THE
VISUALLY

HANDICAPPED
59 Virginia Board for the §63.1-68 Advise Governor, Sec. of HHR and General 7 4 must bepersons wbo are blind Governor 4/yr. 4/yr.

Visually Handicapped Assembly on delivery of public services 10 and the
prctection of rights of persons wilh visual

disabilities

60 Statewide Rehabilitation §63.1-70,1 Provide advice to Dept. for Visually Handicapped 16 I rep from each. Parent Training and Based on Federal 4/yr. 4/yr.
Advisory Council for Ihe regarding vocational services provided pursuant to lofo Cntr, Client Asst Prog, Voc Rehab provisions
Blind Title I and VI of the Federal Rehabilitation ACI Counselor (cit-officio). Cornm Rehab

Prog, Independent Living Council; 2

reps from Disability Advocacy Gps; 4
reps of'business, industry and labor; S

recipients of voc rehab services

61 Joint Advisory Board for the §6J,I-73b Advise the Virginia Board for the Visually 9 At least 2 persons who are blind, or First Board members 4/yr. 4/yr.
Industries for the Blind Handicapped on each of the Workshops of the parents of blind; at least 2 appointed by VA Bd for

Industnes for the Blind. Advise the managers of representatives of Human Service Visually Handicapped;
Workshops 00 business trends, contract Agencies; the remainder arc local when those terms expire
opportunities; review fiscal and budgetary matters business people from manufacturing this Board determines
that relate 10 the Workshops entities. and other employers new appointments
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Table I, Inventory or Health Care-Related Boards, Commissions, Committees and Councils In the Commonwealth of Virginia (continued)

MEETINGS

RECENT
CODE NUl\IBEROF APPOINTING REQUIRED MEETING

# ENTITY AUTHORITY I\.IISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTlIORITY MEETINGS SCHEDULE

DEP.-\RTI\.IENT FOR TilE
DEAF AND IIARD-OF-

HEARJNG

62 Advisory Board for the §03.I-S5.1:I Ensure development of long-range programs for 9 " reps, of deafness-oriented professions; Governor 4tyr. 4/yr.

Department for the Deaf and hearing-impaired Virginians; advise Governor, " citizens who are hearing-impaired; I

Hard-of-Hearing Sec of IHIR, Dir. of Dept, and General Assembly parent of a hearing-impaired child
on matters involving the hearing impaired

INTER.-\GENCY
03 State Executive Council for At §2.1-7-l6 Provide for establishment of interagency 7 Cornrns. of DMHMRSAS, DOH. and Governor l2Iyr. 12I)T.• Meets once

RIsk Youth &: Families programmatic and fiscal policies which support DSS; Supt. of Public Instruction; E\. per month, the CSA

services for at-risk youth and families:oversee Sec of Va Supreme Court; Dir. of Dept. Director calls the

admuustration of state interagency policies of Youth and Family Services; and I meetings at the

gOIerning use and distribution of state funds; and parent representati ve instruction of the

advise Governor 011 relevant issues Chairman

64 Virginia ('oUI\,iI 0[1 §9·268 Develop progranIS '" hich: promote che maximum 18 I each from: Advisory Board for Aging. Governor Has not mel for

Coorduraring Prevention independence of individuals and strengthen Va. Council on Child Day Cue and approximately 7

families: avoid or minimize physical or mental Early Childhood Programs, Board of years
disability or dysfunction; and encourage future Corr. Ed. State Bd. of Corr., State Bd.
cost savings thrOIJ&h early intervention or of Youth Serv., Crim. Jus. ServoBd,
treatment State Bd. of Ed. State Bd. of Health.

Board of Med Asst. Services, Council
00 Status of Women. Slate MUMRSAS
Board. VA Board for People with
Disabilities. and the Board of Social
Services: and 5 citizens at large

65 Interagency Coordinating §2.1-703,1 Pro, IJe and promote cross-secretariat interagency 10 I rep. from numerous state agencies; Executive of each agency Unknown This Council has not
Council on Housing for the leadership for comprehensive planning and Sees. of Commerce and Trade and IIHR represented on Council met for
Disabled implementation to maximize low-income housing are ex-officio members approximately 3

for the disabled years.

66 Interagency Migrant WUII.er Est ill 1986 by ReI ie..... s, coordinates, evaluates and addresses 17 Each Comminee member is a Designated by the Monthly Monthly
Policy Conuuittee Exec Order i»ues regarding the approximately 14,000 migrant representative 0 f a State Agency Agencies represented

Became a slandirlg and seasonal farmworkers who help tend
committee in 1997 Virginia's crops each year



l.;J
v.J

Table I. Inventory or Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS
RECENT

COVE NUMBER OF APPOINTING REQUIRED MEETING

1/ ENTITY AUTlIORlTY J\lISSJONIPURPOSE I\!EMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDUL.E
DEPARTMENT OF

SOCiAL SERVICES (OSS)

67 Boardof SocialServices §63.I-I~ Advise the Governoron issues relating to social 9 I member fromeach of tile welfare Governor 61yr. 6/yr.

services regionsof the State establishedby the
Commissionerof Social Services

68 AdvisoryBoardon Child §63.1·2~816 Advise DSS and Boardof Social Services on 16 9 personswilh staggeredterms and the Governor Quarterly Quarterly

Abuse and Neglect preventionand treatment of abusedand neglected followingpennanenl members: Conuns.
children and their families of DOH and DMHMRSASj Supt. of

Public Instruction; Dir. oflbe Deptsof
Corrections;Youthand FamilyServices;
Criminal JusticeServices;and Attorney
General or their designees

DEPARTI\IENT FOR THE
AGING (OA)

69 Advisory Boardfor §2.1-373 Assist Dept. for the Aging in the performanceof 23 Membershipappointmentsfocus on: Governor 4/yr. 4/yr.

Departmentfor the Aging its duties geograpbicrepresentation,experience
and interest in the field of aging. The
majorityof Boardmembersare over the
ageof60

70 SpecializedTransponation 99-320 Support the developmentof safe, cost-effeclive, 10 Sec. ofHHR is Chair; Sec. ofTransp. is Governor Quarterly Did nOI meet during
Council coordinated and specializedtransportationservices ViceChair; 8 appointedmembers: I rep. the past year.

for the elderly and disabled of: larse urban pub. traosp. provider. Duringthe 3
small urban pub. tramp. provider,a rural previousyean, mel
tramp. provider;3 conswners;and two a approllimacely 4
largememben times.

71 SpecializedTransportation §9-323 AssislS the SpecializedTransportationCouncil 12 Reps. from numerousstate agencies;3 SpecializedTrans. Has DOl met for
Technical Advisory reps. of public transportationproviders Council appoinlS 3 transp. approximately3
Committee or transportationdistrici commissions reps.; appointing yean,

authority for olbers is not
sJ)ecified
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Table I. Inventory or Health Care-Related Boards, Commissions, Committees and Councils In the Commonwealth of Virginia (continued)

MEETINGS

RECENT
CODE NUM8EROF APPOINTING REQUIRED MEETING

# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
EDUCATION (DOE)

72 School Heahh Advisory §12,1-275.1 Assist the development of health policy in the 0::20 Parents, students. health professionals. Each School Board >21yr. Scbedules vary, but

Boards school division and the evaluation of the slate of educators. and others many meet a
school health, health education, the school minimwn of 4/yr.

environment and health services

DEPARTMENT OF
PROFESSIONAL AND

OCCUPATIONAL
REGULATION

73 Board for Opticians §5·U-170J Establish qualifications for registration, S 3 opticians; I ophthabllologist; and I Governor 3/yr. MeelS at least 3
certification or licensure; examine applicanlS; ckizen at large times per year
register/certify/license qualified applicanlS; levy
and collect fees; promulgate regulations; and take
disciplinary actions

74 Board [or Hearing Aid §54.1-1502 Establish qualifications for registration, 7 " licensed heuing aid specialists (one of Governor 3/yr. Meets alleast 3
Specialists certification or licensure; examine applicants; ....hich must also be a licensed times per year

register/cenify/license qualified applicants; levy audiologist), I otolaryngologist. IIId 2
and collect fees; promulgate regulations; and take c:itizens
disciplinary actions

BUREAU OF INSUR-\NCE

75 Special Advisory Conuuission §9·297 Advise the Governor and the General Assembly 14 I each: physician. hospilal CEO, allied Governor: 10 As needed and at the 3 meetings i.D FY97
on Mandated Health Insurance on the social and financial impact of current and health prof., small business. major Sen. Privileges and request of the
Benefits proposed mandated benefits and providers induslJy. and medical ethic:sexpert; 2 Elections: 2 Governor

health insurance reps., 2 cilizens at large; Speaker of House: 2
I member of Senate Comm. on Ed. and
Health; I member of Senate COmlU on
Labor; I member of House ClB
Committee: Commissioners of Health
and Bureau of Insurance arc ex-officio
members

DEPARTMENT OF
LABOR ANIlINHUSTln'

76 Safety and Health Codes §40 1·22 Study and in.'estigale all phases of safety and 14 Indh'iduals from various industries who Governor 21yr. or more AI least twice a year.
130arll health inbusiness establishments; adopl. amend provide I mix of employer and employee depending 00 the Mel 2 times i.D FY97

and repeal rules and regulaticns to further the representatives, as well as members of nwnber of federal
safety and health of employees the general public regulations issued by

OSHA

77 Migrant and Seasonal §9.'''9 to 9-152 Addresses issues of importance to migrant and IS Individuals from various parts orthe Governor Quarterly Quanerly
Farmworkers'Board seasonal farmworkers, including housing, health State. wbo are in.olved with, or haw an

care. employment, inunillratioR. workers' interest in. issues regarding seasonal and
compensation. transportation migrant farmworkers
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Table I. Inventor)' of Hea llh Care-Related Boards, Commissions, Committees and Councils In the Commonwealth or Virginia (continued)

MEETINGS

RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING

II ENTITY AUTUORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORJTY MEETINGS SCHEDULE
DEPARTMENT OF

MOTOR VEHICLES

78 Medical Advisory Board for §46.2-204 Advise Comm. of DMV through thc development 7 All must be licensed pbysicians currently Governor 4/yr. 4/yr.

the Department of Motor of medical and hcalth standards 10avoid the practicing medicine in Virginia
Vehicles issuance of licenses 10 persons suffering from

physical or mental disabilitics or disease that will
prevent their exercising reasonable control over a
motor vehicle

79 VIRGINIA BIRTH· §J8.2-5016 Administer the program and the fund 7 3 citizens; I participating bospital rep.; I Governor 12Jyr. Met 10 times in
RELATED puticipaling physician rep.; I rep. of FY97

NEUROLOGICAL INJURY liability insurers; and I noo-participating
COMPENSAliON pbysician
PROGRAM



Table 2. Sixteen Health Care-Related Boards Added to the
Original Joint Commission on Health Care Inventory

# as shown in
Table 1 Added Board

DEPARTMENT OF HEALTH

18 Commonwealth Neurotrauma Initiative Advisory Board

19 Radiation Advisory Board

DEPARTMENT OF HEALTH PROFESSIONS

22 Board of Dentistry

34 Intervention Program Committee

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

45 Medicaid Pharmacy Liaison Committee

DEPARTMENT OF REHABILITATIVE SERVICES

53 Virginia Council on Assistive Technology

DEPARTMENT FOR THE RIGHTS OF VIRGINIANS WITH
DISABILITIES

58 Protection and Advocacy for Individuals with Mental Illness Council

DEP ARTMENT FOR THE VISUALLY HANDICAPPED

60 Statewide Rehabilitation Advisory Council for the Blind

61 Joint Advisory Board for the Industries for the Blind

INTERAGENCY

66 Interagency Migrant Worker Policy Committee

DEPARTMENT OF SOCIAL SERVICES

67 Board of Social Services
--

DEPARTMENT OF PROFESSIONAL AND OCCUPATIONAL
REGULATION

74 Board for Hearing Aid Specialists

DEPARTMENT OF LABOR AND INDUSTRY

76 Safety and Health Codes Board

77 Migrant and Seasonal Farmworkers' Board

DEPARTMENT OF MOTOR VEHICLES

78 Medical Advisory Board for the Department of Motor Vehicles

36



Table 3. Summary Membership Profile of Health Care Boards

Number of Board Percentage of Total
Categories Members" Board Members*

Consumers't" 158 22%

Citizensv" 49 7%

Professionals 337 47%

Inter-Agency
Representation 85 12%

Intra-Agency
Representation 8 1%

Regional 82 11%

Total 719 100%

* Individuals may serve on more than one board. Without knowing the actual

names and affiliations ofboard members. we cannot determine how many separate

individuals serve on all of Virginia's health care boards.

** The distinction between consumers and citizens appears in the "Member

Composition" column of Table 1. Consumers are those who have some interest

in the mission of a particular board, and/or may be recipients of the services

overseen by that board. Citizens are individuals who have no evident

direct connection to the work or mission of the board on which they serve.
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Table 4.
Number of Boards with Various Membership Categories

Categories* Number

Professionals and Consumers 16

Professionals and Citizens 21

Professionals Only 18

Consumers Only 2

Consumers and Citizens Only 1

Regional Only 5

The distinction between consumers and citizens appears in the "Member

Composition" column of Table 1. Consumers are those who have some interest

in the mission of a particular board, and/or may be recipients of the services

overseen by that board. Citizens are individuals who have no evident

direct connection to the work or mission of the board on which they serve.
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Table 5. Boards, by Agency Affiliation,
Recommended for No Action

Department of Health
Board of Health
State Emergency Medical Services Advisory Board
Financial Assistance and Review Committee
Human Research Review Committees
Hemophilia Advisory Board
Sewage Handling and Disposal Appeal Review Board
Virginia Voluntary Formulary Board
State Child Fatality Review Team
HIV Community Planning Committee
AIDS Drug Assistance Program
Nursing Scholarships Advisory Committee
Virginia Transplant Council
Commonwealth Neurotrauma Initiative Advisory Board
Radiation Advisory Board

Department of Health Professions
Board of Health Professions
Board of Audiology and Speech Pathology
Board ofDentistry
Board of Funeral Directors and Embalmers
Board of Medicine
Advisory Board on Physical Therapy
Advisory Board on Respiratory Therapy
Advisory Board on Occupational Technology
Advisory Committee on Radiological Technology
Advisory Committee on Acupuncture
Board of Nursing
Board of Optometry
Board of Pharmacy
Intervention Program Committee
Board of Licensed Professional Counselors, Marriage and Family Therapists, and

Substance Abuse Professionals
Board of Psychology
Advisory Committee on Certified Practices
Advisory Board on Rehabilitation Providers
Board of Social Work
Board of Veterinary Medicine
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Table 5. Boards, by Agency Affiliation, Recommended for No Action
(continued)

Department of Medical Assistance Services
Board ofMedical Assistance Services
Indigent Health Care Trust Fund Technical Advisory Panel
Medicaid Pharmacy Liaison Committee

Department of Mental Health, Mental Retardation, and Substance Abuse Services
State Mental Health, Mental Retardation and Substance Abuse Services Board

Department of Rehabilitative Services
Board ofRehabilitative Services
Statewide Rehabilitation Advisory Council
Statewide Independent Living Council
Disability Services Council
Virginia Council on Assistive Technology

Department of Personnel and Trainin2
Local Health Benefits Advisory Committee
State Health Benefits Advisory Council

Secretary of Health and Human Resources
Maternal and Child Health Council

Department for the Rights of Virginians with Disabilities
Protection and Advocacy for Individuals with Mental Illness Council

Department of Visually Handicapped
Virginia Board for the Visually Handicapped
Statewide Rehabilitation Advisory Council for the Blind
Joint Advisory Board for the Industries for the Blind

Department for the Deaf and Hard-of~Hearin2

Advisory Board for the Department for the Deaf and Hard-of-Hearing

Intera2ency
Interagency Migrant Worker Policy Committee
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Table 5. Boards, by Agency Affiliation, Recommended for No Action
(continued)

Department of Social Services
Board of Social Services
Advisory Board on Child Abuse and Neglect

Department for the Aa:in2
Advisory Board for the Department for the Aging

Department of Education
School Health Advisory Boards

Bureau of Insurance
Special Advisory Commission on Mandated Health Insurance Benefits

Department of Labor and Industry
Safety and Health Codes Board
Migrant and Seasonal Farmworkers' Board

Department of Motor Vehicles
Medical Advisory Board for the Department ofMotor Vehicles

Vireinia Board for People with Disabilities

Vireinia Birth-Related Neurolo2ical Injury Compensation Pro2ram
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Table 6. Boards, by Agency Affiliation,
Recommended for Elimination

Department of Health
Home Care Services Advisory Committee
AIDS Advisory Board

Department for the Aeine
Specialized Transportation Council
Specialized Transportation Technical Advisory Committee

Department of Medical Assistance Services
Advisory Committee on Medicare and Medicaid

Intera&ency
Interagency Coordinating Council on Housing for the Disabled
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Table 7. Boards, by Agency Affiliation,
Recommended for Further Study

Department of Health
Virginia Health Planning Board
Regional Emergency Medical Services Councils
Regional Health Planning AgencieslBoards

Department of Health Professions
Psychiatric Advisory Board

Department of Mental Health, Mental Retardatjon. and Substance Abuse Services
Governor's Council on Alcohol and Drug Abuse Problems
Alzheimer's Disease and Related Disorders Commission

Department of Medical Assistance Services
Medicaid Prior Authorization Advisory Committee

43
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date

Executive Initiated; SUBset

Legislative Branch Clause, or

# Title Classificalion Code or Bill Mission/Pu rpose Boards Member Composition Standing
I Senate Committee on Education Committee Consider matters concerning education; persons 15 Members Appointed by

and Health under disability; public buildings; public health; P&E.

mental health; mental retardation and health

professions.

