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Preface

This study has been conducted under the authority of Senate Joint Resolution (SIR) 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, advisery 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 Pclicy Research of the Thomas Jefferson Program in Public
Policy at the College of William and Marv. 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
of DMAS, 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 scrved as Project
Coordinator for this study, and made herself available to us at each progressive stage of our
work. In this capacity, Ms. Jonas has been exceptionally attentive and elficient 1ii ucr responscs
to our various requests for data, while maintaining her equani'nity and ¢ense of humor 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 becausc 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 (SJR) 317 of the 1997 Session of the General Assembly directed
the Secretary of Health and Human Resources, in cooperation with the Joint Commussion 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 of Medical 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 tiits
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 SJIR 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 Number 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 of Health and Human Resources to design a mechanism and
appropriate incentives that lead to the sharing of information across boards.

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.

S. 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
of Professional and Occupational Regulation should be moved to the Department of Health
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 of Health: 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 likely require new
legisliation 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. 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:

iii



Department of Health: Virginia Health Planning Board

Department of Health: Regional Emergency Medical Services Councils
Department of Health: Regional Health Planning Agencies/Boards
Department of Health Professions: Psychiatric Advisory Board

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

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

Department of Medical 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 of Health 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 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

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 of African-American males. The membership on these boards
consists primarily of legislators (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 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
~f the boards. However, even though they are narrowly defined, the boards and councils do

:present 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.






Study of Health Care-Related Boards in the Commonwealth of
Virginia with Recommendations for Action Pursuant to
SJR 317 of 1997

L Authority and Goals for the Study

Senate Joint Resolution (SJR) 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.
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 of health care
policy in Georgia, Maryland, North Carolina, and Ohtio.

A copy of 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 of health 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 government.

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.! 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 General Assembly
promulgated SJR 317 (see Appendix 1 for the complete text of SJR 317). The resolution
requested

[T]he Secretary of Health 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, chairperson of 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 of Virginians 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 government decision making, they provide an essential opportunity for
citizen and professional involvement in state government. Thus, when examining alternatives to
reduce the number of boards, it is important to protect the opportunities for citizen participation.

Another theme emphasized by Secretary Metcalf 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 specific missions 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 collaboration should in no way impede the boards’ ability to perform
their principal statutory obligation.

! Commonwealth of Virginia, Joint Commission on Health Care, Study of the Various Entities Receiving

§gt§ Funds or Having Responsibilities for Health Care Policy and Regulations Pursuant to STR 104 of 1996, Senate
Document No. 8 (Richmond, Virginia: 1997).



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 of health-related

agencies in Georgia, Maryland, North Carolina, and Ohio?
IV. Data Collection and Analysis

The starting point for this study was the inventory of boards created by the Joint
Commission on Health Care pursuant to SJR 104 of 1996. JCHC 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 JCHC 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 JCHC 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 JCHC 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 Secretary of the Commonwealth to the Governor and General Assembly of
Virginia. For those boards not yet included in the JCHC inventory, Center staff obtained
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).




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 staff made 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 of health 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.



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 turn.

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

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).> 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 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. Other
state agencies, such as the Department of Medical 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 of Health’s Board of Health (#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 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, 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 of citizens 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 etght 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 inclus
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representatives from several agencies.

Individuals who serve on more than one board 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 of boards 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 of policy 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 of Education and the Department of Health. 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 of the
Department of Education and the Department of Health, 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 of Hearing 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 of Professional 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 iead 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.



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 of Health’s Commonwealth Neurotrauma Initiative Advisory Board (#18
in Table 1) and the Department of Health Professions’ Intervention Program Committee (#34 in
Table 1). In addition, we recommend maintaining the Department of Health’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 Commiittees” and that the Commuttees 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 of Professional and Occupational Regulation should be
moved to the Department of Health Professions:

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

According to the Director of the Department of Professional and Occupational Regulation, these
boards would be more appropriately placed within the Department of Health Professions, given
their functions (see Appendix 5). In the words of the Director of the Department of Professional
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 of Health Professions has
expressed concerns about the possible addition of these two boards to the Department.

It is evident that the optimal means of handling 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 of Health 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 of Health’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 Aging: Specialized Transportation Council and Specialized

Tran_snortation 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 of meetings, 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 S). 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.

Interagency: Interagency Coordinating 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 1ts 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 Preve-ition
(#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: Virginia Health Planning Board

The 1nactivity of the Virginia Health Planning Board (#5 in Table 1) presents to the
Secretary of Health and Human Resources and the Virginia General Assembly, one of the
pressing current issues in health care policy in Virgima. 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: Regional Emergency 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: Regional Health Planning Agencies/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 agencies/boards 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 of Understanding 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, 1s 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 Drug 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 inittatives 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 of Health 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 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 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 turn
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 of policies 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. Our 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 Itis beyond the scope of this study to evaluate the appropriateness, use, and effectiveness of each
legislative entity.

15



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 healith 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 mect 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 msurance 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 i1s 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.
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A related issue concerns long-term care and the impact of managed 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 formed 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 of need.

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 terms 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 of citizens, professionals, educators, business
and industry leaders, and legislators. According to one interviewee, the success of the Coalition
is dependent on business and community. A Kkey to success not only is the independence of the
Coalition, but also the public process used to gather input.