2 House Committee 011 Health, Committee Inquire into the condition and administration of 22 Members Appointed by the

Welfare and Institutions the laws relating to the subjects of health, welfare, Speaker

and institutions; investigate the conduct and look
to the responsibility of public officers and agents
concerned with those subjects; and to suggest
such measures as will correct abuses, protect the
public interests, and promote the public welfare.

1 Joint Commission on Health Care Commission 9-311 Study, report and make recommendations on all Depts. of 16 members: 7 Sen. appted by Established 1992

areas of health care provision, regulation, Health, Health P&E; 9 Del. appted by Speaker,

insurance, liability, licensing, and delivery of Professions and 3 of whom must be from HWI

services. DMAS
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Datf

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill M issionlPu rpose Boards Member Composition Standing

..\ Joint Subcommittee to Study the Subcommittee to SIR 72(1994) Examine current chronic, acute & cancer pain Dept. Of Health II members; 3 Sen. appted by Established 1994;

Commonwealth's Current Laws House and Senate HJR 583 management efforts; the effectiveness ofpain P&E, 4 Del. appted by the Continued 1995,

and Policies Related to Chronic, Committees et al (1995) HJR management provided by the Commonwealth's Speaker,4 citizens appted by 1996, 1997. To

Acute & Cancer Pain Management 256 (1996) medical schools, health care providers, and the Gov. of whom 2 must be submit findings and

HJR 565 chronic, acute and cancer pain management physician experts in pain recommendations to

(1997) clinics; Virginia's current laws and public policy management and 2 must be the Gov. and the

related to chronic, acute and cancer pain patients or relatives of patients 1998 session of the

management; the pain treatment needs ofchronic, with experience with pain General Assembly

acute and cancer patients; the special pain management.

management needs of infants, children and
adolescents; and the impact of inadequate pain
management on resource utilization and costs.
Determine state-wide needs related to inadequate
chronic, acute and cancer pain management and
any appropriate corrective actions. any law and
public policy revisions needed to facilitate
utilization of effective chronic, acute and cancer
pain management; and the potential cost
avoidance through aggressive chronic, acute and
cancer pain management.

5 State Health Benefits Advisory Council §2.1-20.1 :01 Advise Sec. of Administration on issues/concerns OPT 17 members: 2 retirees; 11

Council regarding the state employees' health benefits employees; 4 citizens;
program. Governor appts 9, Speaker

appts 4 and P&E appts 4



Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Date

Executive Initiated; Sunset

Legislative Brancb Clause, or

# Title Classlfication Code or Bill Mission/Purpose Boards Member Composition Standing
6 Joint Subcommittee to Study the Subcommittee to SJR 245 Study the abatement of lead-based paint. Depts. Of 9 members; 1 owner of rental Established 1993;

Abatement of Lead-Based Paint in House and Senate (1993)SJR Examine policy and planning issues related to Health, property and 1 contractor Continued 1994,
Virginia Committees 127 (1994) such abatement Professional & currently engaged in lead-based 1995, 1996, 1997.

SJR 287 Occupational paint abatement appted by the To submit findings

(1995) SJR 70 Regulation, Gov., I Sen. appted by P&E, 2 and recommenda-
(1996) SJR Labor & Del. appted by the Speaker. tions to the Gov. and
227 (1997) Industry, Slate Health Comm., Dir. of the 1998 session of

Housing & Dept. of Professional & the General
Community Occupational Reg., Comm. of Assembly
Development Labor & Industry, Dir. of

Housing & Community
Development as ex-officio

members.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Dati
Executive Initiated; Sunset

Legislative Branch Clause, or
# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
7 Commissionon FamilyViolence Commission HlR 279 Study domestic violence. Identifyexisting 30 members: 4 Del. appted by Established 1994 as

(1994) SJR 27 services and resourcesavailable 10 address family the Speaker; 3 Sen. appted by two-year
(1996) HJR violence. Investigateways to coordinate delivery P&E; Lt. Gov.; Chief Justiceof commission,
663 (1997) of those servicesand resources and increase the Supreme Ct. or designee; continued 1996,

public awarenessof their existence. Determine Chief Judge ofthe Ct. of 1997. To submit
services, resources and legislationwhich may be Appeals or designee; Atty. Gen. findings and
needed to furtheraddress, prevent, and treat or designee; Sec. of Ed. or recommendationsto
family violence. designee; 2 circuit ct. judges, I the Gov. and the

gen. dist. ct. judge & 1juvenile 1998 session of the
and domestic relations ct.judge General Assembly.
appted by Gov. from recs. of
Chief Justiceof Supreme Ct.; I
juvenile and domestic relations
ct judge appted by the Speaker;
Comm. DMHMRSAS; Comm.
DSS; Dir. ofDJJ; Exec. Dir. of
Public Defender Commission;
1 CA appted by P&E; 6
citizens representing media &
org. involved in family
violence issues,4 by the
Speaker and 2 by P&E.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date
Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
8 Commission on the Virginia Commission 18.2-271.2 Establish and assure the maintenance of minimum 14 members: 3 current or

Alcohol Safety Action Program standards and criteria for program operations; former members of House

oversee performance, accounting, auditing, public Committee for Courts of Justice

information, and administrative procedures for the appted by Speaker; 2 members

various local alcohol safety action programs, of Senate Committee for Courts

driver alcohol rehabilitation programs; and is of Justice appted by P&E; 3

responsible for overseeing the administration of sitting or retired judges, 1 each

the statewide VASAP system and reports directly from circuit, gen. dist. &
to the Sec. ofTransportation. juvenile & domestic relations

cts. who regularly hear or heard
cases involving driving under
the influence and are familiar
with their local ASAP appted
by chair of House Committee
on District Courts; 2 dir. of
local ASAP appted by
legislative members of the
commission; 1 rep of the law
enforcement profession appted
by the Speaker; I citizen at-
large appted by P&E; 1 rep of
DMV whose duties are
substantially related to matters
to be addressed by the
commission, appted by the
Comm. DMV; I rep of
DMHMRSAS whose duties
substantially involve such

matters, appted by Comm... ~ --
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing

9 Joint Subcommittee to Evaluate Subcommittee HlR 240 Examine and make recommendations on the 13 members: 7 Del. appted by Established 1996; To

the Future Delivery of Publicly (1996) current system ofdelivering mental health, mental Speaker; 4 Sen. appted by submit findings and

Funded Mental Health, Mental retardation, and substance abuse services; the P&E; Sec. of HHR and Comm. recornmenda- tions

Retardation, and Substance Abuse principles and goals for a comprehensive publicly of MHMRSAS as ex officio to the Gov. and the

Services funded mental health, mental retardation, and members 1998 session of the

substance abuse services in the Commonwealth; General Assembly

the range of services, and eligibility for those
services, necessary to serve Virginians' needs for
publicly funded mental health, retardation and
substance abuse services; the proper mentor of
funding publicly supported community and
facility mental health, mental retardation, and
substance abuse services, including operations
and capital needs and projecting the costs of
meeting identified needs and revenue required;
the proper relationship between DMHMRSAS
and the components of the publicly funded
system that delivers services, the Community
Services Boards and the state facilities; the
information, such as outcome and consumer
satisfaction measures and comparable cost and
utilization review data, and the technology needed
to provide appropriate and enhanced
accountability.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill MissionlPu rpose Boards Member Composition Standing
10 Joint Subcommittee Studying the Subcommittee HJR 167 Study the status and needs of African-American Depts,of 9 members: 5 Del. appted by Established 1996;

Status and Needs of African- (1996) HJR males and include in its deliberations the Health, Speaker;4 Sen. appted by P&E~ Continued 1997; To

American Males in Virginia 570 (1997) demographic profile of African-American males Education, may consult with persons with submit findings and

in Virginia; the representation of such males in Corrections, ans expertise in psychiatry, the recommenda- tions

the correctional institutions, under the supervision Social Services health care delivery system, to the Gov. and the

of the judicial system, enrolled as in-state students social services, corrections, 1998 session of the

in public and private institutions of higher public and higher education, General Assembly.

education in the Commonwealth; prevalent health economic development,

problems and conditions of such persons in the criminology, job training,

state; the number of African-American males in community development.

the public education system, including the types substance abuse prevention and

of diplomas pursued and their representation in treatment, family violence

advanced level courses, vocational and technical prevention, counseling, and

education programs, college preparatory such other persons who may

programs, and special education programs, their assist the joint subcommittee in

high school completion rates and kinds of its work.

completion credentials from both public and
private schools and among the youth and adult

correctional population; pass and fail rates of such
males on measures of the Virginia State
Assessment Program, and the number

participating in and on the waiting list for the
Literacy Incentive Program; and employment

statistics for African-American males.
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Table 8. Healtb Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: DatE

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Pu rpose Boards Member Composition Standing
II Advisory Commission on the Commission SBll25 Monitor operations of the Virginia Schools for the Depts. for the 10 members: 5 Del. and I Established 1997

Virginia Schools for the Deaf and Deafand the Blind and advise the Board of Visually citizen member appted by the

the Blind Education and submit recommendations to ensure Handicapped, Speaker; 3 Sen. and I citizen

the maintenance ofa high-quality and cost- Deafand Hard- member appted by P&E

effective program of study and a safe and of-Hearing,
nurturing residential environment. Education

12 Joint Legislative Audit and Commission 30-56 Carry out continuous legislative review and 14 members: 9 Del. appted by
Review Commission evaluation of the effectiveness and efficiency of Speaker ofwhich at least 5 are

state programs; make reports on findings and members of the House
recommendations to the Governor and General Appropriations Committee; 5

Assembly concerning economical. efficient Sen. appted by P&E ofwhich

agency operation. and amelioration ofagency at least 2 are members of the
services. and the elimination ofduplicated or Senate Finance Committee;

ineffective functions of state agencies. (Current Auditor of Public Accounts as
and recent health related studies include an ex officio member.
examination ofservices for mentally disabled
residents ofadult care residences. review of the
Comprehensive Services Act. review of the
ADAPT system automating delivery ofbenefit

services including Medicaid. and 8 review of
Medicaid Forecasting Methodology.)
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Poteotial
Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Pu rpose Boards Member Composition Standing
D Southeast Interstate Low-Level Compact 10.1-1500 Provide the instrument and framework for a Depts. of 2 members from each member Established Sept. 1O,

Radioactive Waste Management cooperative effort with the party states; provide Health, state appted by the respective 1982; may withdraw

Compact Commission sufficient facilities for the proper management of Environmental Governors. by enacting a law

low-level radioactive waste generated in the Quality, Mines, repealing the

region; promote the health and safety of the Minerals and compact.

region; limit the number of facilities required to Energy
effectively and efficiently manage low-level
radioactive waste generated ill the region;
encourage reduction of the amounts of low-level
waste generated in the region; encourage and
distribute costs, benefits, and obligations of
successful low-level radioactive waste

management equitably among party states.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Dah
Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill M issionlPu rpose Boards Member Composition Standing
1~ Southern States Energy Board Compact 2.1-337 Foster progress in peaceful uses of nuclear energy Dept. of Mines, 3 members: I appted by the May withdraw by

within industry, education, and medicine, and Minerals & Gov., 1 appted by P&E, 1 enacting a statute
plan interstate cooperation in the prevention and Energy appted by the Speaker. repealing the
control of incidents. compact & having

the Governor send
formal notice in
writing to the gOY. of

ea. other party state;
if any phrase, clause,
sentence or provision
of this compact or
supplementary
agreement is declarec

to be contrary to the
constitution ofany

participating state or
the United Slates
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Pu rpose Boards Member Composition Standing
15 Joint Subcommittee Studying the Subcommittee to HJR 31 (1988) Assess AIDS·related issues including: existing Depts,of 15 members: 1 member ea. Established 1988;

Issues, Policies and Programs House HWI, HJR 431 education programs and services to assist high- Health, DSS, from Sen. Committees on Continued 1989,

Relating to Infection with Human Courts of Justice, (1989) HJR risk groups for AIDS; state policies concerning DMAS, Education & Health, for Courts 1990,1991,1992,

Acquired Immunodeficiency Corp., Insurance, & 129 (1990) containment of the virus and care and treatment of Education of Justice, on Commerce & 1993, 1994

Syndrome Banking, HJR438 persons living with AIDS; advisability of criminal Labor, on Rehabilitation &

Education, & (I991)HJR statutes regarding the willful exposure of another Social Services, & on Finance

Appropriations and 247 (1992) to HIV by one so infected; efforts to prevent the appted by P&E; 2 members of

Senate Educ. & HJR 692 spread of AIDS, including education, testing and House Committee on Health,

Health, Courts of (1993)HJR isolation; voluntary and mandatory testing under Welfare & Institutions, and one

Justice, Corum. & 692 (1994) various circumstances; discrimination and member ea. of the House

Labor, Rehab. & confidentiality issues related to AIDS; public Committees for Courts of

Social Services, & education and child welfare issues relative to Justice, on Corp., Insurance &

Finance AIDS and AIDS-related illnesses; and health care Banking, on Education, & on

and coverage for people with AIDS. Appropriations appted by the

Speaker. One CA and 3 citizen

members, 1 with expertise in

research regarding infectious

diseases, 1 with expertise in the

care and treatment of AIDS

and 1 with expertise in medical

ethics, or an HlV-infected

citizen or a citizen living with

AIDS, to be appted by the

Governor. Commissioners of

Health, DSS, & DMHMRSAS;

Oir. of DMAS, DOC, & Div. of

Consolidated Laboratory

Services; & the Superintendent

of Public Instruction shall serve
~~ .
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
16 Blue Ribbon Commission on Commission SIR 155 Collaborate in developing, implementing and Depts. Of 15 members: 2 Sen. appted by Established 1994

School Health (1994) evaluating statewide comprehensive school health Health, P&E; 2 Del. appted by Speaker;

programs. Study & make recommendations on Education, t member ea. from Depts. of

all components of a comprehensive school health DMHMRSAS Education, Health, Youth &
program, including health education; health Family Services, & DMAS

services; healthful school environment; appted by the Governor. 2

parent/community involvement; counseling, members from the business

psychological & social services, nutrition sector, 2 reps from health care

services; physical education; & health promotion associations, 2 reps from local

for staff education associations, & I rep

from PTAs, all appted by the
Governor.

17 Joint Subcommittee to Study the Subcommittee to HJR 139 Examine the issue ofdeinstitutionalization and its DMHMRSAS 13 members: 4 Del. appted by Established 1994;

Effects of Deinstitutionalization House and Senate (1994) HJR effect on the patient and the locality. Speaker; 3 Sen. appted by Continued 1995

committees et al 549 (1995) P&E; Comm. ofDMHMRSAS;
I rep from CSB, 2 reps of
mental health patient interests
& 2 reps of local gov't interest,
all appted by the Governor.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Dan
Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
18 Joint Subcommittee Studying Subcommittee HJR 164 Study ways of funding early intervention services, Depts.ofRights II members: 5 Del. appted by Established 1990;

Early Intervention Services for (1990) HJR including expanding the use of Medicaid; ways of Virginians Speaker; 3 Sen. appted by Continued 1991,

Infants and Toddlers \\ ith 380 (1991) of increasing interagency participation in w/Disabil ities, P&E; 3 citizen members appted 1992,1993,1994,

oisabi lities HJR 187 establishing, providing and funding early DMAS, by the Governor. 1995,1996,1997;

(1992) lIJR intervention services; ways of reaching DMHMRSAS To submit findings

187 (1992) populations that are underserved because of and recommenda-

HJR 196 cultural diversity; impact of serving at-risk tions to the Gov. and

(1994) HJR children; remedies for shortages of personnel the 1999 session of

551 (1995) providing early intervention services. the General

HJR 581 Assembly
( 1997)
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Date

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
19 Commission on the Coordination Commission HJR 45 (1990) Review and determinemeasures and incentives Virginia Board 16 members: 5 Del. appted by Established 1990;

of the Delivery of Services to SJR 186 that provide for accountability and support for People with Speaker; 1 member ea. from Continued 1991.