V1. 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
1s “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 of networking 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 legtslative 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 off welfare 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 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH (DOH)
Board of Health §32.t-5 Provide leadership in health planning and policy 1t Two from Medical Society of VA; One Governor Ayt Al least 4/yr1.
development for the Commonwealth and cach from: VA Pharm. Assoc., VA
Department of Health; implemient a coordinated, Dental Assoc., VA Nurses Assoc., VA
prevention-oriented program that promotes and Vet. Med. Assoc., Local Gov., Hospital
protects the health of all Virginiaas ladustry, Nursing Homes, and Two
Consumers
State Emetgency Medical §32.1-111.00  {Advise the Board of Health and review and make 24 Onbe each: VA Municipal Ledy = and Governor > 4yt At least 6/yv.; twice
Services Advisory Board recommendations on the Statewide Emergency VA Assoc. of Counties; Numerous Med. 10 review grant
Medical Services Plan Emerg./ Nursing Assoc.; 1 consumer; 8 1equests, and at least
reps of cach of the Regional Councils 4 other meetings
Regional Emergency Medical §32.1-111.11 Receive and disburse public funds; develop and  { Vanes among the 8 |Local govemment, fire protection, law- Board of Health Varics among the 8 | Varies among the 8
Services Councils implement regional EMS delivery system regional EMS  fenforcement, EMS agencies, hospitals, designates Regional gional EMS il regional EMS
Councils physicians, emerg. nurses, mental health Councils councils
Prof., EMS techs, and other appropriate
medical professionals
Fisancial Assistance and §32.1-111.12:01 JAdminister the Rescue Squad Assistance Fund, 6 Rep ives of regi passed |  State EMS Advisory 6/yr. 6/yT,
Review Committee review grant applications, and make by Regional EMS Councils Board
recommendations for funding
Virginia Health Planning §32.1-122.02  |Supervises and provides leadership for the state 18 8 consumers; 4 providers; Comm. of Governor No meetings for
Board health planning system; provides technical Health; Comm. of DMHMRSAS; Dir. several years
expentise in developing state health policy; makes Dept. for Aging; Dir. of DMAS; Comm.
recorynendations oa health policy, legislation, of Social Services; and Sec. of Health
resource allocation, and statewide data collection and Human Resources (serves as
for health care manpower distribution and for Chairman)
mortality and morbidity rates; and promulgates
regulations as nccessary
Regional Health Planning §32.1-122.05  [Assist Health Planning Board: conduct data 99 Coasumers, providers, a director of local] State Health Planning Varies among the 5 | Varies among the §

Agencies/Boards

collection and research; prepare reports; conduct
needs assessments; and ideatify gaps in services.
The five Regioaal Health Planning
Agencies/Boards are quasi-public because they
were created by legislation, and are supported by
public funds. Howeves, they arc organized as

private, not-for-profit corporations.

health dept./dir. of social services dept.,

CSB, Arca Agency oa Aging, health caref

insusers, local govt., business rep., and
demi ity. Majority must be

consuniers

Board establishes
procedures for
appointments

regionat boards from 4
t2yr.

regional boards.
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Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virgiaia (continued)

systematic way; recommend prevention, education
and training programs

Instruction; Statc Registrar of Vital
Records; Dir. of Dept of Criminal Justice
Services; and 1 each: local law enf.,
local fire depts., local depts. of social
services, Medical Society of Virginia;
College of Emergency Physicians, VA
Pediatric Society, VA SIDS Alliance,
local emerg. medicine personnel,
Commonwealth’s Attorneys, and CSBs;
Chief Medical Examiner is Chairman

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
¥ ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH (DOH)
(continued)
7 |Home Care Services Advisory §32.1-162.14 | Advise and make recommendations to Board of 10 4 reps. of home care orgs; 2 citizens; | | Commissioner of Health Has not met in 10
Comrmittee Health on implementation and administration of each from: DSS, Dept. for Aging, years.
laws pertaining to home health services DMAS, and DRS
8 {Human Research Review §32.1-162.19  |Ensure comp iplete and professional Not specified  |Representatives of varied backgrounds Each institution As needed Inactive
Committees review of human research activities of institutions conducting human
lconducting human research research
9 |Hemophilia Advisory Board §32.1-89 Consult with the Board of Hecahh in establishing 7 1 each: hospitals, medical schools, Governor Meets > Uyr. Met twice in 1995
and administering a program for care and blood banks, vol. agencies interested in and twice i 1997
of p with hemophilia and related hemophilia, local public bealth agencics,
discases who are unable 10 pay eatire cost of medical specialists, and general public
services despite existeace of insurance
10 |State Health Dept. Sewage §32.1-166.1 Hear all administrative appeals of denials of onsite 7 Persons with various backgrounds in soil] Governor (Govemor's Meets 8 times/yr Meets &/yr.
Handling and Disposal Appeal sewage disposal system permits; make analysis and sewage treatment appointments subject to
Review Board recommendations for altemnative solutions in confirmation by the
denial of permit General A bly)
14 |Virginia Voluntary Formulary §32.1-80 Evaluate scientific data 10 determine which 12 4 physicians; 2 pharmacists; | Governor Quarterly, or upon call Meets at least
Board generic drugs are interchangeable with brand- bioph ist; | dentist; Chair-man of 2 officers or quarterly
name drugs; (app d products are included in of Pharmacology at VCU; Adm. of Commissiooer of
formulary); make f lary available to providers Consumer Affairs of Dept. of " Health
of health care 2nd others; and disseminate Agricutture and Consumer Affairs; |
inf ion to age appropriate use member of public; and Attorney General
(ex officio)
12 {State Child Fatality Review §32.1-283.1 rDechop and implemeant procedures to ensure that 16 Comm. DMHMRSAS; Director of Child Govemor 6/yr. and additional |Likely to meet 8 or 9§
Team child deaths in Virginia are analyzed in a Protective Services of DSS; Supt. Public meetings as needed times in 1997
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Table 1. 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 AUTHORITY MISSION/PURPQOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH (DOH)
(coutinued)
13 |AIDS Advisory Board §32.1-10t Assist in development of the criteria for awarding No longer Expents in the delivery of services to Board of Health As needed Has not met in the
AIDS education grants applicable P with AIDS and AIDS education past few years.
14 [HIV Community Planning Fulfilts the Assess present and future distribution and impact 3 Committee is composed of persons with | Commissioner of Health Every 6 weeks Every 6 weeks or
Committee Department of  |of HIV/AIDS; assess the communiry’s capability educational, work-related and/or more
Health's HIV to respond through existing HIV prevention personal experience with HIV/AIDS;
Prevention resources; identify unmet H1V prevention needs; memberaip iepresents diverse
Cooperative and develop a Comprehensive HEV Prevention backgrounds with respect to gender,
Agreement with the jPlan. race, sexual oricntation, and
CbC xgeogmphicnl fegion.
15 JAIDS Drug Assistance Required to receive | Advises the Department of Health on enrollment 16 7 physicians; 1 nurse practitioner; | Division of STD/AIDS 4/yt. Meets 4/yr.
Program Federal funding  |criteria, medication utilization, and additions or pharmacist; 1 Ryan White consortia
under Ryan White |deletions to the formulary for the AIDS drug representative; | medical cthicist; 4
CARE Actand  |assistance program. Works with distribution of individuals with HIV infection
ADAP formulary |AZT and ZDV and other drugs.
16 |Nursing Scholarships §23-359 Awards nursing scholarships for undergraduate 8 4 deans or directors of schools of Board of Health 1 - 2yt Meets 1-2yr.
Advisory Commiittee and graduate nursing students in conjunction with nursing; 2 past nursing scholarship
the Board of Health jrecipients; and 2 peisons w/ exp. in
administration of student financial aid




174

Table 1. Inventery of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

ENTITY

CODE
AUTHORITY

MISSION/PURPOSE

NUMBER OF
MEMBERS

MEMBER COMPOSITION

APPOINTING
AUTHORITY

e
MEETINGS

REQUIRED
MEETINGS

RECENT
MEETING
SCHEDULE

DEPARTMENT OF
HEALTH (DOH)
{continued)

Virginia Transplant Council

§32.1-297.1

Conduct educational and informational activities
as they relate to organ and tissue procurement and
uansplantation

1 each from 18 Organizations: Bone
Marrow Transplant Progs MCV
Hospitals, VA Blood Services, UVA
Medical Center; Carolina Procurcment
Agency; INOVA Fairfax Hospital;
Henrico DR’s Hospital; Lifenet; Life
Resources Reg Donor Center; Lion's
Medical Eye Bank; Roanoke Mem.
Hosps; Seatara Norfolk General
Hospital; South-Eastern Organ
Procurement Fdn; UV A Health Sciences
Center; VA Hospital and Healthcare
Assoc; VA's Organ Procurement
Agency, Washington Reg Transplant
Consortium

Each of the 18
pasticipatiog
organizalions appoints a
member

4lyr.

4/yr.

Commonwealth Neurolrauma
[nitiative Advisory Board

§2.1-1 .6 and §32.1-
73.1 through §32.1-
§734

Preveat traumatic spinal cord or brain injuries and
improve treatment and care of Virginians with
these conditions. Moneys in the fund used 1o
suppon grants for VA based organizations for
education on prevention, rescarch and reatment of]|
neurotrauma.

I Heensed practitioner with brain or
spinal cord experience; 1 practitiones
licensed by health regulatory board with
brain or spinal cord injury rehabilitative
program or scrvices experience; | with a
traumatic spinal cord injury or caretaker
thereof;

{ with brain injury or caretaker thercof; {
citizea-at-large; the State Health Comm.
and the Comum. of Rehabilitative Serv. or
their designees. (The initial members of
this Board, which was created by the
1997 General Assembly, have not yet
been appointed

Goveruor

Has just recently beea
established

Not yet applicable

Radiation Advisory Board

§32.1-233

Review and evaluate policics and programs of
Visginia refating to ionizing radiation; make
recommendations 1o SHC, SBH, dir. of DEQ;
fumish tech. advice on matters relating to
development, utilization, and regulation of sources
of ionzing radiation

Reps from industry, labor, agriculture;
individ. with scientific training in
radiology, medicine, radiation or health
physics or related sciences. 7 ex-officio
jmembers including State Heaith
Commissioner (Chair).

Govermor

tyr.