Facilitate the Self-sufficiency and (1991) HJR coordinated services for persons with physical Disabilities, Sen. Committees on Education 1992, 1993. 1994

Support for Persons with Physical 257 (1992) and sensory disabilities; develop strategies for Depts. for & Health, on Rehabilitation and

and Sensory Disabilities in the HJR 429 optimum use of public and private fiscal Rights of Social Services. & on Finance

Commonwealth (1993) HJR resources and insurance; determine methods to Virginians wI appted by P&E; 1 member ea.

274(1994) address the gaps in eligibility criteria for services Disabilities, from the business community.

and the service delivery system that inhibit access Visually health insurance industry. and

to needed services and employment opportunities; Handicapped. health care industry, I educator

develop human resource models to facilitate Deaf and Hard- certified in special education. I

rehabilitation-oriented case man-agement and of-Hearing. licensed practicing physician

other professional support for persons with DRSDMAS with experience in emergency

physical and sensory disabilities; evaluate the medicine and trauma care or

need for and recommend strategies for research neurosurgery. 1 citizen at-large

and a system to provide post-acute and long-term all appted by the Gov.; Lt.

rehabilitation for traumatic injury and specified Gov.; I former Sen.

disability groups; identify and develop service representing the 25th Senatorial

delivery models to address the multi-faceted and District from January 1980

tong-term needs for treatment, community until December 1991. & the

support. transportation. housing, employment. job fonner chairman of the House

training, vocational and career counseling, and Committee on Health. Welfare

job placement services; and determine ways to & Institutions representing the

promote coordination. 76th House District from

January J970 until December

1991.
,
I
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Date
Executive Initiated; Sunset

Legislative Brancb Clause, or

# Title Classification Code or Bill Mission/Purpose Boards Member Composition Standing
20 Virginia Workers' Compensation Independent 65.2-200 Administer Workers' Compensation Act and 3 members elected by joint vote

Commission agency adjudicate cases thereunder; and have jurisdiction of both houses of the General
over accidental injury and occupational disease Assembly
arising out of and in the course ofemployment.



.n
o

Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential

Link to DURATION: Datf

Executive Initiated; Sunset

Legislative Branch Clause, or

# Title CJassification Code or Bill Mission/Purpose Boards Member Composition Standing

~l Commission on the Reduction of Commission SIR 108 Examine existing treatment resources in both Depts. Of 14 members: 2 Sen. appted by

Sexual Assault Victimization in (I992) SJR community and institutional environments for Corrections, P&E; 3 Del. appted by Speaker;

Virginia 277 (l993) juvenile sex offenders and in community-based DMHMRSAS rep from the Office of the Atty

SIR 56 (l 994) programs for young victims of sexual abuse. DJJ, DRS Gen.; Lt. Gov.; 3 citizen

Develop cost-effective methods for coordination members appted by the Gov.;

and expansion of treatment services; develop Secretaries ofHHR, Education,

strategies for the identification and education to & Public Safety and Executive

children who have been victims of sexual assault Secretary of the Supreme Court

or are ate risk of sexual victimization; review as ex-officio members.

research on sexual assault and abuse to determine
the relationship between childhood sexual
victimization and later sexual offender behavior
and develop strategies to prevent this behavior;

identify discrepancies in service and funding
needs and develop recommendations for
addressing these discrepancies through public and
private resources; study Virginia's sexual assault
laws and determine if they should be amended;
review the sexual assault laws ofother states and
federal laws.

SOURCES: Commonwealthof Virginia.Office of I e Secretaryof the Commonwealth. IQQf,.l ~Q7 Renort nfthp .'prrplnv of lhe ,to the t.ovl'mnr ~nA (:.. n .....1 A ........hl· of Viroinia (Richmond, VA: 1996).



Table 9. Summary Membership Profile
of Committees and Commissions

Composed of Legislators or Appointed by the Legislature

Number of Board Percentage of Total
Categories Members Board Members

Legislators 168 62%

Professionals 68 25%

Citizens 34 13%

Total 270 100%
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Table 10.
Major Health Issues Resulting for Medicaid Reforms

o Who is eligible to receive services

o Effect on Sl"T\'lCC providers

o When citizens seek services

o Determining community needs

D Citizen expectations with respect to service delivery

o Locus of service - state, regional, or local

o Preparation of professionals

Table 11.
Key Factors in Successful Health Planning

o Leadership across the executive and legislative branches ofgovernment

o Broad-based stakeholder involvement

D Availability of accessible and technically sound information

o Early and continuous involvement in the planning process

o Comprehensive planning body

o Using a public planning process
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Appendix 1.
Senate Joint Resolution 317
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HIH tracking - 1997 session http://legI.state.va.us/cgi-binJlegp504?971 +ful+SJ317ER

SENATE JOINT RESOLUTION NO. 317
Requesting the Secretary ofHealth and Human Resources, in cooperation with the Joint Commission on
Health Care, to review the various boards, advisory boards, commissions, committees and councils
identified by the Joint Commission on Health Care and recommend any appropriate revisions,
consolidations or restructuring ofthese entities.

Agreed to by the Senate, January 30, 1997
Agreed to by the House ofDelegates, February 13, 1997

WHEREAS, Senate Joint Resolution No. 104 of the 1996 Session of the General Assembly directed the
Joint Commission on Health Care to review and make recommendations concerning the
Commonwealth's numerous governmental, not-for-profit, and independent entities receiving state funds
or having responsibilities for health care policy or regulation; and

WHEREAS, the Joint Commission on Health Care identified 63 such entities receiving state funds or
having responsibility for health care policy or regulation, including various health care policy-setting
boards, advisory boards, commissions, committees, and councils; and

WHEREAS, the Joint Commission on Health Care found that there is little interaction among the
various boards, commissions, committees, and councils; and

WHEREAS, some of the existing entities meet very infrequently and some, such as the Virginia Health
Planning Board and the Psychiatric Advisory Board, have not met in several years and may no longer
need to be continued in their current capacity and structure; and

WHEREAS, there currently is no active entity within the Executive Branch of government with clear
authority for coordinating statewide health policy; and

WHEREAS, there may be opportunities for revising, consolidating, or restructuring these entities; and

WHEREAS, most of the existing entities fall within the Secretariat ofHealth and Human Resources;
now, therefore, be it

RESOLVED by the Senate, the House of Delegates concurring, That the Secretary of Health and Human
Resources, in cooperation with the Joint Commission on Health Care, be requested to review the various
boards, advisory boards, commissions, committees, and councils identified by the Joint Commission on
Health Care and recommend any appropriate revisions, consolidations, or restructuring of these entities.

The Secretary shall submit his findings and recommendations to the Governor and the Joint Commission
on Health Care by October 15, 1997, and to the 1998 Session of the General Assembly as provided in
the procedures of the Division of Legislative Automated Systems for the processing of legislative
documents.

f( Go to (General Assemblv Home)
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Appendix 2.

Letter from Robert C. Metcalf, Secretary of Health and Human Resources, to
Senator Stanley C. Walker, Chairman of the Joint Commission on Health Care

October 22, 1996
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Robert C. Metcali
~ 01Health And Human R~Utces

COMMONWEALTH of VIRGINIA
Office of the Governor

George Allen
Governor

October 22, 1996

The Honorable Stanley C. Walker
Chairman, Joint Commission on Health Care
General Assembly Building
Capitol Square
Richmond, VA 23219

Dear Senator Walker:

This letter is in response to the recent staff report on SJR 104, Study ofthe Various
Entities Receiving State Funds or Having Responsibilities ofHealth Care Policy and
Regulations. As you know, this study in its initial phase focuses on the potential
overlapping missions of boards, commissions, committees and councils (boards). The
resolution directs the Joint Commission on Health Care to conduct its studies "in
consultation with the Secretary of Health and Human Resources." I will begin with a few
general observations on the staff report before making specific comments on its policy
options.

Boards are crucial to governance in this Administration because these supervisory,
policy, and advisory boards provide opportunities for citizen and professional
involvement in state government. Moreover, they serve to decentralize decision making,
extending the opportunity to influence the Commonwealth's laws and policies tothe local
and community level. To assure that citizen and professional involvement leads to
meaningful action, the Administration continually reviews the necessity and effectiveness
of each board. I am not surprised that a principal finding in the staff report cited the
current number, structure, missions, and functions of the respective boards, as
appropriate. This Administration has, from time to time, sought to eliminate boards when
it judged. after careful consideration, a board to be unnecessary, redundant in function, or
ineffective in some manner. In fact, Executive Order Number One (94) charged the
Governor's Commission on Government Reform to review all state agencies, programs
and activities, including boards and commissions, to determine those that best serve the
needs of Virginians and to abolish or consolidate those boards that were unnecessary or
duplicative.
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There is an adequate level of Administration leadership in this area, though I am
sure that we can still do more to enhance citizen and professional involvement in
government. Increased efforts to promote collaborative initiatives to improve the health
of citizens of Commonwealth, for example, need to be explored. This would be in
keeping with the report's finding that there was relatively little interaction among the
various boards. No doubt, this is largely attributable to the specific mission that many of
these boards have. Another reason why there is little interaction between these boards
may stem from the absence of such instruction in the enabling legislation. I can easily
imagine how these two factors could converge to contribute to the lack of interaction
among these boards. However, I would caution that if these boards become preoccupied
with interacting among themselves they could fail to perform their principal statutory
obligation.

Bearing in mind these general observations, I will turn now to specific comments
on the policy options identified in the report.

Option I: Take No Action.

HHR has no response to option one at this time.

Option II: Introduce a Study Resolution Directing the Secretary of Health and
Human Resources to Review the Inventory of Boards, Commissions,
and Councils Presented in this Issue Brief, and Recommend to the
Governor, the Joint Commission on Health Care and the General
Assem bly Any Appropriate Revisions, Consolidations or Re
structuring of these Entities. The Study Also Could Include a Review
of the Various Agencies within the Health and Human Resources
Secretaria t.

We support this option. The Secretariat's agency heads have reviewed, and will
continue to review, the functioning of the boards affecting their agency. All agency heads
in this Secretariat meet bi-weekly. To assure better interaction among these boards, the
agency heads will discuss how we as a Secretariat can enhance collaboration across the
agencies . To faci litate improved interaction among the boards that fall under a single
agency, I plan to ask the board most responsible for health policy of the entire agency
(e.g. the Board of Health at the Department of Health, and the Board of Medical
Assistance Services at the Department of Medical Assistance Services) to take the
leadership in reviewing the mission and activities with the respective health related
boards within the Secretariat. In light of the fact that we will continue to pursue this
effort. I suggest that the]oint Commission on Health Care work in conjunction with the
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Secretary of Health and Human Resources to study the current health policy boards and
develop recommendations for the Governor and the 1998 General Assembly.

Option Ill: Introduce a Resolution Directing the Secretary of Health and Human
Resources to: (I) Re-convene the Virginia Health Planning Board; (ii)
Assess the Continued Need for the Board; and (iii) Report to the
Governor, the Joint Commission on Health Care and the General
Assembly Whether the Board should be Continued or Eliminated.

The last meeting of the Virginia Health Planning Board was held in November,
1991. Apparently, Governor Wilder's Secretary of Health and Human Resources,
Howard Cullum, did not see the necessity for further meetings of the Virginia Health
PlanningBoard.

Because of the duty to protect the "safety net" of health and social services for
vulnerable citizens in the Commonwealth, I have continued with this Administration's
precedent of overseeing important health policy issues primarily through boards such as
the Board of Medical Assistance Services, State Board ofHealth, State Mental Health,
Mental Retardation and Substance Abuse Services Board, the Board of Rehabilitative
Services, and others, as well as the their respective agency staff I would add the
Governor's Maternal and Child Health Council (MCHC) as another entity with focus on a
critical population. The MCHC, in concert with these agencies' boards, continues to
have a vital role in guiding activities that are critical to coordinating welfare reform and
health care. As the staff report presented, both Joe Teefey, Director of the Department of
Medical Assistance Services and Dr. Randy Gordon, Commissioner, Virginia Department
of Health. are satisfied with the existing structure and functions for health policy
development without input from the Virginia Health Planning Board. Furthermore, the
functions of the Virginia Health Planning Board are covered by the work of the State
Board of Health, Rezional Health Systems Azencies, the Office of Health Facilities

~ . ~

Regulation which includes the Division of COPN, and vestiges of a health policy function
in \'1)H. including a focus on primary care. Thus, activating the Virginia Health
Planning Board may be duplicative of existing boards.

Finally, I look to the Virginia Department of Health and the Department of
Medica! Assistance Services as the principal health policy development bodies in the
Secretariat. I believe it is an important core function of public health to exert leadership
for health policy development in this Administration both at the state level and at the

community level through the local health departments, primarily in the areas of quality of
services and primary care access. Without relevant information from the Secretariat's
efforts to continually review the function of the health policy boards. any specifie action
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with respect to re-convening the Virginia Health Planning Board would be premature at
, this time.

Option IV: Introduce Legislation to Eliminate the Virginia Health Planning Board.

HHR has no response to option four at this time.

Option V: Endorse and Support the Department of Medical Assistance Services'
Efforts to Re-structure the Advisory Committee on Medicare And
Medicaid.

The Department ofMedical Assistance Services has proposed legislation to
eliminate the Advisory Board on Medicare and Medicaid by consolidating its
responsibilities with those of the Board ofMedical Assistance Services. The proposal
also recommends a membership change in the Board of Medical Assistance Services to
accommodate federal regulations. As a possible alternative, the proposal contains a
provision to reduce the size of the Advisory Board on Medicare and Medicaid from 21 to
11 members, and would remove all references to Medicare within its enabling legislation.

I wouJd certainly appreciate the support of the Commission for actions that the
Department ofMedical Assistance Services determines to be appropriate for this advisory
board.

Thank you for the opportunity to comment on this study. I trust that my counsel
will be helpful to your final deliberations.

Sincerely,

cc: Agency Heads
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Appendix 3. Agency Contacts in the Commonwealth of Virginia

Board for People with Disabilities
Barbara Ettner

Department for the Aging
Thelma Bland
Bob Knox

Department for the Deaf and Hard of Hearing
Leslie Hutchison

Department for the Visually Handicapped
Bill Pega

Department of Education
Douglas Cox
Lissa Power-Defur
Fran Meyer

Department of Health
Paul Matthias
Gary Brown
Nancy Bullock
Jim Thompson
Marcella Fierro
Casey Riley
Elaine Martin
Kathy Hafford
Barbara Bingham
Eileen Malec

Department of Health Professions
Bob Nebiker

Department of Medical Assistance Services
Roberta Jonas

Department of Mental Health, Mental Retardation and Substance Abuse Services
Martha Mead
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Appendix 3. Agency Contacts in the Commonwealth of Virginia (continued)

Department of Rehabilitative Services
Kathy Hayfield
Ken Knorr

Joint Commission on Health Care
Patrick Finnerty

Secretary of Health and Human Resources
Jeff Wilson

Department for the Rights of Virginians with Disabilities
Ava Thomas
Heidi Lawyer

Bureau of Insurance
Raquel Pino-Moreno

Department of Social Service
Larry Mason
Terry Smith
Leslie Anderson

Department of Professional and Occupational Regulation
David Dick

Department of Personnel and Training
Carol Ray
Margaret Cashion-Hudson

Department of Labor and Industry
John Crisanti
Patti Bell

State Executive Council for At-Risk Youth and Families
Allan Saunders

Department of Motor Vehicles
Millicent Ford

Virginia Birth-Related Neurological Injury Compensation Program
Elinor Pyles
Lisa Antis
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Appendix 4.

Memo from Robert C. Metcalf, Secretary of Health and Human Resources, to
Agencies About Senate Joint Resolution 317, July 9, 1997
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Robert C. Metcalf
Secretary of Health and Human Resources

July 9, 1997

COMMONWEALTH of VIRGINIA
Office of the Governor

George Allen
Governor

MEMORANDUM

TO: Department for the Aging
Department for the Rights of Virginians with Disabilities
Virginia Department for the Deaf and Hard of Hearing
Department ofEducation
Virginia Department of Health
Department of Health Professions
Bureau of Insurance
Department of Medical Assistance Services
Department of Mental Health, Mental Retardation, and Substance Abuse Services
Department of Personnel and Training
Department of Professional and Occupational Regulations
Department of Rehabilitative Services
Department of Social Services
Department for the Visually Handicapped
Virginia Board for People with Disabilities

FROl\'I: Robert C. Metcalf G?C ~v\.

SUBJECT: Senate Joint ResolutjoD 117 - Study of Health C~l[e-ReI3ted Boards

Senate Joint Resolution 317 (1997) requests the Secretary of Health and Human
Resources, in conjunction with the Joint Commission on Health Care (JCHC) to review the
various boards, advisory boards, commissions, committees, and councils identified by the JCHC
and reconunend any appropriate revisions, consolidations, or restructuring of these entities. The
organizations identified by the JCHC are discussed in Appendix B of Senate Document No.8
(1997), which is attached.