Iyr.
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Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

Respiratory Therapy

of law regarding respiratory therapists

I citizen at large

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH PROFESSIONS
20 {Board of Heaith Professions §54.1-2507 Evaluate need for coordination among health 17 | rep. from cach of the 12 Reg. Boards; | Govemnor (Governor's At least quarterly | 4 meesings in FY 97
regulatory boards; consider whether health 5 from Commonwealth at large appointments subject to and 25 additional
professions or occupations should be regulated and coafimiation by the committee meetings
degree of regulation to be imposed; provide means General Assembly)
of citizen input to Dept.; advise Govemor and
General Assembly on health 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 registration, 7 2 audiologists; 2 speech pathologists; 1 Governor As needed 4 meetings in FY97,
Speech Pathology certification ot ki : ine apphi ; ololaryngologist; 2 citizens and 4 commitice
register/centify/licease qualified applicants; levy meetings
and collect fecs; promulgate regulations; and take
disciplinary actions
22 {Board of Denlistry §54.1.2702 Evaluates qualifications for registration, 10 7 dentists, t citizen, and 2 dental Govemor As needed 3 meetings i FY97,
certification or i examine appli |hygienists. and 20 compittee
register/cenify/licease qualified applicants; levy meetings
and collect fees; promulgate regulations, and take
disciplinary actions
23 {Board of Funeral Directors §54.1-2802 Establish qualifications for regismation, 9 7 funeral service liceasees, 2 citizens Govermnor Uyr. 4 meetings in FY97,
and Embalmers certification or licensure; examine applicants; and 12 commitice
segister/cenify/license qualified applicants; levy nmeetings
and collect fees; promulgate regulations; take
disciplinary actions; regulate pre-need funcral
contracts; establish standards for schools of
niortuary science
24 |Board of Medicine §54.1-2911 Establish qualifications for registration, 17 | medicat physician from each Governor As needed 3 meetings in FY97,
centification or licensure; cxamine applicants, congressional district; { pathi and 53 committce
register/certify/license qualified applicants; levy physician; | podiatrist; 1 chiropractor; | meetings
and collect fees; promulgate regulations; and take clinical psychologist; and 2 citizens
disciplinary actions
25 {Psychiatric Advisory Board §54.1-2924 Examine p li d or seeking 1 ¢, Not specified  |Licensed practitioners Board of Medicine As needed Has not met for
and advise Board of Medicine on mental or several yeass.
cmotiona! condition of such persons when such
condition is in issue before the Board of Medicitie
26 |{Advisory Board on Physical §54.1- 2944 Assist the Board of Medicine carry out provisions 5 5 physical therapists with oot less than Govermor As needed 3 meetings in FY97
Therapy of faw regarding physical therapists three years of practice
27 {Advisory Board on §54.1-2956 Assist the Board of Medicine cary out provisions ] 3 yespiratory therapists; | physician; and Govemnor As needed 3 meetings in FY97




9T

Table 1. 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 AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH PROFESSIONS
(continued)
28 {Advisory Board on §54.1-2956.2  [Assist the Board of Medicine casry out provisions s 3 occupational therapists; | physician; Govemor As needed 3 meetings in FY97
Occupational Therapy of law regarding occupationat therapists and 1 citizen at large
29 [Advisory Conunittee on §54.1-2956.8 Assist the Board of Medicine carry oul provisions 6 4 radiology technology practitioners; | Board of Medicine As needed 2 meetings in FY97
Radiological Technology of faw regarding radiological technology radiclogist; ! member of Board of
practitioners Medicine
30 |Advisory Conunittee on §54.1.2956.11  |Assist the Board of Medicine carry out provisions 7 3 physicians who practice acupuncturc; 3| Board of Medicine As peeded 2 meetings in FY97
Acupuncture of law regarding acupuncturists licensed acupuncturists; | member of )
Board of Medicine
31 |Board of Nursing $54.1-3002 Establish qualifications for registration, 13 7 RNs; 3 LPNs; 3 citizens at large Governor Annual 6 meetings in FY97,
centification or licensure; examine applicants; and 76 commitiee
register/centify/license qualified applicants; levy meetings
and collect fees; promulgate regulations; take
disciplinary actions; perform other related
functions
32 |Board of Optometry §54.1-3207 Establish qualifications for registration, 6 S optometrists; ! citizen at large Govemor As needed 5 meetings in FY97,
certification or licensure; exanuine applicants; and 25 committee
register/cenify/license qualified applicants; tevy meelings
and collect fees; promulgate regulations; take
disciplinary actions; perform other related
funclions
33 |Board of Pharmacy §54.1-3305 Regulate the practice of phanunacy and the 10 8 pharmacisis; 2 citizens at large Gaovernor Annua( 6 meetings in FY97,
manufacturing, dispensing, selling, distributing, and 14 commitice
processing, compounding, or disposal of drugs, mecetings
cosmetics and devices
33 {Intervention Program §54.1-2517 Examine eligibility of licensed health care 7 | physician and 6 other licensed health Director of the This is a new
Conunitice providers to participate in the health practitioners' care providers Department of Health committee
intervention programs Professions
35 |Board of Licensed §54.1-3503 Establish qualifications for registration, 14 8 professional counselors; 2 citizens at Govemor As needed 4 mectings in FY97,
Professional Counselors, certification or licensuse; examine applicants; lacge; 2 marriage and family therapists; 2, and 27 comemittce
Marziage and Family register/centify/license qualified applicants; levy b abuse professional meetings
Therapists, and Substance and collect fees; promulgate regulations; take
Abuse Professionals disciplinary actions; perform other related
functions
36 |Board of Psychology §54.1-3603 Establish qualifications for registration, 9 7 psychologists; 2 citizens at large Governor As necded 7 meetings in FY97,
centification or licensuse; examine applicants; and 35 commitiee
register/certify/license qualified applicants; levy meetings
and collect fees; promulgate regulations; and 1ake
disciplinary actions
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Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

and collect fees; promulgate regulations; and take

disciplinary actions

~ MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
# ENTITY AUTHORITY AISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
HEALTH PROFESSIONS
{continued)
37 |Advisory Committee on §54.1-3609 Expires [Reconunend to appropriate Boards standards for 10 I each from the Boards of: Medicine, Boards of Medicine, As needed Did not meet in
Certified Practices on July 1, 1999 |volumary certification of their licensees; Nursing, Professional Counselors, Nursing, Prof. FY97
reconunend siandards for mandatory certification Psychology. Social Work; 2 citizens Counselots, Psychology,
of sex offender reatment providers otherwise from Board of Health Professions or Social Work, Health
exempl from licensure other Boards; 3 scx offender treatiment Professions
providers
38 |Advisory Board on §34.1-3510 Recommend to the appropriate Boards standards 10 1 each from the Boards of: Medicine, Boards of Medicine, As needed 4 mectings in FY9?
Rehabilitation Providers for certification of rehabilitation providers Nursing, Professional Counsclors, Nursing, Prof.
Psychology, Social Work; 2 citizens Counsclors, Psychology,
from Board of Health Professions or Social Work, Health
other Boards; 3 treatmient providers Professions
39 |Board of Social Work §54.1-3703 Establish qualifications for registration, 7 5 social workers; 2 citizens at large Goveruor As necded 5 meetings in FY97,
certification or b 3 ine appli and 11 committee
gister/certify/license qualified applicants; levy meetings
and collect fees; promulgate regulations; and take
disciplinary actions
40 |Board of Veterinary Medicine §54.1-3802 Establish qualifications for registration, 7 5 veterinarians; | veterinarian techas Gt Annual 6 mectings in FY97,
certification or licensure; examine applicants; 1 citizen at large and 35 committee
registes/certify/license qualified applicants; levy micetings




Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

Conunittee

D 1996

ctfectis¢ health care initiatives such as prospective
drug utilization review, disease state managemeat,
and pro-DUR in the long-term care conununity

Pharmaceutical Research &
Manufacturers of America, and |
Registered Pharmacist from the VA
Pharmacists Assoc.

Assistance Services

MEETINCGS
RECENT
CODE NUMBER OF APPOINTING KEQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPQSE MEMBERS MEMBER COMPOSITION AUTHORITY MUETINGS SCHEDULE
DEPARTMENT OF
MEDICAL ASSISTANCE
SERVICES (DMAS)
41 |Board of Medical Assistance §32.1-324 Preparc, amend and submit to the Federal tl 5 health care providers; 6 who are not Governor As Needed $ meetings in FY97
Services (BMAS) Government a state plan for medical assistance providers
services (Medicaid), promulgate regulations;
provide policy oversight for Medicaid program
42 [Advisory Committee on §32.1-328 Advise Govemor on responsibilities of 21 Reps. of providers receiving 3rd pany Govemor As Needed Has oot met siace
Medicare and Medicaid Conunonwealth re: Medicare and Medicaid payments from Medicare and Medicaid; June 1991; all
programs reps. of other 3rd party payors, consumer appointmeats have
groups and recipients; Comms. of DOH, expired
DMHMRSAS, DSS and Dis. of DMAS
are ex-officio
43 |Medicaid Prior Authorizativn $32.1-331.13 Make reconuncendations (0 BMAS regarding drugs 11 S physicians; 4 pharmacists; 1 mental Board of Medical As needed Inactive
Advisory Committee 1o be subject 1o prior authorization health consumer; and t Medicaid Assistance Services
recipient
44 |Indigent Health Care Trust §321-335 Recommend to BMAS policy and procedure for 15 Chairman of BMAS; Dir. of DMAS; Board of Mcdical As needed Last meeting took
Fund Technical Advisory administering the fund,; currently working on pilot Comums. of Health and Burcau of Ins. (o1]  Assistance Services place in the fall of
Panel project to coavert fund 1o insurance product for designee); Chairman of Va. Health Care 1996
working uninsui=J Foundation (or designee), 2 BMAS
members; 2 hospital CEOs; 3 reps. of
{private cnterprise; 2 reps. of insurance
ind ; and | physician
45 IMedicaid Phannacy Laaison [ Chap. 912, Ttem 322 nvestip ¢ implementation of quality cost- 5 3 registered pharmacists, 1 rep from Dept. of Medical As peeded
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Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

provide final review of grant awards

Hard-of-Hearing; Supt. of Public.
Instruct.; 3 consumers; and | local
J_Eovcmmenl rep