I have designated the Department of Medical Assistance Services (D~t-\S) as the lead
acencv to coordinate this studv. Di'vi-\S will be workinz with the Colleze of \VilIi3lTl and Marv' s- .., ~ - - '

Center for the Public Policy Research (CPPR) in the Thomas Jefferson Program in Public Policy
to report any findings and recommendations to me.
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To assist in this effort, please transmit to DMAS by Friday, July 11, the names of the lead
staffperson within your agency for this project. This will be the person with whom DMAS and
CPPRwill coordinate directly. In addition, please update Appendix B of Senate Document No.
g with any revision, additions, or deletions by Friday, July 18. Also, please indicate any current
activities regarding changes to the roles, responsibilities, functions or duties of the boards as
appropriate. Please include any recommendations you might have regarding each board and any
individuals or organizations that might have particular interest in your recommendations.

The policy analyst at DMt\S responsible for coordination of this project is Bobbie Jo
Jonas. Any questions regarding this study can be directed to her at 371·8854 or Jeff Wilson in
this office at 786-7765.

cc: Secretary Beverly Sgro
Secretary Robert Skunda
Secretary Michael Thomas
Pat Finnerty, JCHC
David Finifter, Ph.D., Director, CPPR

Enclosures

_.
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Appendix 5.

Responses from Agency Contacts to Update the Board Inventory
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FAX NO, 80466291 i4 P.01

COMMON",VEALTI-Iof VIRGINIA
Department of Health Professions

John W. Hasty
DlrOC!or

July 18,1997

6606 We~l 8road Street. Fourth ~Ioor

Richmond, Virginia 23230-111 7
(804) SCS2·9900

FAX (804) 662·9943
TOt' (80.4) 662-7197

~lE1\'IORANDUM

TO:

FROM:

SUBJECT:

Bobbie Jo Jonas

Robert A. Nebiker .\
Senior Deputy Directo~
SJR 3 ]7 (1997)

Please find attached an update to Appendix B, pages 7-12, dealing with
boards and committees affiliated with the Department of Health Professions.
Especially note that three have been added. The Boards of Dentistry and
Rehabilitation Providers were omitted from the previous report. The "Intervention
Program Committee" was added by Chapter 439 of the 1997 Acts of Assembly.

We continue to believe that elimination of the Psychiatric Advisory Board
specified in § 54.1-2924 is appropriate.

Do not hesitate to contact me if you have any questions.

cc: John W, Hasty
Jeff Wilson
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BACKGROUND PAPER FROM
THE DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

Explaining the Department's Recommendations for
Eliminating the Advisory Board on Medicare and Medicaid
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BACKGROUND PAPER

Topic: Advisory Board on Medicare and Medicaid and the State
Board of Medical Assistance Services.

Origin: Federal regulation at 42 CFR 431.12 requires the State
Plan for Medical Assistance Services to provide for a Medical
Care Advisory Committee. This section was adopted in the 1970's
for the purpose of establishing a committee to advise the
Medicaid agency director about health and medical care services.
At the time this regulation was ad op t ed , Medicaid agencies were
primarily organizational units under other state departments,
mainly under state departments of social services or health. The
requirement for a medical care advisory commi ttee to advise the
Medicaid agency director about health and medical care services
was necessary at that time since most Medicaid agencies were not
independent agencies and as such did not have policy boards
and/or advisory committees charged with focusing on
Medicaid-related issues.

To meet the requirement of federal regulation, Chapter 711 of
the 1979 Virginia Acts of Assembly established the Advisory
Committee on Medicare and Medicaid for the purpose of advising
the Governor on responsibilities of the Commonwealth under Titles
XVIII and XIX of the Uni ted States Social Securi ty Act and of
assisting the Board and the Commissioner of Health in developing
the plan and method of administration for the medical assistance
program. The committee consisted of no more than twenty one
persons. The State Health Commissioner. the Commissioner of
Mental Health and Mental Retardation and the Director of the
Department of Welfare were designated to serve as ex-officio
members and the Governor appointed the remaining members of the
committee from nominations submitted by specified organizations.

Since the 1970 1 s numerous changes have occurred in the
organizational structure of Medicaid agencies and several states
have established independent agencies and boards charged with the
responsibility for preparing, amending, submitting and
administering a state plan for medical assistance services
pursuant to Ti tIe XIX of the Uni ted States Social Securi ty Act.
Virginia established an independent Medicaid agency on March It
1985 when administration of Medicaid was separated from the
Department of Health and the Department and Board of Medical
Assistance Services were created by statute. Also in 1985, the
Advisorv Committee on Medicare and Medicaid was continued as the
Advisory Board on Medicare and Medicaid to advise the Governor on
the Commonwealth's responsibilities under Titles ~lII1 and XIX of
the Social Security Act and for assisting the Board and Director
of Medical Assistance Ser7ices in developing the plan and method
of administration for the medical assistance services program.
The Director of Medical Assistance Services ~as added as a
des:g~ate~ ex cff:c:o member of the Advisory Board.
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The Board of Medical Assistance Services is a policy board,
and authorized to prepare, amend from time to time and submit to
the Secretary of the United States Department of Health and Human
Services a state plan for medical assistance services pursuant to
Title XIX of the United States Social Security Act. The primary
purpose of the Board is to ensure that the categorically and
medically needy citizens of the Commonwealth have financial
access to a cost effective, comprehensive health care delivery
system. By statute, the Board is required to work cooperatively
with the Board of Health to ensure that quality patient care is
provided. The Board is composed of eleven residents of the
Commonwealth, five of whom are health care providers and six of
whom are not, and all are appointed by the Governor for terms of
four years; no member is eligible to serve more than two
consecutive full terms. The Director of the Department of
Medical Assistance Services is the execut:ie officer of the Board
but not a member thereof.

Situation: Since the establishment of the Board of Medical
Assistance Services in 1985, the charges of the medical care
advisory committee as specified in 42 CFR 431.12 have been
subsumed by the Board of Medical Assistance Services and the
Advisory Board on Medicare and Medicaid has been nonfunc t i ona "
given its duplicative role. The Board of Medical Assistanc
Services meets the regulatory requirements for a medical care
advisory committee as specified in 42 CFR 431.12 (attachment)
except for (i) the requi rement for representation of consumers'
groups, inclUding Medicaid recipients as specified in §43l.12
(d)(2) and (ii) the requirement that the director of the public
welfare department or public health department, whichever does
not head the Medicaid agency, serve as a member of the committee
as specified in §431.12 (d)(3). Fu r t he rmor e , since Medicare is
completely administered and funded by the federal government,
there is no direct role for the Advisor? Board en Medicare and
Medicaid with regard to Title XVIII. ~

In order to comply with federal regulation, the membership of
the Board of Medical Assistance Services wou l d need to include
members of consumers I groups, i nc Lud i ng Medicaid recipients and
representation by ei t he r the Commiss i on e r of the Department of
Social Services or the Commissioner of Health.

I n ace 0 r danc e w i t; h 53 2 . l - J 2 <4- 0') f : he':: 0 d e r;= ):. r g :. :1 i a I the
Boa r d consists of e l e ve n r e s i den t s ()f the COIrW1oTI Y..l e a l t h , f i v e of
whom are health care Dro';ide:s a~d six of ~hom are not. There is
nothing in the statut~ ~hich would preclude t~e ~ppoint~ent of a
consumer reDresentative to the Boa:d ~3 a ~on health care
provider. -

At oresent, there are no vacancies O~ ~he eleve~ member 30arG
of Medical Assistance Services; howeve r . the :er;:n of one of the
health care p:oviders IS scheduled to ex?::e ~~ March 7. 1992 and

78



Page 3

two of the non-providers' terms are scheduled to expire on
February 28, 1992 and March 7, 1992, respectively.

In order for the composition of the Board of Medical
Assistance Services to comply with federal regulation, the
following options are available:

1. A consumer representative could be appointed to fill the
next non-provider vacancy on the Board (two such terms are
scheduled to expi re in the next several months, on February 28
and March 7, 1992) and the Commissioner of Health could be
appointed as an ex officio member of the Board. Legislative
action would not be required to alter the number of voting
members serving on the Board; however, §32.1-324 would need to be
amended to specify that the State Health Commissioner shall serve
as an ex officio member. It is recommended that the Commissioner
of Health rather than the Commissioner of Social Services be
appointed as a member since by statute (Va. Code §32.1-325) the
Board is required to work cooperatively with the State Board of
Heal th to ensure that quali ty pat i ent care is provi ded . This
option would ensure complia~ce with federal regulation and would
not alter the existing balance of provider/non-provider voting
members on the Board. Legislati ve action would be required to
repeal §32.1-328, the Advisory Board on Medicare and Medicaid.

2. A consumer representative could be appointed to fill the
next non-provider vacancy on the Board (two such terms are
scheduled to expire in the next several months, on February 28
and March 7, 1992) and the Commissioner of Health could be
appointed to fill the next health care provider vacancy on the
Board (the next such term is scheduled to expire on March 7 >

1992). It is recommended that the Commissioner of Health rather
than the Commissioner of Social Services be appointed as a member
since by statute (Va. Code §32.1-325) the Board is required to
work cooperatively with the State Board of Health to ensure that
quality patient care is provided. Legislative action would not
be required to amend the composition of the Board's membership;
however, the provider communi ty may feel that they would lose
representation on the Board if a state agency head (Commissioner
of Health) served as a provider representative. Legislative
action would be required to repeal §32.1-328, the Advisory Board
on Medicare and Medicaid.

3. Legislation could be enacted to expand the membership of
the Board to allow for the appointment of a consumer
representative and for the appointment of the Commissioner of
Health or the Commissioner of Social Services. If this option is
selected I it is recommended that the membe r s h i o of the Board be
expanded from 11 to 13 residents of the Commonwealth and that one
of the new members be designated by statute to represent
consumers I groups, including Medicaid recipients, and that the
other representative be either the Commissioner of Health or
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Social Services. Legislation would also be required to repeal
§ 32.1-328 t the Advisory Board on Medicare and Medicaid.

Objective: To eliminate duplicative functions of two State
Boards and ensure compliance with federal regulation.

Approach: In order to satisfy the requirement of 42 CFR 431.12
for a medical care advisory committee, the Department of Medical
Assistance Services recommends that the membership of the Board
of Medical Assistance Services include a representative of
consumers' groups with such representative being appointed at the
next available opportunity for appointment of a non-provider
representative. It is further recommended that legislation be
enacted to amend §32.1-324 of the Code of Virginia to designate
the State Health Commissioner an ex officio member of the Board
and that §32.l-328 of the Code of Virginia relating to the
Advisory Board on Medicare and Medicaid be repealed.

Outcome: Elimination of duplicati ve functions; reduction in the
number of State Boards; and ensured compliance with federal
regulation related to the State Plan for Medical Assistance.

Resources Requirements: None

REFERENCES =

1. 42 CFR 431.12 Medical care advisory committee.

2. Letters to and from Christine Nye, Director. Medicaid
Bureau. Department of Health & Human Services.

3. Section 32.1-324. Board of Medical Assistance Services.

4. Section 32.1-328, Advisory Board on Medicare and Medicaid.

REVIEWED/AUTHORIZATION TO COMMENCE:

____________________Date:

____________________Date:
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____________________Date:
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RANDOLPH l. GORDON. M.D.. M.P.H.

COMMISSIONER

iVlEMQRt\.NDUM

Department of Health
POBOX 2448

RICHMOND, VA 23218 TDO 1-800-828-"20

TO: The Honorable Robert C. Metcalf
Secretary of Health and Human Resources

FROL\-I: Randolph L. Gordon, M.D., IYLP.H. :\/~~
State Health Commissioner \-- C)'J/

'y\ /
DATE: July 18, 1997

SUBJECT: Senate Joint Resolution 317 - Study of Health Care-Related Boards

In response to your memorandum of July 9, 1997, on the above referenced subject, I have
attached an updated portion of Appendix B as it relates to those boards, commissions, committees
and councils affiliated with the State Department ofHeaIth. Changes made to the original
document which accompanied your correspondence appear in bold on this attachment. You will
note that there is one additional entity, the Commonwealth Neurotrauma Initiative Advisory
Board, that appears at the end of the chart; this body was created by the 1997 General Assembly.

With regard to recommendations and background information pertaining to several of
these bodies, I offer the following:

Regional EivfS Councils

Section 32.1-111.11 of the Code establishes Regional EMS Councils. This section was
amended in 1990 and requires the Board of Health to promulgate regulations that include but are
not limited to, requirements to ensure accountability of public funds, criteria for matching funds
and performance standards. Unfortunately, no action has been taken on this statute until recently.
The law also requires the Board of Health to designate regional EIY1S councils, which it first did in
1980 The 1990 amendments require a designation process. application and review every three
years The Office of E0.-fS (OEl\lS) has developed draft regulations. a Designation
Process/Manual and performance standards. £t is anticipated that a pre-NOfRA. will be filed
within the next 60 days.

OE:\IS strongly recommends the adoption of regulations as required by the Code. It also
recommends a review of current designated regional councils and restructuring as appropriate.
Included in the review should be alternatives for realignment of service areas. staffing and



The Honorable Robert C. Metcalf
July 18. 1997
Page 2

contractual requirements between OEivlS and the regional councils, and an analysis of the State
positions (FTEs) needed to comply with the established performance standards. OEivfS believes
that information from such a review could enable it to improve the efficiency and efficacy of its
operations as they pertain to the regional EMS councils.

Virginia Health Planning Board

Arguments can be made for or against reactivating the Virginia Health Planning Board,
however, 1 believe it should be an issue for the next governor to decide since he appoints the
members and it is a panel whose authority transcends anyone agency.

Home Care Servlces AdvlSOry COrrunlttee

Given the fact that this body has not met for a decade, its abolishment would be no.great
loss. Functions that it might be expected to have are being addressed by the Virginia Association
for Home Care.

Human Research Review Committees

There have been no changes to the mandated roles, responsibilities, functions or duties of
the Human Research Review Committees. No revisions, consolidations, or restructuring of these
committees is recommended at this time. It is believed that health departments, nursing homes and
most hospitals do not normally or presently conduct human research. Those hospitals conducting
human research are the medical centers, which are exempt from Section 32.1-162.19 of the Code
of Virginia since they follow the federal regulations for human research. Therefore, in practice,
the existing Code provisions and related regulations have had no impact on regulated entities.
Nonetheless. it is recommended that they be maintained to ensure protection of the rights and
welfare of human research participants should research be initiated in the future.

This recommendation is not based on a recent assessment of Human Research Review
Committees; it is based on the review of the Regulations for the Conduct of Human Research
conducted in May, 1995 pursuant to Executive Order 15 The following individuals were
involved in this review: Susan Ward, Vice President. Virginia Hospital and Healthcare
Association (804-747-8600), Marcia Easterling, Administrator, Elizabeth Adam Crump Manor
Nursing Home (804-67:2-8725), Karen Head. Critical Care Coordinator. Office of Emergency
Services. Department of Health (371-3500), Joshua Lipsman. \1D, District Director, Alexandria
Health District (703-838-4872), and Rosanne Kolesar. Acting Executive Advisor, Department of
Health (804-786-201 I). Prior to finalizing a recommendation relative to Human Research
Review Committees. this group should be reconvened and a review conducted.
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The Honorable Robert C. Metcalf
July 18, 1991
Page 3

It is our position that the remaining entities on the list are viable ones and we do not have
any additional recommendations regarding them at this time.

Please feel free to contact my office if we may provide any further information or
clarification relative to this effort.

Attachment
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APPENDIX B

HEALTH CARE-RELATED BOARDS.
COrvHvllSSIONS. COMMITTEES. AND COUNCILS ESTABLISHED BY LAW

Ag~ncy Atliliation Department of Health

ENTITY CODE ttnsslONIPURPOSE HOF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEl\1. ArmlORITY

130arJof IIcalth §J2.I·S Provide leadership in health II Medical Society of Virginia (2); Governor 4/yr.
planning and policy Virginia Pharmaceutical Assoc. (I );
development for the Stale Denial Association (I);
Conunouweulth and DOl I; Virginia Nurses' Association (1);
implement a coordinated Virginia Veterinary Medical Assoc. (I);
prevention-oriented Local Government (I);
program that promotes ami Hospital Industry (1);
protects the health of all Nursing I lame Industry (I);
Virginians. Consumers (2).

State I.mcrgcncy §32.1-1111O Advise the Board of I Icalth, 24 I each: Virginia Municipal League and Governor ~"Iyr.

Medical Services and review Bud make Virginia Associationof Counties; Numerous
AI.h'i~oIY Board rccomrnendarions 00 th~ medical/emergency/ nursing associations; I

Statewide EMS Plan consumer.