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
MENTAL HEALTH,
MENTAL RETARDATION,
AND SUBSTANCE ABUSE
SERVICES (DMHMRSAS)
16 |State Mental Health, Mental §37.1-3 Develop and establish policies on state hospitals 9 > 113 shalt be consumers of MHMRSAS| Governor (Govemor's At feast 4/yr. ayr.
Retardation and Substance and CS8s; develop long-range plans for services or family members of appointments subject to
Abuse Services Board MHMRSAS; advise Governor and Genesal consumers confirmation by the
Assemibly on MHMRSAS issues; and promulgate General Assembly)
rules and regulations
47 JAlzheimer's Disease and §37.1-62.1 Advise Sec. of HHR and develop a plan for 14 6 members of Alzheimer's Disease and Govermnor Has not met over the
Related Disorders funding local initiatives for services to victins of Relared Disorders Assoc.; 8 health past 4 years.
Conunission Alzheimer's disease and related disorders professionals. Members were not
teappointed by the current
Administration
48 {Governor's Council on §37.1-207 Advise and make reconunendations to the 19 t rep. fiom: Sec. of HHR, Sec. of Governor Has not met over the
Alcohoi and Drug Abuse Governor on broad policies, goals and Transp., Sec. of Public Safely; $ reps. of past 4 years.
Problems coordination of public & private efforts to control state agencies w/ resp. in substance
alcohol & drug abuse jabuse; 2 local govt. agencies w/ resp. for
b abuse; and 9 gencral public
OEPARTMENT OF
REHABILITATIVE
SERVICES (DRS)
49 {Board of Rehabilitative §51.54 Provide access to Dept. of Rehab Services; 9 Must include a representative of local Govemor (Governor's 4/yr. 4lyy.
Services publicize policies/programs of Dept. to educate government; several persons with appointments subject to
public; monitor activities of Dept.; advise on disabilities confirmation by the
regulations of Dept.; and advise Governor, Sec. of General Assembly)
HHR and General Assembly on delivery of
services
S0 {Statewide Rehabilitation §51.5-9.01 Provide advice 1o the Dept. of Rehab Services 22 Based on Federal provisions; majority Govemner 4lyr. 4lyr.
Advisory Council regarding vocational services provided pursuant to ase persons with disabilities
Federal Rehabilitation Act
ST [Statewide Independem Living §51.5-25.1 Assist DRS carry out activities required under 14 Based on Federal provisions Govemor d/yr. diyr.
Council Tile Vil of the Federal Rehabilitation Act; and
advise DRS on these matters
52 {Disability Services Council §51.5-49 Develop guidelines for local disability services 8 Comms. of DRS, and Dept. for Vis. Govemor As needed; generally 2 | Mct approximately 3|
boards; develop grant application system; and Handicapped; Dir. of Dept. for Deaf & Iyr. times in FY97
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Table 1.

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

MEETINGS
RECENT
CODE NUMBER OF APPOINTING LEQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
REHABILITATIVE
SERVICES (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. Alyr.
Technology Council was assistive technology system; to provide related members. Reps from the various State makes recommendations
initiated in 1992 ladvice and guidance to the Dept of Rehabilitative agencies which work with peopte with 110 the Council. Nominees
Senvices and to the Virginia Assistive Technology disabilities also sit o this Council must be confinmed by
System DRS
DEPARTMENT OF
PERSONNEL AND
TRAINING
54 |Local Health Benefits §2.1-20.1:.02 Advise DPT on administration of local health 7 Local govi, teachers, school ofTicers, Govemnor Meets 2-3/yr. Met 2 times in FY97
Advisory Conuniliee benefits programs school board members, retirees
55 |State Health Benefits §2.1-20 1:01 Advise Sec. of Administration on issues/concems 17 2 retirees (former state employees), 11 Governor appts 9, House:| Meets 2.3/yr. Meetings] Met 2 times in FY97
Advisory Council regarding the state employees' health benefits cmiployees (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
confirmation by the Admip.
SECRETARY OF HEALTH
AND HUMAN
RESOURCES
56 [Maternal and Child Health §9-317 [ipresve the healts of the Conunonwealth's 11 appointed 5 health professionals; 2 rep. of Govemor 4/yr 4/yr.
Council mother- «nd children by promoting and improving{ members; 5 ex- lprivate/non-profit org.; | rep. of private
progr..:us and service delivery systems related 10 officio members [industry; 1 rep. of religious community;
maternal and child health t focal public official; and | rep. of
hospital. Ex-officio bers (Durector
of DMAS, Conmms. of DOH, DSS,
DMHMRSAS and Supt, of Public
Instruction) Secretary of HHR is
Chairman
57 [VIRGINIA BOARD FOR §51.5-31 Advise Sec. of HHR and Governot on issues and 40 Reps. of nine state agencies, including Govemor At least quarterly At least quarterly
PEOPLE WITH problems of interest to persons with disabilitics; DMH, DRS, DRVD; reps. of numerous
DISABILITIES subniit needs assesstments; serve as State Planning organizations and interests; persons w/
Council for administration of certain federal laws; developmental disabilities; persons w/
appoint and supervise Director of Board,; hire stafY, mentally impairing dev. disabilities; and
relatives or guardians of persons w/
[disabilities.
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Table 1. 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 AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEFPARTMENT FOR THE
RIGHTS OF VIRGINIANS
WITH DISABILITIES
{DRVD)
58 |Protection and Advocacy for Dept. Bylaws  |Advise the Departmeat for the Rights of 20 9 consumers; 2 family members of DRVD Director 4/yr. and as peeded | 6 mectings in FY97
Individuals with Menial Virginians with Disabilities regarding advocacy Lper:ons with disabilities; 5 meatal health
{llness Council issues for disabled Virginians |professionals; | attoruey; | member of
the public knowledgeable about mental
. Mermhorchin refl L
{representation.
DEPARTMENT FOR THE
VISUALLY
HANDICAPPED
59 |Virginia Board for the §63.1-68 Advise Governor, Sec. of HHR and Genetal 7 4 must be persons who are blind Govemor Ayr. 4yr.
Visually Handicapped Assenbly on delivery of public services to and the
protection of rights of persons with visual
disabilities
60 [Statewide Rehabilitation §63.1-70.1 Provide advice to Dept. for Visually Handicapped 16 1 sep from each, Parent Training and Based on Federal 4lys. 4/yr.
Advisory Council for the regarding vocational services provided pursuant to info Cutr, Client Asst Prog, Voc Rehab provisions
Blind Title ! and VI of the Federal Rehabilitation Act Counselor (ex-officio), Comm Rehab
Prog, ludependent Living Council; 2
reps from Disability Advocacy Gps; 4
reps of business, industry and labor; 5
|recipients of voc rehab services
61 |Joint Advisory Board for the §63.1-73b Advise the Virginia Board for the Visually 9 At least 2 persons who are blind, or First Board members 4fyr. 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
Industries for the Blind. Advise the managers of representatives of Human Service Visually Handicapped;
Workshops on business trends, contract Agencies; the remainder are local when those terms expire
opportunities; review fiscal and budgetary matters business people from manufacturing this Board determines
that relate 10 the Workshops Jentitics, and other employers new appointments




Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

Policy Conunitiee

Exec. Order
Became a standing
comumiltee in 1997

issues regarding the approximately 14,000 migrant
and seasonal farmworkers who help tend
Virginia's crops each year

representative of a State Agency

Agencies represented

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT FOR THE
DEAF AND HARD-OF-
HEARING
fsz Advisory Board for the §63.1-85.1:1 Ensure development of long-range programs for 9 4 reps. of deafness-oriented professions; Govemnor Ayt 4yt
Deparntment for the Deaf and hearing-impaired Virginians; advise Governor, 4 citizens who are hearing-impaired; |
Hard-of-Hearing Sec. of HHR, Dir. of Dept, and General Assembly parent of a hearing-impatured child
on matters involving the hearing impaired
INTERAGENCY
63 State Executive Council for At §2.1-746 Provide for establishment of interagency 7 Comyms. of DMHMRSAS, DOH, and Govemor 12/yr. 124yr., Meets once
Risk Youth & Families programmatic and fiscal policies which support DSS; Supt. of Public Instruction; Ex. per month, the CSA
services for at-risk youth and families; oversee Sec. of Va. Supreme Court; Dir. of Dept. Director calls the
adiministration of state interagency policies of Youth and Family Services; and | meetings at the
governing use and distribution of state funds; and parent representative instruction of the
advise Governor on relevant issues Chairman
64 |Virginia Council on §9-268 Develop progranis which: promote the niaxinwm 18 1 each from: Advisory Board for Aging, Governor Has not met for
Coordinating Presention independence of individuals and strengthen Va. Council on Child Day Care and approximately 7
familics; 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 through carly interveation or of Youth Serv., Crim. Jus. Serv. Bd,,
treatment State Bd. of Ed., State Bd. of Health,
Board of Med. Asst. Services, Councit
on Status of Women, State MHMRSAS
Board, VA Boasd for People with
Disabilities, and the Board of Social
Services; and 5 citizens at large
65 {interapency Coordinating §2.1-703.1 Provide and promote cross-secretariat interagency 10 ! rep. from numcrous state agencies; Executive of each agency Unknown This Council has not
Council on Housing for the leadership for comprehensive planning and Secs. of Commerce and Trade and HHR | represented on Council met for
Disabled implementation to snaxunize low-income housing are ex-officic members approximately 3
for the disabled years.
66 [Interagency Migrant Worker Est in 1986 by |Reviews, coordinates, evaluates and addresses 17 Each Conunittee member is a Designated by the Monthly Monthly




Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

£e

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
SOCLAL SERVICES (DSS)
Board of Social Services §63.t-14 Advise the Governor on issues relating to social 9 I member from cach of the welfare Governor 6lyr. 6/yr.
services regions of the State established by the
Commissioner of Social Services
Advisory Board on Child §63.1-248.16  |Advise DSS and Board of Social Services on 16 9 persons wilh staggered terms and the Governor Quarterly Quarterly
Abuse and Neglect prevention and treatment of abused and neglected following permanent members: Comnts.
childsen and their families of DOH and DMHMRSAS; Supt. of
Public lnstruction; Dir. of the Depts of
Corrections; Youth and Family Services;
Criminal Justice Services; and Attomey
General or their designees
DEPARTMENT FOR THE
AGING (DA)
Advisory Board for §2.1-373 Assist Dept. for the Aging in the performance of 23 Membership appointments focus on: Governor 4lyr. afyr.
Department for the Aging its dutics geographic representation, experience
and interest in the field of aging. The
majority of Board members are over the
age of 60
Speciatized Transponation §9-320 Support the development of safe, cost-effective, 10 Sec. of HHR is Chair; Sec. of Transp. is Governor Quarterly Did not meet during
Council coordinated and specialized transportation services| Vice Chair; 8 appointed members: 1 rep. the past year.
for the elderly and disabled of: large urban pub. transp. provider, During the 3
small urban pub. sansp. provider, a rural previous years, met
transp. provider; 3 consumers; and two aj approximately 4
targe members times,