Regiollall~1\.-1S ~321-111.11 Receive and disburse public Not Local government, fire protection, law Ooard of IIealth Varies
Councils fuuds; develop ami speci- enforcement, EMS agencies, hospitals, designates Regional among the 8

uuplcrncnt regional Etv1S fiC{j physicians, emergency nurses. EMS Councils regional
delivery system technicians, mental health and other EMS

appropriate medical professionals councils
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APPENDIX B

HEALTH CARE-RELATED HOARDS.
COMMISSIONS, CO?vfMITTEES, AND COUNCILS ESTABLISHED BY LAW

A~ency AtlllialioI\ Department of Health

ENTITY CODE MISSIONIPURPOSE #OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. AUTHORITY'

Fiuancial §32.1-llI.12.01 Administer the Rescue 6 Representatives of regionsencompassedby State EMS Advisory 6/)'T"
Assistance and Squad Assistance Fund, Regional EMS Councils Goard
Review review grant applications
Committee and make rccommendatious

for funding

VirginiaI kallh §J2.1-122.02 Supervises and provides 18 8 consumers; Governor lias not met
Planning Board leadership for the slate 4 providers; in several

health planning system; Commissionerof Health", years
provides technical expertise Commissionerof DMIMRSAS~
in developing stale policy; Director, Department for the Aging;
makes recommendationson Director, DMAS~
health policy, legislation, Commissionerof Social Services;
resource allocation,and Secretary of Heahh and Iluman Resources
statewide data collection for (serves as cbairman).
health care manpower
distribution and for
mortality and morbidity
rates; promulgates
regulations as necessary
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APPENDIX B

HEALTH CARE-ltELATED BOARDS.
COMMISSIONS. COMMITTEES. AND COUNCILS ESTABLISHED BY LAW

Agency AfliliatiQn Department of Health

ENTITY CODE l\USSIONIPURPOSE NOF MEMBER COl\fPOSITION APPOINTMENT l\IEETINGS
AUTHOIUTY MErt-1. AUTHORITY

Regioual Ikaltb §32 )·1220) Assist Health Planning ~30 Consumers, providers, a director of local Stale Ilcalth Planning Varies

Planning Board conduct data health department/director of social services Board establishes among the 5
Agl;ll~ics/1 ~UjJl lis collection and rcscarch: department, CSB, Area Agencyon Aging, procedures for regional

pl~pare reports; conduct health care insurers, local government, appointments boards from
needs assessments; identify business representative, academic community. -I-12/yr.
gaps III services; review Majority must be consumers.
Certificate of Public Need
applicalions

Horne Care §321-16214 Advise and make 10 4 representatives of borne care organizations; Commissioner of Has not met
Services rccouunendations to the 2 citizens; Ilealth in 10 yean
AJ"\:-;l)IY Board of Heulth 00 I representative each from DSS. Department

Conuniucc implementation and for the Aging, DMAS, and DRS.
administration of laws
pertaining 10 home hculth
SI:IYI~~S

l luman Research §32.I - I (;2. I \) Eusurc competent, Not Representatives of varied backgrounds Each institution Unknown
Review complete and profcssioual Speci- conducting human
COIIJJIlill,.;..:~ review of human research fied research

activities of institutions
conducting human research
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APPENDIX B

HEALTH CARE-RELATED BOARDS)
COMMISSIONS) COMMITTEES) AND COUNCILS ESTABLISHED BY LAW

Agency Atliljatioll Department of Health

ENTITY CODE MISSIONIPURPOSE NOF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTIIORITY rtIEM. AUTHORITY

Ileuiophilia §32.1-H9 Consult with the Board of 7 I each: hospitals, medical schools, blood Governor ~ llyr.
Advisory Board Health in establishing and banks, volunteer agencies interested in

administering a program for hemophilia, local public health agencies,
can: and treatment of medical specialists in hemophilia, and the
persons with hemophilia general public
and related diseases who
arc unable 10 pay entire cost
of services despite
existence of insurance

State I kahb §32.1-166. I Hear all administrative 7 Persons with various backgrounds in soil Governor. subject to 81)T.
Department appeals of denials of onsitc analysis and sewage treatment confirmation by
s~\\ age Haudling sewage disposal system General Assembly
and Disposal permits; make
Appeal Review reconuncndations for
Board alternative solutions in

denial of permit
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APPENDIX B

HEALTH CARE-RELATED BOARDS,
COc\·HvllSS10NS, COr-v1r-vllTTEES, AND COUNCILS ESTAllLISHED BY LAW

A~ency AtTiJiation Department of Health

ENTITY CODE l\USSIONfPURPOSE #OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. AUTHORITY

Virginia §32.1-80 Evaluate scientific data to 12 4 physicians; Governor Every 3
Voluntary determine which generic 2 pharmacists; months or
Forruuiary Board drugs are interchangeable 1 biopharmaceuust; upon call of 2

with brand-name drugs 1dentist; officers or the
(approved products an; Chairman of Pharmacology at VCU; Commiss-
included in formulary); Administrator of Consumer Affairs, Dept. Of ioner of
make formulary available 10 Agriculture and Consumer Affairs; llealth
providers of health care and I member of the public
others; disseminate Attorney General (ex officio)
information to encourage
appropriate usc
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APPENPIX n

IlEALTH CARE-RELATED I30ARDS,
CO~1tvllSSIONS,COMtvflTTEES, AND COUNCILS ESTABLISHED BY LAW

A~t;IH':Y Atrlliatiol1_ Department ofllealth

ENTITY CODE MISSION/PURPOSE #OF l\tEMBER COMPOSITION APPOINTMENT MEETINGS
AUTJIORITY MEI\1. AUTHORITY

Stull; Child 932 l-~X\J Develop and implement 16 Commissioner of DMIIMRSAS; Governor 6Jyr.
Fatality l(CYI\.:w procedures 10 ensure thaI Director of Child Protective Services, DSS; Addition,,1
'lcam child deaths in Virginia are Superintendent if Public Instruction; meetings as

analyzed in a systematic State Registrar of Vita) R~flJS; needed
WIi)'; recommend Director, Department of Criminal Justice
prevention. education and Services;
training programs I each: local law enforcement, local fire

departments, local departments of social
services, Medical Society of Virginia, Virginia
College of Emergency Physicians. Virginia
Pcdiauic Society, ViJgiuili SillS Alliance.
local emergency medical personnel,
Commonwealth's attomeys, Community
Service Boards. Chid Medical Examiner is
chairman.

AIDS Advisory ~32 I ~ II I Assist in the development 3-5 Experts in the delivery of services to persons Board of Health As needed
130ard of criteria for awarding with AIDS and AIDS education

AIDS education grants

NIII:>iug ~2J-35~ Awards nursing 8 .. deans or directors of schools of nursing; Board of Health 1-2!}T.
SdlObrships scholarships for 2 past nursing scholarship recipients;
Ad\bUI)' uudcrgruduatc and graduate 2 persons with experience in ndminisuatiou of
CO!lllJl illl.:": nursing students in student financial aid programs

conjunction with the Board
of l lcalih
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APPENDIX B

IlEALTH CARE-RELATED BOARDS,
COl\1MISSlONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

:\~ency AtTilliuW!L Department of llealth

ENTiTY CODE l\l1SSION/PlJRPOSE #OF l\IEl\tBER COMPOSITION APPOINTMENT MEETINGS
AUTIIORITY MEM. AUTHORITY

Virgiuia §J2.1-2lJ7.1 Conduct educational and 18 1 each from Bone Marrow Each purticipaung ~/yr.

Transplant informationul activities as Transplantatlon Program !I at MCV entity
COIUll.:l1 lhl:y J ~Iatt: 10 organ and Hospitals, Virginia Blood Services, and

tissue procurement and UVA Medical Center;
transplautation Carolina Organ Procurement Agency;

INOVA Fairfax Hospital;
Henrico Doctors" Hospital;
Lifenet;
Life Resources Regional Donor Center;
Lions' Medical Eye Bank and Research
Center of Eastern Virginia;
MCV lIospitals;
Old Dominion Eye Bank;
Roanoke Memoriaillospitab;
Sentara Norfolk General Hospital;
South-Eastern Organ Procurement
Foundation;
UVA Health Science, Center;
Virginia Hospital and Healthcare
Association;
Virginia '5 Organ Procurement Agency
Washington Regional Transplant
Consortium
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APPENDIX B

I lEALTH CARE-RELATED BOARDS.
COMMISSIONS. COMMITTEES. AND COUNCILS ESTABLISHED BY LAW

Agency Afliliation Department of Health

,MEMBERCOMPOSITION APPOINTMENT'
" \ I

ENTITY CODE l\-IISSIONIPU RPOSE NOF MEETINGS
AUTHORITY MEM.

' .

AUTHORlTY
. l,:

,

Commonwealth §§ 2.]-1.6 and Prevent traumatic spinal 7 1 llcensed practitioner wi braln or spinal Governor Unknown
Neurotrauma 32.1-73.1 cord or brain Injuries and cord experience; 1 practitioner licensed by
Inlriatlve through 32.1- Improve treatment and health regulatory board wi brain or spinal
A.hi~ory Board 73,., care of Virginians with cord injury rehabilitative program or

these condltions. services esperteuce; I wI a traumatic spinal
cord Injury or caretaker thereof; I wlbrain
injury or caretaker thereof; 1 citizen-at-
large; the State Health Commissioner anti
the Commissioner of RehabUltaUve
Services or theIr designees. (The Initial
members of tbis Board, which was created
by tbe 1997 General Assembly, have not
yet been appointed.)
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JACK E. lCOTVAS
nmhcroR

DEPAUTMENT OF PROFESSIONAL AND OCCUPATIONAL REGULATION
360(} We~l Broad $ll'~~l. Richmond, Vir~ini:1. ~n30-4917

'telephone: (1'04) J67·8500 TOO: (804) J67·')7;;3
htlp://www ..... tute.va.us/dpor

MEMORANDtJivl

DEPlrTY nml~C"(jl(~

lAMt:::-i L. CUFr-EY
EnrNn:m"nl

TO:

FROM:

COPY:

The Honorable Robert C. Metcalf
Secretary of Health and Human Resources

Jack E. Kotvas,DirCCI~/
Department ofProfesS!oojiid ~pationaiRegulation

The Honorable Robert T. Skunda
Secretary of Commerce and Trade

Bobbie Jo Jonas
Department of Medical Assistant Services CDMAS)

.TeffWilson
Office of the Secretary of Health and Human Resources

David E. Dick, Assistant Director
Department of Professional and Occupational Regulation

Nancy T, Feldman, Assistant Director
Department of Professional and Occupational Regulation

DATE: July 28,1997

SUBJECT: Senate Joint Resolution 317 -- Study of Health Care Related Boards

David Dick, assistant director of the Department or Professional JllG Occupation3l
Regulation, has been appointed the lead staff person in this department to work with

. others designated in order to complete the project established by Senate Joint Resolution
317.
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The Honorab le Robert C. Metcalf
July 28. 1997
Page 2

TEL:804 j67 9537 P 003

Attached you will find our suggestions as to revisions and additions that should be
made to update Appendix B of Senate Document Number Eight \Ve have two programs
that would possibly be related to this study. One has been noted in Appendix B,
"Opticians." The other, which should be added. is "Hearing Aid Specialists.'

Since opticianry directly relates to the practice of optometry and ophthalmology,
it should be considered [or movement to the Department of Health Professions. In
addition, since the practice of fitting and marketing hearing aids directly relates to the
practice of audiology and otolaryngology, it should also be considered for movement to
the Department of Health Professions. Please advise if any additional information about
these programs is needed.

JEK/scp

Attachment
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lfEALTfl CARE-RELATED BOARDS,
COMJ\"llSSIONS, COMJ\fITTEES, AND COUNCILS ESTABLlSllEl) BY LAW
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~llSSION/ # OF MEMBER APPOINT.
PURPOSE MEM COMPOSmON AIJ11fORITY t.ffiETINGS

-
Establish qualifications for 5 3 opticians; 1 Governor TIu ee per year
n:g istratiun, certi ficat ion or ophthalmologist; and 1
Iiceusure: examine appl icanrs: citizen
rcgister /certify /Iiceuse qual ified
applicants: levy and collect fees;
promulgate regulations: and take

-
disciplinary actions
Esrablish qualifications for 7 4 licensed hearing aid Governor Three per year
rcgistrat ion, cert ification or specialists (one of which
Iicensure; examine applicants; must also be a licensed
regis[er!certi fyIl iceuse quali fled audiologists). 1
appl icants; levy and collect fees; otolaryngologist. and [WD

promulgate regu I'll ions: and take citizens

--
disciplinary actions

§5-4.1-1502

'-D
~

rd for
ring Aid
~ialiS{Si-f

CODE
t1LUIL

I--~ -------+--§ 54 .TT703

;)tiCll.lIlfY d ir ecrly rc!JlcS [0 the jJLH:ticc of optometry J.nd ophthalmology Both the Board for Optometry and tile Board for OphtllaLmology are

.d at the Depunrueut of 1Iealth Professions.

he fIllllJg and selling of hearing aids directly relates to the practice of audiology and otolaryngology. both of which are regulated by boards located
Department of lleallh Professions.
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COMM(ONvVEALTH of VIRGINIA
DEPARTlvlENT OF

Mental Health. Mental Retardation and Substance Abuse Services
TIMOTHY A. KELLY, Ph. D.

COMMISSIONER

lVIEIVIORANDUM

P. O. BOX 1797

RICHMOND, VA 23214

(804) 786·3921

(80 4 ) 371-8977 VOICE/TOO

TO:

FROM:

HE:

DATE:

Paulette Parker
Center for Public Policy Research

Timothy A. Kelly !J It..

Boards and Commissions

September 3, 1997

In its review of Boards and Commissions, the Joint Commission on Healthcare
identified three entities affiliated with the Department of Mental Health, Mental
Retardation and Substance Abuse Services: (1) the State Mental Health, Mental
Retardation and Substance Abuse Services Board; (2) the Alzheimer's Disease and
Related Disorders Commission; and (3) the Governor's Council on Alcohol and Drug
Abuse Problems. In addition, you have requested that the Department provide
information on the Virginia Council on Coordinating Prevention.

State Mental Health, Mental Retardation and Substance Abuse Services
Board. The State Board meets at least quarterly and frequently more often. It is an
active policy-making body with a Board Administrator who is a member of the
Commissioner's staff.

Dl\;IHlVIRSf\S Recommendation: Continue the role and function of the State
Board.

Alzheirners Disease and Related Disorders Commission. The membership of
this Commission has not been appointed in the past 4 years. The Commission has not met
during that time period. When the Commission was active, it was staffed by the
Department of Mental Health, Mental Retardation and Substance Abuse Services
(DLvfH;,vIRS.A.S). In response to a request from Thelma Bland, Commissioner,
Department for the Aging, a former Commission member. Marilyn Maxwell, submitted
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Paulette Parker
September 4, 1997
Page 2

information about the role of the Commission and suggestions for future consideration.
(See enclosed material).

DMHlVlRSAS Recommendation: The Alzheimer's Commission was a vehicle
for coordinating administrative and legislative issues. If it is not feasible to reestablish
the Commission, its functions could be assumed by the agencies (DMHMRSAS and
Aging), with direction from the Secretary. In addition, as state policy on long-term care is
developed in coordination with the Joint Commission on Healthcare, Alzheimer's issues
should be a part of that policy and any interagency coordinating efforts that result.

Governor's Council on Alcohol and Drug Abuse Problems. The membership of
the Governor's Council was appointed by Governor Allen, and staff assistance was
designated in the Office of the Secretary of Public Safety. However to the knowledge of
staff of DIVIHMRSAS, the Council has not been active in the past four years. Recently,
the Joint Subcommittee Studying the Future Delivery of Publicly Funded Mental Health,
Mental Retardation and Substance Abuse Services (HJR 240) received presentations by
various organizations, including the Virginia Association of Community Services Boards
(VACSB) and the Virginia Association of Drug and Alcohol Programs (VADAP) calling
for the revitalization of the Governor's Council. The VACSB recommends that the
Department's responsibility for interagency coordination be strengthened and that the
Code provisions (Chapter 11 of Title 37.1, §§ 37.1-203--37. r-224 ) be enforced. VADAP
recommends that legislation be enacted to revise § 37.1-207, Governor's Council. The
proposal calls for having the Chair of the Council become a full-time paid position with
appropriate staff. The organization recommends that the Department of Transportation be
deleted from the membership of the Council because the Virginia Alcohol Safety Action
Program is no longer under VDOT. Membership of the Council should be only from the
Departments that provide substance abuse services (D0,;fH;VfRSAS, Department of
Corrections, Department of Social Services, Department of Education, Department of
Juvenile Justice Services, etc.). VADAP also recommends that membership should
include statewide consumer and advocacy organizations. VAOAP recommends that
legislative membership be mandated, with one member from the House of Delegates and
one member from the Senate and for the Council to meet at least six times annually, with
additional full Council meetings and subcommittee meetings JS needed and fully
authorized by the Chair. As set forth in the Code, the Council would review and evaluate
all substance abuse service resources and programming requests and coordinate services
among agencies.

The Joint Subcommittee will be considering these recommendations in making its
final report to the General Assembly in t \)()S.

96



Paulette Parker
September 4, 1997
Page 3

DI\'lHlVIRSAS Recommendation: In view of the current emphasis on
coordination of substance abuse services among agencies, particularly treatment and
public safety agencies, reestablishment of the Council could help provide an important
coordination function to ensure the most efficient and effective use of resources.

Virginia Council on Coordinating Prevention (Veep). The veep has not been active
in the past four years. A summary of the Council's history is enclosed. The Prevention
Advisory Committee which reports to the State MHj\tIRSAS Board has recommended to
the State Board that VCCP be fully implemented as outlined in the Code. In addition, the
Prevention Task Force ofVACSB has recommended to the Substance Abuse Workgroup
of HJR 240 that full implementation of VCCP occur. The HJR 240 Workgroup, chaired
by Delegate Frank Hall has adopted this recommendation.

DI\'IHl\'IRSAS Recommendation: Because prevention and substance abuse
issues involve a diversity of state, local and private sector entities, coordination efforts are
essential. Since the statutory authorization for VCCP exists, the Council could be
reinstated, or with the direction of the Secretary, DMHMRSAS could serve as the vehicle
for coordination.
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ountain Empire
Oder Citizens. Inc.

AREA AGENCY ON AGING AND PUBLIC TRANSIT P.~OVIDER

SERVING COUNTIES OF LE£. WISE, SCOTT, AND THE CITY OF NO/HON

TO: Thelma Bland

FROM: Marilyn Maxwell

RE: Role of Alzheimer's Commission

DATE: August 14, 1997

Enclosed is some information from old fi les during the time r
served on the Governor's Commission on Alzheimer's Disease and
Related Disorders. The first sheet lists the membership. It would
be good for you to contact others for their opinions.

I believe that there is a need for a Governor's Commission on
Alzheimer's Disease and Related Disorders and that it should report
di~ectly to the Secretary of Health and Human Resources, If the
Commission is to be assigned for staff support to a state agency.
J believe that the Virginia Department for the Aging is the most
appropriate location.

Because of the work of the Commission, there are state funds
for Respite Services for Alzheimer's family caregivers. That
program is now at V.D.A. and desperately needs increased funding.
Family Support Services is a major interest of the Commission.

r bel i. eve t hat the Co mm iss ion mu s t be i nde pen den t fromany
other Board. the p o l i t i c s of all state government departments, and
the pet research projects of any state college or university. It
must focus on state policy and program issues, have representatives
of fami 1 i e s and local s e r v i c e s , have Lr e ed om to comment on and
evaluate issues impacting Alzheimer's patients and their families,
conduct public hearings. be geographically representative, and
carry out study assignments made by the General Assembly.

I do not think the Co mm i s s i o n would function a s r c s p c n s i c t v
and effectively as a sub-comm~ttee of an existing Board appointed
by the Governor. These a p p o i n t rn e n t s are by arid large made for
political reasons. The beauty of the Alzheimer's Commission is the
requirement for the va~ious categories of ~embersh~p.

r f I think of other p o i n t s . I' 11 pass them or: :0 yell. T'h a n k s
for asking.
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SUMMARY OF THE VIRGINIA COlJNCIL ON COORDINATING PREVENTION (Veep)

arpose

Legislation

Structure

Powers and
Duties

Additional
Duties

To provide leadership and articulate a broad prevention agenda for the Commonwealth.

/987 Code of Virginia, Chapter 219 : 1989 Code ofVirginia, Chapter 30, Section
9-267-9.273. 1991 Code a/Virginia. Chapter 563, Section 9-270; 1992, Chapter 627

Shall meet twice/year; 18 members:
twelve representatives of the governing or advisory boards of twelve state agencies,
[see attached list] appointed by their board or council chair; not to serve more than two
terms;
five representatives of the private sector who are interested in prevention, appointed by
the Governor;
One ex officio member, the Secretary of Health and Human Resources;
Governor appoints chairman from the membership of the council; (however, the past
two Secretaries have served as Chairmen.)

Members shall be reimbursed for "reasonable and necessary expenses incurred in the
performance of their duties."

(1991 Code of Virginia Section 9-270)
To review and comment on the Comprehensive Prevention Plan;
Recommend to the Governor policies, legislation, regulations and funding to further
the purposes of the Council and local prevention programs;
Recommend prevention issues to be addressed by both public and private sectors;
Recognize outstanding prevention programs;
Recommend methods by which the Commonwealth my provide technical assistance
and training to state, local, public and private agencies and individuals to promote the
development and implementation of prevention initiatives;
Develop recommendations for the establishment and operation of an information
clearinghouse;
Recommend data collection methods on program effectiveness;
"...Council shall consider prevention activities... to be those governmental and
private sector programs/services which promote the maximum independence of
individuals and strengthen families; which avoid or minimize physical or mental
disability or dysfunction; which reduce the likelihood of dependence on
governmental or private sector support, treatment and rehabilitative services; and
which encourage future cost savings through early intervention or treatment. II

Upon the dissolution of the Department for Children (DFC) in 1991, the following duties
were added to the veep (199 I. Virginia Code, Sec/ion 9-270.1):

To develop a program to inform the public and professionals who work with children,
of the state and local services available to children;
To aid in the provision of technical assistance and training in support of efforts to
initiate or improve programs and services for children, and
To assist in the plarming of children's services and to facilitate the exchange of
information and ideas on children's issues.
Employ staff as necessary to carry out its duties (added in 1992, 9-270)
No agency is designated in the Code to "house" the VACCP. There is no direct
reference in the Code to funding for the Council.
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Comprehensive
Prevention
Plan for
Virginia

Staff
Support

(Section 9-271 Code 0/ Virginia 1989)
. A "comprehensive prevention plan is to be jointly developed bienially by the

following agencies... " (this is a different group ofpeople than is on the Council); ana
that"thc Secretary of Health and Human Resources shall designate an agency to
coordinate development of the plan."
Plan will include cost analysis and be submitted to the House Committee on H\VI,
and the Senate Committees on Rehabilitation and Social Services and Education
and Health for the purpose of analysis, review and comment prior to
implementation (added 1992),'
1st Plan covers 1990-1992;
2nd (and last) Plan covers 1992-2000.

By memo from Howard Cullum to King Davis (4/8/91): "the Council will be
coordinated, to include supervision of Council staff and program management, by the
Director of the Office of Prevention, Promotion and Library Services [former name of
the Office of Prevention] of DMHN1RSAS"~
The Council coordinator was Ron Collier in the Office of Prevention; Mr. Collier's
position was eliminated in July 1994.

Relevant History:
DPB Study On December 3, 1992, the Department of Planning and Budget issued a "Study of

Prevention and Early Intervention (called the DPB Study), which "recommended that
the state move toward implementing a comprehensive service system which places
major emphasis on the prevention and early intervention end of the service delivery
continuum";

Recommended the organizational structure of the Comprehensive Services Act as the
most appropriate way to coordinate prevention and early intervention services.

Prevention/
Early
.Intervention
Project

Council
Suspends
Activities

Decision
Brief to
Dr. Kelly re:
the veep

In response to the DPB study, Secretary Cullum assigned the Council on Coordinating
Prevention, at their April 16, 1993 meeting, the responsibility of deyelQpin~a process
to examine ways to improve prevention planning and services in the Commonwealth
(called the "Prevention/Early Intervention Project");
Process recommended that the State Executive Council hire lead staff to coordinate the
PlEl Study; Dr. Ellie Cobb was hired and reports to Commissioner Carol Brunty, who
is chair of the SEC.

At their June 3, 1993 meeting, the vecp approved a proposed process; on June 9,
1993. their report on J recommended process was fowarded to Secretary Cullum:
vecp did not .nclude JI1Y recommendations about their 0\\11 role in this process; and
they decided to suspend Council activities until completion of the Prevention/Early
Intervention Studv.

With the elimination of Mr. Collier's position tTI July 1994~ the Office of Prevention no
longer had a position to staff the VCCf':
In a September I, 1994 Decision Brief to Dr. Kelly, the Office of Prevention Services
recommended that any decision on the veep be delayed until the Prevention Early
Intervention Project completed its report and made recommendations regarding
veep Dr. Kelly approved.
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State Agency Board Members 00 veep: .
Joe member each from each (to be appointed by the chairman of the respective board or council);

the Advisory Board for the Aging,
Council on Child Day Care and Early Childhood Programs
Board of Correctional Education
State Board of Corrections
State Board of Youth and Family Services
Criminal Justice Services Board, State Board of Education, State Board of Health
Board of Medical Assistance Services
State Mental Health, Mental Retardation and Substance Abuse Services Board
Virginia Board for People with Disabilities and Board of Social Services

Bienial Comprehensive Prevention Plan:
To bejointed developed by the following agencies:

Department for the Aging
Council on Child Day Care and Early Childhood Programs
Department of Correctional Education
Department of Corrections
Department of Youth and Family Services
Department of Criminal Justice Services
Department of Education
Department of HEalth
Department of Medical Assistance Services
Department of Mental Health, Mental Retardation and Substance Abuse Services
Department for Rights of Virginians with Disabilities
Department of Social Services

Secretary designates lead agency to coordinate development of plan.
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COMMONvVEALTH of VIRGINIA

RANDOLPH L. GORDON. M.D.• M.P.H.

COMMISSIONER

Paulette Parker
Center for Public Policy Research
The College of William and Mary
Post Office Box 8795
Williamsburg, Virginia 23187-2390

Dear Ms. Parker:

Department of Health
POBOX 2448

RICHMOND, VA 23218

September 4, 1997

TOO 1-800-828-1120

In conjunction with your efforts related to SJR 317, the study of boards, commissions,
committees, and councils identified by the Joint Commission on Health Care (JCHC), I am

pleased to provide you with some additional information which you may find useful. This
information supplements that which was provided to the Secretary ofHealth and Human
Resources with my July 18, 1997, memorandum to him.

Please note that the accompanying chart includes one additional entity, the Radiation
Advisory Board, which was not included in the original JCHC list.

I urge you to contact my office if you have questions or if I may be of further assistance.

Sincerely,

~Y\~
Randolph L. Gordon, M.D., M.P.H.
State Health Commissioner

Attachment

IW D H VIRGINIA'I j DEPARTMENT
Of HEALTH

ProlKtinll You MJdYlXH En"'l'OIJmHIr

l(YJ



Study of Boards and Commissions (8JR 317)

Coordination within VDB

Q- Is the make-up of the State Board ofHealth reflective of the various boards, committees,
councils, etc. that are related to it, or under it and which report to it? What can be done to
improve coordination with these bodies?

Entity Code Authority Type BOH
Representation

(Potential)

State Emergency §32.1-111.10 Advisory MSV (2)
Medical Services Va. Nurses' Assoc.
Advisory Board Hospital Industry

Consumer (2)

Regional EMS §32.1-111.11 Policy Local Gov't.
Councils MSV (2)

Va. Nurses' Assoc.
Hospital Industry

Financial Assistance §32.1-111.12.01 Advisory Varies according to
and Review composition of
Committee Regional EMS

Councils

Virginia Health §32.1-122.02 Policy Consumer (2)
Planning Board Hospital Industry

Nursing Home
Industry

Regional Health §32.1-122.05 Advisory Consumer (2)
Planning MSV (2)
AgencieslBoards Va. Nurses' Assoc.

State Dental Assoc.
Local Gov't.

Home Care Services §32.1-162.14 Advisory Consumer (2)
Advisory Committee Va. Pharmaceutical

Assoc.

Human Research §32.1-162.19 Advisory Not specified
Review Committees
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Hemophilia Advisory §32.1-89 Advisory Hospital Industry
Board MSV (2)

Consumer (2)

State Health §32.1-166.1 Advisory Consumer (2)
Department Sewage
Handling and Disposal
Appeal Review Board

V irginia Voluntary §32.1-80 Policy MSV (2)
Fonnulary Board Va. Pharmaceutical

Assoc.
State Dental Assoc.
Consumer (2)

State Child Fatality §32.1-283.1 Advisory MSV (1)
ReviewTeam

AIDS Advisory Board §32.1-11.1 Advisory Not specified

Nursing Scholarships §23-35.9 Advisory Va. Nurses' Assoc.
Advisory Committee

Radiation Advisory §32.1-233 Advisory MSV (1)
Board

Virginia Transplant §2.1-1.7(B) Advisory Hospital Industry
Council §32.1-297.1

Commonwealth §32.1-73.3 Advisory Consumer (1)
Neurotrauma
Initiative Advisory
Board"

" Bold type indicates newly established by the 1997 Virginia General Assembly

A - Based on the preceding chart, it appears that of the 16 referenced entities, 13 specify members
who have counterparts on the State Board of Health (e.g., the hospital industry has
representatives on 5 of these bodies). What is not known is the extent to which these
representatives are aware that the State Board of Health also has such representatives appointed
to it and with whom they could be sharing information and communicating concerns.

Recommendation - The chairman of the State Board of Health should correspond with the
chairmen of each of these entities, advising them of the Board's interest in fostering improved
communication and coordination with them, and providing them with a copy of the Board's roster
so that this can be readily facilitated. To the extent that it is not already being done, the chairman
should also invite a representative of each of these bodies to appear before it on a regular basis to
update the Board regarding its activities and priorities.
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Collaboration with Other Agencies

Q- Is there a need to have members from the boards ofother health-related agencies (e.g. DHP's
Boardof Medicine, DMAS, DMHMRSAS) sit on the State Board ofHealth (and vice versa) in
orderto promotecross fertilization of ideas and complementary policies?

A - In the absence ofa viableV irginia HealthPlanning Board, it would be worth exploring such
an arrangement. Such individuals could function as informal liaisons between suchbodies rather
thanbeing appointed in an ex officio capacity.

Recommendation - The Secretary ofHealthand Human Resources should initiate discussions
with the appropriate agency heads to determine their willingness to explore such arrangements, if
only on a pilot basis.

Composition of tbe State Board of Health

Q- Does the current make-up of the State Board ofHealth satisfactorily encompass the
representation needed to effect policyin today's changing health care market?

A - It would appear that with the expansion of managed care as the new model for the healthcare
delivery system, there is a need to considerexpansion ofthe State Board ofHealth to include a
representative ofa health maintenance organization and/or other type of healthinsurance
organization (e.g., PPO). There mayalso be other interests (e.g., environmental) which merit
representation on the Board.

Recommendation - Initiate an analysis ofother states' boards ofhealthto determine the kinds of
representation they reflect. On the basisof this study develop recommendations regardingthe
composition of OUf State Board ofHealthfor reviewby the Governor's office.
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

Entity Zero One or Two Three or Four Five or More Variable Unknown
II

Department of Health

Board of Health X

State Emergency Medical
X

Services Advisory Board

Regional Emergency Medical Varies among the 8
Services Councils regional EMS Councils

Financial Assistance & Review
X

Committee

Virginia Health Planning Board None in several years

Regional Health Planning Varies among the 5
Agencies/Boards regional boards

Home Care Services Advisory
Has not met in 10 years

Committee

Human Research Review
Inactive

Committees

Hemophilia Advisory Board X

Sewage Handling & Disposal
X

Appeal Review Board

Virginia Voluntary Formulary
X

Board

State Child Fatality Review
X

Team

AIDS Advisory Board Inactive

HIV Community Planning
X

Committee

AIDS Drug Assistance Program X

Nursing Scholarships Advisory
X

Committee

Virginia Transplant Council X

Commonwealth Neurotrauma
l';ol yet apphcable

Initiative Advisory Board

Radiation Advisory Board X
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

Entity Zero One or Two Three or Four Five or More Variable Unknown

Department of Health

Professions

Board of Health Professions X

Board of Audiology and Speech
X

Pathology

Board of Dentistry X

Board of Funeral Directors and

Embalmers
X

Board ofMedicmc X

Psychiatric Advisory Board X

Advisory Board on Physical
X

Therapy

Advisory Board on Respiratory
XTherapy

Advisory Board on

Occupational Technology X

Advisory Committee on

Radiological Technology X

Advisory Committee on

Acupuncture X

Board of Nursing X

Board of Optometry X

I!OJIJ of PhJrmacy X 'i

Intervention PTllgram

Committee Not yet applicable

Bnard of Licensed Professional

Counselors. Marriage & Family

Therapists. & Substance Abuse X

Professional,

Board of Psychulogy X

Advisory COll11l1iUee on

Certified Practic!.'s None in 1997

Advisory Board on

Rehabilitation Providers X

II
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

j'

Entity Zero One or Two Three or Four Five or More Variable Unknown

Board of Social Work X

Board of Veterinary Medicine X

Department of Medical
Assistance Services

Board of Medical Assistance
X

Services

Advisory Committee on
None since 6/9\

Medicare & Medicaid

Medicaid Prior Authorization
X

Advisory Committee

Indigent Health Care Trust
X

Fund Technical Advisory Panel

Medicaid Pharmacy Liaison
X

Committee

Department of Mental Health,
Mental Retardation and

Substance Abuse Services

State Mental Health, Mental
Retardation and Substance X

Abuse Services Board

Alzheimer's Disease and None for approximately 4
Related Disorders Commission years

Governor's Council on Alcohol None for approximately 4
and Drug Abuse Problems years

Department of Rehabilltative

Services

Board of Rehabilitative
X

Services

Statewide Rehabilitation
X

Advisory Council

Statewide Independent Living
X

Council

Disability Services Council X

Virgmia Council on Ass isrive
X

Technology
II
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

.,
Entity Zero One or Two Three or Four Five or More Variable Unknown

Department of Personnel and
Training

Local Health Benefits Advisory
X

Committee

State Health Benefits Advisory
X

Council

Secretary of Health and

Human Resources

Maternal and Child Health
X

Council

Virginia Board for People with
X

Disabilities

Department for Rights of
Virginians with Disabilities

Protection and Advocacy for

Individuals with Mental lllness X
Council

Department for the Visually
Handicapped

Virginia Board for the Visually
X

Handicapped

Statewide Rehabilitation
Advisory Council for the Blind X

Joint Advisory Board for the
Industries for the Blind

Department for the Deaf and
Hard of Hearing

Advisory Board for the Dept. of
Xthe Deaf and Hard-of-Hearing

Interagency

State Exccurive Council for AI-

Risk Youth and Families 12

Virginia Council on None for approximately 7
Coordinating Prevention years
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

Entity Zero One or Two Three or Four Five or More Variable Unknowr.

Interagency Coordinating

Council on Housing for the X
Disabled

Interagency Migrant Worker
XPolicy Corrunittee

Department of Social Services

Board of Social Services X

Advisory Board on Child Abuse
X

and Neglect

Department for the Aging

Advisory Board for the
XDepartment for the Aging

Long-Term Care Council Expired 7/1/95

Specialized Transportation
None in the past year

Council

Specialized Transportation None for approximatey 3
Technical Advisory Committee years

Department of Education

Varies. but many meet a
School Health Advisory Boards minimum of4 times a

year

Department of Professional
and Occupational Regulation

Board for Opticians X

Board for Hearing Aid
XSpecialists

Bureau of Insurance

Special Advisory Commission

on Mandated Health Insurance X
Benefits

Department of Labor and
Industry

Safety and Health Codes Board X
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

'I

Entity Zero One or Two Three or Four Five or More Variable Unknown

Migrant and Seasonal
XFannworkers' Board

Department of Motor
Vehicles

Medical Advisory Board for the
XDepartment of Motor Vehicles

Virginia Birth-Related
Neurological Injury X
Compensation Fund

SOURCE: Center for Public Policy Research. Thomas Jefferson Program in Public Policy, College of William and Mary, September 1997.
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Appendix 7.

Agency Contacts for Georgia, Maryland, North Carolina and Ohio

State/Contact Person Organization

Georgia
James Ledbetter Georgia Coalition for Health, Inc.
Marjorie Young Department of Human Resources

Maryland
Barbara Shipnuck Department of Health and Mental Hygiene
Ronald Sundergill Department of Human Resources

North Carolina
Chris Hoke Department of Environment, Health and Natural Resources
June Milby Department of Human Resources

Ohio
Ronald Elbe Ohio Department of Health
Lorin Ranbom Ohio Department of Human Resources

. Pennsylvania
Peg Dreikers Secretary of Public Welfare
William Wiegmann Secretary of Health

SOURCE: Center for Public Policy Research, The Thomas Jefferson Program in Public
Policy, College of William and Mary
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Appendix 8. Internet Sites Used to Research Health Care Organizations

in Georgia, Maryland, North Carolina and Ohio

State Internet Site

Georgia www.state.ga.us
Maryland www.mec.state.md.us/mec
North Carolina www.sips.state.nc.us
Ohio www.state.oh.us
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Agency Intra-Agency Regional

Board and Ageney Affiliation Consumers'" Citizens At-Large'" Professionals Representation Representation Representation

DEPARTMENT 0",:

HEALTH (DOH)

Board ofHealth
2 9

Members: II

State Emergency Medical

Services Advisory Board I 13 8

Members: 24

Regional Emergency Medical

Services Councils X·· X

Members: Variable

Financial Assistance & Review

Committee 6

Members: 6

Virginia Health Planning Board
8 4 6

Members: 18

Regional Health Planning

Agencies/Boards X X X

Members: <30

Home Care Services Advisory

Committee 2 4 4

Members: 10

Human Research Review

Conunittees

Members: NfA

Hemophilia Advisory Board
I 6

Members: 7

Sewage Handling & Disposal

Appeal Review Board 7

Members: 7

Virginia Voluntary Formulary

Board I II
Members: 12

Stale Child Fatality Review

Team II :;
Members: 16

AIDS Advisory Board

Members: NJA

HIV Community Planning

Committee X X X

Members: 31

AIDS Drug Assistance Program
X X

Members: 16

Nursing Scholarships Advisory

Committee 8

Members: 8

Virginia Transplant Council
18

Members: 18

Commonwealth Neurotrauma

Initiative Advisory Board 2 I 4

Members: 7

Radiation Advisory Board
10

Members: 10
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Ageoc:y Intra-Agency Regiooal

Board and Agency Affiliation Consumers- Citizens At·Large· Professionals Representation Representation Representation

DEPARTMENT OF

HEALTH PROFESSIONS

(DHP)

Board ofHeallh Professions
12

Members. 17
5

Board of Audiology and Speech

Pathology 2 5
Members: 7

Board of Dentistry
I 9

Members: 10

Board of Funeral Directors and

Embalmers 2 7

Members: 9

Board of Medicine
2 4 II

Members: 17

Psychiatric Advisory Board

Members: N/A

Advisory Board on Physical

Therapy 5

Members: 5

Advisory Board on Respiratory

Therapy 1 4
Members: 5

Advisory Board on

Occupational Technology 1 4
Members: 5

Advisory Committee on

Radiological Technology 5 I
Members: 29

Advisory Committee on

Acupuncture 6 I
Members: 7

Board of Nursing
3 10

Members: 13

Board of Optometry
1 5

Members: 6

Board of Pharmacy
2 8

Members: 10

Intervention Program

Committee 7
Members: 7

Board of Licensed Professional

Counselors, Marriage & Family

Therapists. & Substance Abuse 2 12
Professionals

Members: 14

Board 0 f Psychology
2 7

Members: 9

Advisory Committee OR

Certified Practices 8 2
Members: 10
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Agency Intra-Ageeey Regional

Board and Agency Affiliation Consumersv Citizens At-Large" Professionals Representatien Representation Representation

Advisory Board on

Rehabilitation Providers 8 2

Members: 10

Board ofSocial Work
5

Members: 7
2

Board of Veterinary Medicine
I /)

Members: 7

DEPARTMENT OF

MEDICAL ASSISTANCE

SERVlCES (DMAS)

Board orMedical Assistance

Services () 5
Members: II

Advisory Committee on

Medicare & Medicaid X X X X
Members: 21

Medicaid Prior Authorization

Advisory Committee 2 9

Members: 11

Indigent Health Cue Trust

fund Technical Advisory Panel 9 2 4

Members: 15

Medicaid Pharmacy Liaison

Committee 5
Members: 5

DEPARTMENT OF

MENTAL HEALTH.

MENTAL RETARDATION

& SUBSTA.."ICEABUSE

SERVICES (DMHMRSAS)

Slate Mental Health. Mental

Retardation and Substance
ot 5

Abuse Services Board

Members: 9

Alzheimer's Disease and

Related Disorders Commission X X
Members: lot

Governor's Council on Alcohol

and Drug Abuse Problems X X X
Members: 19

DEPARTME~T OF

REHABfLITATIVE

SERVlCES (DRS)

Board orRehabilitative

Services .. .,

I

Members: 9

Statew ide Rehabi lirauon
Advisory Council \~ III

Mernbers: 22
I

Statewide Independent Living

Council X

Members: 1~
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Agency Intra-Agency Regloaal

Board and Agency Affiliation Consumers- Citizens At-Large" Proressionals Representation Represent_tion Representation

DEPARTMENT OF
REHABILITATIVE
SERVICES (DRS)

(continued)

Virginia Council on Assisnve

Technology Dept of
15 ]

Rehabilitative Services
Members: 18

DEPARTMENT OF
PERSONNEL AND
TRAINING (DPT)

Local Health Benefits AdVISOry
Committee X X X
Members: 7

State Health Benefits Advisory
Council 13 4

Members: 17

SECRETARY OF HEALTH
AND HUMAN RESOURCES

Maternal and Child Health
Council II 5

Members: 16

VIRGINIA BOARD FOR
PEOPLE WITH

DISABILITIES
J I 9

Mem~rs: 40

DEPARTMENT for RIGHTS
or VIRGINIANS WITH

DISABILITIES

Protection & Advocacy for
Individuals with Mental Illness

Council
II 9 X

Members: 20

DEPARTMENT FOR THE
VISUALLY HANDICAPPED

Virginia Board for the Visually
Handicapped .t 3

Members: 7

Statewide Rehabilitation
Advisory Council for the Blind 5 10 I

Members: 16

Joint Advisory Board for the
Industries for the Blind 2 7

Members: 9

DEPARTMENT FOR THE
DEAF AND HARD OF

HEARING

Adv isory Board for the Dept. ot
the Deaf and Hard-of-Hearing 9

Members: 9
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Agency Intra-Agency Regional
Boa:-d and Agency Affiliation Consumers· Citizens At-Large· Professionals Representation Representation Representation

INTERAGENCY

State Executive Council for At-
Risk Youth and Families ( 6

Members: 7

Virginia Council on
Coordinating Prevention 18

Members: L8

Interagency Coordinating
Council on Housing for the

10
DiSllbled

Members: 10

Interagency Migrant Worker
Policy Committee Dept. of

17
Labor and Industry

Members: 17

DEPARTMENT OF SOCIAL

SERVICES

Board of Social Services
9

Members: 9

Advisory Board on Child Abuse
and Neglect 10 6

Members: 16

DEPARTMENT FOR THE
AGING

Advisory Board for the
Department for the Aging 23 X

Members: 23

Specialized Transportation
Council 3 5 2

Members: 10

Specialized Transportation
Technical Advisory Committee X X X X

Members: 12

DEPARTMENT OF
EDUCATION

School Health Advisory Boards
X

Members: <20

DEPARTMENT OF

PROFESSIONAL AND
OCCUPATIONAL

REGULATION

Board for Opncians
I -l

Members: 5

Board for Hearing Aid
Specialists 2 5
Members: 7
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Inter-Agency lotn-Agency Reeional
Board and Agency Affiliation Consamers" Citizens At-l.arge· Professionals Representation Representation Representation

BUREAU OF INSURANCE

Special Advisory Commission

on Mandated Health Insurance 2 10 2
Benefits Members: 14

DEPARTMENT OF LABOR
AND INDUSTRY

Safety and Health Codes Board
X X

Members: 14

Migrant and Seasonal
Farmworkers' Board IS

Members: 15

DEPARTMENT OF MOTOR

VEHICLES

Medical Advisory Board for the

Department of Motor Vehic les 1
Members: 7

VIRGINIA BIRTH-
RELATED

NEUROLOGICAL INJURY
4

COMPENSATION
J

PROGRAM
Members: 7

The distinction between consumers and citizens appears in the "Member Composition" column ofTable I. Consumers are those:who have

some interest in the mission of a particular board. and/or may be recipients of the services overseen by that board. Citizens are individuals who have

no evident direct connection to the work or mission of the board on which they serve.

All "X" signifies that there are members of this Board in this category, However, some members may belong to more than one constituency category.

In these cases. their representation is denoted with an "X.'
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Appendix 10. Critical Issues in Virginia Health Carel

l. Technology and Research
*Improve the security and accuracy of data networks, including the internet
*Update technology and aging infrastructure
*Maximize use of telemedicine
"Use assistive technology to put people with disabilities to work
*Improve data collection and data quality efforts
*Increase understanding of drug-resistant diseases; encourage development of new and better
antibiotics

II. Education and Networking
*Expand prevention and health education
*Form partnerships between government programs and health care systems
*lmprove programs addressing teen pregnancy and fatherhood
*Improve continuing education requirements for professionals
*Improve training of local entities of program features and responsibilities

III. Access to Health Care and Managed Care
*Improve access to quality care
*Increase involvement in managed care arena
*Refine projections of future, specifically with regard to long-term care alternatives

IV. Prevention
*Reduce the incidence of communicable diseases
*Improve focus on prevention of and protection from environmental health hazards
*Evaluate potential risks of unregulated alternative medicine
*Empower individuals with disabilities
*Keep people off welfare
*Improve family support systems
*Focus on rights of institutionalized persons

V. Strategic Planning
*Improve quality of oversight ofhealth care
*Control increasing need for investigations, reviews and audits
*Increase staffing to meet increased demand for licenses and certifications
*Increase utilization review to follow-up on care
*Link program funding with performance
*Redefine role of existing facilities and systems
*Maximize use of services, increase services to meet increased needs

I These Critical Issues were reported to the CPPR by the office of the Secretary of Health and Human
Resources. The Critical Issues were communicated to HHR by the largest agencies in the Secretariat. The CPPR
developed the categories, and placed the Issues in categories; none of the items in the original list were excluded or
combined in what appears here.
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Public Comments

The public comments that follow were made to a draft of this report. Following that draft
and initial presentation of the draft to the Joint Commission on Health Care, the Center for
Public Policy Research made appropriate revisions to the report based on responses from
reviewers and interested parties regarding the Virginia Health Planning Board and
Regional Health Planning AgencieslBoards.



lAC]{ B.KOTVAS
OIll.BCI'OR

DEPARTMENT OF PRO'FESSIONAL AND OCCUPATIONAL REGULATION
3600 WestBroad Street,Richmond, Virgini:l 23230-49J 1

Telephone: (804) 367-8500 'roo: (804) 367·9753
http://www.state.v:l.usldpor

MEMORANDUM

DBI'UTY DUUlernR3:

mo~A" A. GP.LDZN
AcJmimI,,,,,.iw ~ flDIIlICI;

JAMBS t, GUFP!V
l!I'I~

TO:

FROM:

COPY:

PHONE:

DATE:

RE:

Bobbie Jo Jonas. Departmentof Mrica~ssistance Services

David E. Dick, Assistant Director /'\);;y
Jack E. Kotvas, Director ~/'
NancyFeldman, Assistant Director

367-8507

September26, 1997

SJR 317 Draft Report

We have reviewed the SJR 3.17 Draft Report you provided by memorandum dated September 22, 1997.

We agree with recommendation #5 on page 10.

I note one necessary correction. On page 35, me column headed "Required Meetings" indicates that the
Board for Opticians and the Board for Hearing Aid Specialists are required co meet three times per year.
Neither board's enabling statute sets a minimum of meetings per year. Both boards customarily meet
three times per year at a minimum.

Please feel free to contact me if I may be of further assistance.



THELMA 9LA:-ID-WATSON
CONMISSIONER

COMMON1}/EAL.TH of VIRGINIA
Department jnr the Aging

Preston Building
1600 Fore8t AV8nuo~ Suito '02

Rlcnmond, VA 23229

TE.EPHONE (804) 662-9333
rrv (so...) OO~-t~~
FAX (804) 662'93~4

TOLL J=REE (SOO) 552-30402

TO: Jane Kusiak, Director
Joint Commission on Health Care

FROM: 111elma Bland Watson~4/~ u...J c.h.:,O---"

SlJBJECT: Dcpertmcnt Comm01U on SJR j17

DATE: October 15J 1997

Thank you for the opportunity to comment onSenate Joint Resolution 31 i. The
Department for the Aging would like (0 claJifY its relationship with the Specia1i7.ed Transportation
Council and the Specialized Transportation Technical Advisory Committee. roe Council
established in Code of-Virgin1a. § 9.320~325, is an independent body chaired bythe Secretary of
Health and Human Resources. The Vice Chair is the Seetrctary of TranspotUtion and eight
additional members are appointed by the Governor. Section 321 states that "'Staff'shall be
provided by the Office of the Secretary ofHea.lth and Human Resources." At the request of the
Secretary, theDepartment for the Aging has ·providedsta.ffing since 1992.

In 1996, meetings wac h.dd OD January 24) September 12 Wl(J Novt:mbtr 13, A meeuag
in January, 1997, was canceled andno subsequent meetings were scheduled wDile a review of
specialized transportation was conducted. Nevertheless, specialized transportation coatinues to
~ the iifdine ro health and medical services for manyVirginians, including 'orne 300,000 elderly
who do not have a drivers license, as well as thousands ofyoung adultswithmobiJity-impairments
and thousands more who are trying to move from welfare to work.

The Commonwealth spends over $50,000,000 annually on specialized transportation
without any policy of coordination or cooperation among the several state ugcnciC3 which pay for
or provide it The mission of the Council is to eliminate duplication and increase coordination at
the local level. Therefore, the work of the Council 15"vital to the health mission ofme
Commonwealth" as the onlyentity actively promoting and rewarding coordination of human
services transportation.

Thank you again for the opportunity to provide comments. Please letme know ifyou
need any additional inrormarion.



New River Valley Agency On Aging-
141 EASTMAlNS-mEET

PULASKI, VIRGINIA 2.301

(540) 180-7720 or 138-9177
FAX(540) 980-7724

OdObcr29, 1997

TheHonorable Stanley C. Walkcr, etWrman
Joint Comnri1Woo. onHcal1h Care
1001 EMt Broad Streot. Sui1c 115
Richmond, Vit'gmia 23219

Dear Senator Walker:

I amwming to CODlIt1a1l OIl SJR317, 1be Secretary of Health andHuman Resources' Studyof~~
-Related Boards, CommisIion and Counci1a. Specifically, 1 am deeply~ lhat 1hc Spcg.tizs:d
Transportation Council (STC) and it5 Technical Advisory Committee have been listed • two of the ItX

boardlllcounQls to beeliminated.

The ratimaie .fir eiimmtion ofaboaIdIcouna1 is 1bat tb~ 2I'C" nolonger nccesury-tbcy arcno longer
~ and/ortheirmissions are currently carried out by otherboards in thecommonwealth.- I mongi'V
disagree with the anthon of~ ~tudy \\'hen it comea to the eJimi:Iution of the STC.

MldI work. nCNCh to be: done to make; !Ul'C5~ tranapottationservicea~ coordinatedat the
state & local levels. :Many of the S'I'C's responabilitiea listed below, arc ongoing to make sure the
Commonwealth is trying to meet the transpoJ:t3tion needs oftile thousands ot"Yirgini.ans who cannot driVe
and do not have access to publictransportation.

'The STC rc:apawbilitica arc IS fonawa:

1. Recommending Jtrategiea, standards, policies, and guidelines tar the dcVdopmcnt of
coordinated spc¢ializcd transportation services for elderly perIODS and disabled persons;

2~ a~tbeoiive statewide specWized 1rJnSpOrtation pan basedupon regional
aDdMx.a1~ ofparticipatingpublic tr=aportation systema, priwte for-piofit .d
nonprofit transportation providm, human service trwpoI"btion providers, and local
vo1uDteer 1'CIOUJ'CCI;

3. Developing criteria for and admi.nistaing the Speciatizcd Transportation~ Fund
and other funds UDder ita authority to fund innov3tWe and coordiI1atcd specialized
tnDsportation planning and projectl;

4. ldentifyitlg barrim to coordinated detivery of tnnsportation scrvicea and rec:ommending
comctivc actions;

5. Ikveloping inccntivea for public-prMtc partnmbipI;
6. Developing initiatives for eJiminating constr3intI upon volunteers who provide transpor.

tatJoo and recomrnending incentives for those voIuateem:
1. Developing safety. maintenance md operational guidelines for human aervice Iranspot

Wion providc:rB;

COUNTtES OF: F!oyG, 01.... MontgorMty, Pulaald • TOWNS OF: BlacDburg, Chri~rv.Pulakf • City 01 AMHord
AIt~..~eu_.. ~ .

~~;- _._~..~. .,..



Seaator Stanley Walker
Oc&obcr 29, 1997
Pasc 2·

8. Composing and directing the work of a specialized tranrportatioa. technical advisory
COSlnnittco; and

9. Advising and~ to theGovcmor and the General Assembly mnuaJ1y on potential
program and policyinitiatives in speci.aIizcd 1rII1apOt'tI1iUIL (1992, c.1-43.)

The Secretary ofHealthand Human Rcaourcea is to ICIV': u 1he STC C1Wrmm wUb the Secretary
of Traosporudon scrviJJg u V~-cba1mum. The Govemcr appoilltJ eight members total that include
~ofvm. transportation entitica, three conaumen and two at-largemembm. Staffingfor the
STCbas been provided by the VqioSa Dcpar1mcot!or me Aging.

I have been a member of tbe STC iinGe its in.on as a reprcaentativc cf rural1tansporwiOl1
providers. I wasOfi8imdly lppOiu~ by Governor WUdcr and Wilt reappointed by Governor AD.cn. W'hcn
the STC wu first estab1Wlcd, Secretary Howard CuDum had the STC meeting on a regular basis at aites
dlrougbwt1he State. Weheld pubic hearings to.listen to the tranIpOttIliUIlll~ ofdtc;elderlyand disabled
popn1aciona. We <b'eJ~ a "State Plan for Medina the TRdSpOrtation Needs ofVirgiuiaN WhoCannot
~"aDd we gave direction on awarding the Specialized Transportation Incentive Food (thetaxchcck-otr
fund). To say~ lta!'t, the: originAl STC WAS very adiw md worked to make transportation oppol11mities
available to those unserved or undeneMd throughout the State.

11uring the current adntiuistlation we have not been as active. This hasnot beendue to the appointees
;o1Ier their desire to function. TheCouncil m.embm specifically askedthatwe be aDowed to meet at least
qua1aiy kJ coutin~ our work. However, we haw Dot been anowed to meet on a regular basis and, infact,
no mce1ingJ have been held since Novanber of 1996.

The State: of Virginia spends m.iI1ions of dolIm annually on spcQalizcd transportation. \Vho is
woOOng to make surethere is no duplic#ion of eifexts7 Who isworking to nWcc surethere is cqorrlinaDqn
of1raDspoltaDonscrvioes? I would think that the Commonwealth would gIadtyallow the STC to fUnction to
make MR~ dfortis made atthestate and 10calleveJs to use this huge amount of transportation resources
to ita muimum benefit.

I amsure that if the authorI of this study had contacted the appointed member! of the STe, they
would~~ an entirely different view of the STet, importance md potential dfectiveneM. I~ the
STC appointees arc more than willing to serve the Stateifonly they would have beenrequested to meet.

I ~8t1tqJyutge 1be JaotO.n'lit '(Xl onHealth Care to continue theSpecialized Tnnsponation
Cooncil~ a TechDical AdWory Committee. I would also urge you to TJHke lUre thatthe Counci1 has the
opportnmty to coptigye jta work aM that it msx:D on a mmbr me



SenatorStanley WaIkcr
October 29. 1997
Page 3

Thank you for this opportunity to comment HopetUIly. bycopy of tbillettcr, I caninform other
appointed STC members of this proposal to climiIwe tile Coun<ii1 and thGy also willhave time to teepond.
Neverth~ I can assure youthat this Cowtcil can benefit the State mel !be thoUSlllda of older or disabled
persons thatneed transportation services to be able to get food, go to the doctor, IUd in geaeral, hive the
ability to meet their tranIportation needt.

~h~~,,-.
Debbie H, Palmer
Il,~"uaivG Dircc.tor

DHP/jah
cc: De1cga1c Thumaa O. Bakl:! Jr.

Mr. Hmis Spindlc_ V4A
Mr. PeteGeisen, V4A LegisLation Coordinator
Ctttrent AppninteeR to the STC



TRANSPORTATION GENERAL, @ INC.
3251 WASHINGTON BOULEVARD

ARLINGTON, VIRGINIA 22201

(703) 525-0900

November 3, 1997

The Honorable Stanley C. Walker, Chairman
Joint Commission on Health Care
1001 East Broad Street, Suite 115
Richmond, VA 23219

Dear Senator Walker:

This is in regard to SOO17, the Secretary of Human Resources' Study of Health Related
Boards, Commissions and Councils. My particular concern is the proposed elimination of
the Specialized Transportation Council (STC) and its Technical Advisory Committee.

I have been a member of the STC as an at large representative since its inception,
originally appointed by Governor Wilder and reappointed by Governor Allen. In its initial
term, the Council was very active. The members participated in statewide meetings and
public hearings which led to a "State Plan for Meeting the Transportation Needs of
Virginias Who Cannot Drive" and the successful implementation of the Specialized
Transportation Incentive Fund.

Subsequently, the Council has not been as active. While both long time and new members
are willing and interested, and have asked for regular meetings, no meeting has been called
since November of 1996.

I believe that there remains much work to be done in the area of specialized
transportation, particularly in the coordination of the limited resources available. As a
private, for profit transportation operator, I was impressed and gratified by the eagerriess
of the non-profit agencies and providers, as well as consumers, represented on the Council
to work together to address these critical needs. I strongly believe that the interests of all
Virginians are best served by the continuation and encouragement of the Council's efforts.

Thank you for your consideration of my views.

Very TruI7
~
d / .
- ~ /

Char e; 916ng
ViceP~ent
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700 S. Sycamore Street - #15
Petersburg, VA 23803

(804) 733-8360

OOt-,;ih-Q 1'111'--1(..1

T-e~M--Robinson, Be-HIS
President

./ -:.' ....
.-,,' :

I

Virgilfia Societ!! 01 }fearing Aid Spaialist« lflc.

October 28, 1997

Jan Kusiak, Executive Director
Joint Commission on Health Care
Old City Hall
1001 East Broad sttreet, Suite 115
Richmond, VA 23219

Dear ~1r. Kus iak :

On behalf of the Virginia Society of Hearing Aid
Specialists I appreciate the opportunity to comment on
the recommendations in the study of health related boards.

In the report to the Joint Commission, the Cente~ for
Public Policy Research recommended moving the Board for
Hearing Aid Specialists from the Department of Professio~~l

and Occupational Regulation to the Department
of Health Professions. The center's reoort noted that th~

function of the Board is more closely aiigned with healt~
professions than with business.

We agree that licensed hearing aid specialists do
orovide citizens with health related care. NcnetneL~SE. ;"
have concern with the recommendation. As it stands, many
crucial issues related to safety of the pUblic are not
addressed. For example, it does not consider whether the
practical testing function performed by the hearing aid
specialist licensing board would effectively transfer to a
Deoartment that. for the most Dar~. has l~~~ie e~S2~~

with pracical testing.

~fuile this recommendation mav merit lonqer-term
consideration we encourage the Joint Commission not to adopL
it at this time. If the Joint Commission should decide to
consider or studv it over a lonqer oeriod of time. VSHAS
would welcome the opportunity to participate.

Thank vou for vour attention to this matter.

Sincerelv,

£,~! ;(C[-l cl C(6.-(Tt~
Donald Haltli
President

DH:tmr



Virginia Association of Regional Health Planning Agencies
Centnl Vlrgln~ Haith P~nn.naAgency ustem Vlrlln~ Hulth Syate.... Agency

.~ulth Systems Agencyof Northern Vlrgln~ Northwest Vlrgln~ Hulth Systema Agency Southwe.t Vlrgln~ Hulth Systc.... AGency

October 30, 1997

Stanley C. Walker, Chairman
Joint Commission on Health Care
1001 East Broad Street, Suite 115
Richmond, VA 23219

Dear Senator Walker:

The Virginia Association of Regional Health Planning Agencies is pleased to submit comments
and observations on the Study of Health Care-Related Boards in the Commonwealth of
Virginia (pursuant to SJR 317) conducted by the Center for Public Policy Research at the
College of William and Mary. Our remarks specifically address, and are limited to, the Virginia
Health Planning Board and Regional Health Planning AgenciesIBoards.

The discussion of the Virginia Health Planning Board, though limited, appears to be generally
accurate and the recommendation that the question of the future role of the Board and of how its
prescribed functions can best be carried out be the subject of further study seems reasonable.

The discussion and treatment of Regional Health Planning AgencieslBoards too is brief; we
regret that nonetheless it is also substantially inaccurate and misleading. The inaccuracies
appear to result from the failure of the investigators to investigate, even cursorily, regional health
planning agencies (RHPAs) and their activities. No regional agency was contacted by those
conducting the study, nor was anyone in the Department of Health with whom we work.

I. Relationship to Virginia Health Planning Board

Had RHPAs, the Virginia Association of Regional Health Planning Agencies, or knowledgeable
Department of Health officials been contacted, the investigators would have learned the
following about RHPAs and their relationship to the Virginia Health Planning Board:

• Virginia is divided into five health service areas; each is served by a regional health planning
agency. The VHPB did designate (or recertify) the five health service areas and the Health
Systems Agencies that serve those regions shortly after the Board was established, but RHPAs
were not established or otherwise created by VHPB and are not structurally a part of the Board.

• Each RHPA is a 501(C)(3) private, tax exempt, corporation which functions in accordance
with applicable Virginia law and regulation (notably the Virginia Medical Facilities Certificate of
Public Need law and the VHPB governing statute), its charter and bylaws.



• VHPB never selected, appointed or otherwise detennined RHPA membership, or other
internal operations. RHPAs were established over twenty years ago, more than a decade before
the VHPB came into existence.

• RHPAs assisted, to the limit of their abilities, VHPB in the conduct of its health planing
activities during the year that it operated, but never were dependent upon the Board or limited in
their functions by the inactivity of VHPB.

II. Regional Health Planning Agency Vitality

The investigators would also have been informed that RHPAs are active, fully functional, and
fulfilling in a timely and professional manner all responsibilities. Examples include:

• Each RHPA contracts with the Commissioner of Health to undertake specified planning,
regulatory, and data collection and analysis activities. These contracts are usually biennial, and
specify the substantive and procedural roles and responsibilities of the respective parties.
Apparently, the investigators were unaware of the history and the multifaceted roles of RHPAs.

• Contrary to the referenced four to 12 meetings per year, RHPAs hold an average of between
30 and 40 formal business meetings per year, about one-half of which are advertized public
hearings.

• These meetings do not include the dozens of informal committee meetings and meetings with
community groups and providers of health services, or meetings held every month of all the
RHPAs, usually with Department of Health officials. The investigators were invited to an
Association meeting (scheduled for October 10) after their report was presented but declined to
attend.

• In addition to basic community and regional planning activities, regional agencies record all
public hearings and compile public records on all certificate of public need proposals. There is
a continuous stream of written and electronic communications between RHPAs, the Department
of Health, local governments, and other interested parties. To date, all RHPAs have fulfilled
completely all responsibilities for which they have contracted with the Virginia Department of
Health.

III. Necessity of Additional Study

Those conducting the study indicate that they were unable to determine how RHP As and the
Department of Health communicate and otherwise exchange data and critical information, and
consequently that the issue requires further study. The investigators are unclear on these points
only because of a general failure to inquire of either the RHPAs or Department of Health
officials which whom the RHPAs work.. At noted above, written contracts and protocols exist,
and there is a large and growing record that can be had with a telephone call There are literally



more than a dozen Department of Health officials who are intimately familiar with RHPA
activities and functions. None were consulted. Failure to inform oneself about something,
particularly about an entity that is wholly public and easily examined, seems hardly justification
for recommending additional study.

Should the future of the VHPB be the subject of further study, RHPAs should be consulted and
involved, at least indirectly, as a matter of course. We suggest that there is little need to expend
additional resources to study RHPAs and that they be stricken from the investigators suggested
list of entities requiring additional evaluation and review.

Sincerely,

~~
Virginia Association of Regional
Health Planning Agencies

cc: Jane Kusiak, Executive Director, JCHC
Joseph Teefey, Director, Virginia DMAS



lUIVIRGINIA HOSPITAL
&HEALTHCARE
ASSOCIATION

An alliance ofhospitals and health delIVery systems

October 29, 1997

Jane Kusiak
Executive Director
Joint Commission on Health Care
Old City Hall, Suite 115
1001 East Broad Street
Richmond, VA 23219

4200 INNSLAKE DRIVE, GLEN ALLEN, VIRGINIA 23060
P.O. BOX 31394, RICHMOND, VIRGINIA 23294-1394
(804) 747-8600 FAX (804) 965-0475

Subject: Comments - Secretary of Health and Human Resources' Study of
Health-Related Boards, Councils and Commissions

Dear Ms. Kusiak:

The Virginia Hospital & Healthcare Association appreciates the opportunity to
comment on the Secretary ofHealth and Human Resources' report on his study of
health-related boards, commissions and councils. This study is essential to
ensuring that the entities assisting state government in directing health policy are
as productive as possible, functioning without duplication.

We generally concur with the recommendations contained in the report. We
support the recommendation that incentives be created for networking and
collaboration among existing boards. This has become more important with the
complexities posed by new forms ofhealth care delivery and financing.

We agree that it may be appropriate to eliminate the six boards identified in
Recommendation A6, including the Department of Medical Assistance Services'
Advisory Committee on Medicare and Medicaid. We also endorse further study of
the effectiveness of the boards identified in Recommendation A8 to determine
whether they should continue to function alone or consolidated with other boards.

This examination is a useful one that perhaps should be undertaken periodically.

Again we thank you for your attention to these comments.

Sincerely,

~ ~0J1W 2 r6I ,Vxbb
Katharine M. Webb
Senior Vice President


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