! {Specialized Transportation §9-323 Assists the Specialtized Transpontation Council 12 Reps. from numerous state agencies; 3 Specialized Trans. Has not met for
Technical Advisory reps. of public transportation providers  |Council appoints 3 transp. approximagely 3
Committee or transp: ion district i reps.; appoiating years,

authority for others is not
specified
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Tabie 1. lnventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETING
# ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
EDUCATION (DOE)
72 |Schoo! Health Advisory §22.1-275.1 Assist the developnient of health policy in the <20 Parents, stud health professional. Each School Board >2fyr, Schedules vary, but
Boards |school division and the evaluation of the state of educators, and others many meet a
school health, health education, the school minimum of 4/yr.
envirorment and health services
DEPARTMENT OF
PROFESSIONAL AND
OCCUPATIONAL
REGULATION
73 |Board for Opticians §54.1-1703 Establish qualifications for registration, 5 3 opticians; | ophthatmologist; and | Governor 3yt Meets at Jeast 3
certification or licensure; examine applicants; citizen at large times per year
register/certify/license quatificd applicants; levy
ang collect fees; promulgate segulations; and take
disciplinary actions
74 |Board for Hearing Aid §54.1-1502 Establish qualifications for registration, 7 4 licensed hearing 2id specialists (one of Govemor 3fyr. Meets at least 3
Specialisis certification or licensure; examine applicants; which must also be a licensed times per year
register/centify/license qualified applicants; levy audiologist), 1 otolaryngologist, and 2
and collect fees; promulgate regulations; and take citizens
disciphinary actions
BUREAU OF INSURANCE
75 |Special Advisory Conunission §9.297 Advise the Govemor and the General Asseibly 14 I each: physician, hospital CEOQ, allied Govemor: 10 As necded and at the | 3 mectings in 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 industy, and medical ethics expen; 2 Elections: 2 Govemor
health insurance reps., 2 citizens at large;] Speaker of House: 2
| member of Senate Comm. on Ed. and
Health; | member of Senate Comun on
Labor; | member of House CiB
Ci i C of Health
and Bureau of Insurance are¢ ex-officio
DEPARTMENT OF
LABOR AND INDUSTRY
76 |Safety and Health Codes §40.1-22 Study and investigate all phases of safety and 14 ladividuals from various indusiries who Govemor 2/yr. or more Al least twice a year.
Board health in business establishments; adopt, ainend provide a mix of coiployer and employee depending on the | Met 2 times in FY97F
and repeal rules and regulations to further the p ives, as well as bers of number of Federal
safety and health of employees the gencral public regulations issued by
OSHA
77 |Migrant and Seasonal §9-149 10 9-152  [Addresses issues of importance to migrant and 15 Individuals from various parts of the Govemor Quarterly Quarterly
Farmworkers' Board seasonal fannworkers, including housing, health State, who are involved with, or have an
care, employment, immigration, workers' i tn, issues regarding {and
compensation, transportation |migrant farmworkers
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Table 1. Inventory of Health Care-Related Boards, Commissions, Committees and Councils in the Commonwealth of Virginia (continued)

MEETINGS
RECENT
CODE NUMBER OF APPOINTING REQUIRED MEETINRG
L ENTITY AUTHORITY MISSION/PURPOSE MEMBERS MEMBER COMPOSITION AUTHORITY MEETINGS SCHEDULE
DEPARTMENT OF
MOTOR VEHICLES
78 |Medical Advisory Board for §46.2-204 Advise Comm. of DMV throngh the development 7 All must be licensed physicians currently Governor 4fyr. 4/yr.
the Departmient of Motor of medical and health standards to avoid the practicing medicine in Virginia
Vehicies issuance of liceases to persons suffering from
physical or mental disabilities or discase that will
prevent their exercising reasonable control over a
molor vehicle
79 |VIRGINIA BIRTH- §38.2-5016 Adninister the program and the fund 7 3 citizens; | participating hospital rep.; 1 Governor 12yr. Met 10 times in
RELATED participating physician sep.; | rep. of FY97
NEURQLOGICAL INJURY liability insurers; and 1 non-participating
COMPENSATION physician
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
i 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

DEPARTMENT 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
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Table 3. Summary Membership Profile of Health Care Boards

Number of Board Percentage of Total
Categories Members* Board Members*
Consumers** 158 22%
Citizens** 49 7%
Professionals 337 47%
Inter-Agency
Representation 85 12%
IIntra-A gency
Representation 8 1%
Regional 82 11%
Total 719 100%

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

names and affiliations of board 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 of Dentistry

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 of Medical 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 of Rehabilitative Services
Statewide Rehabilitation Advisory Council
Statewide Independent Living Council
Disability Services Council
Virginia Council on Assistive Technology

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

Interagency
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 Aging
Adyvisory 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 of Motor Vehicles

Virginia Board for People with Disabilities
Virginia Birth-Related Neurological Injury Compensation Program
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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 Aging
Specialized Transportation Council

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
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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 Agencies/Boards

e men Ith Profession
Psychiatric Advisory Board

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; Sunset
Legislative Branch Clause, or
# [Title Classification  [Code or Bill |Mission/Purpose Boards Member Composition Standing
I |Senate Commitice on Education  JCommittee Consider matters conceming 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 on Healith, Commiltee 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
1o 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.
3 |loint Commission on Health Care |Commission 9-311 Study, report and make recommendations on all |Depts. of 16 members: 7 Sen. appted by

areas of health care provision, regulation,
insurance, liability, licensing, and delivery of
services.

Health, Health
Professions and
DMAS

P&E; 9 Del. appted by Speaker,
3 of whom must be from HWI

Established 1992
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Title

Legislative
Classification

Code or Bill

Mission/Purpose

Potential
Link to
Executive
Branch
Boards

Member Composition

DURATION: Dat
Initiated; Sunset
Clause, or
Standing

Joint Subcommittee to Study the
Commonwealih's Current Laws
and Policies Related to Chronic,
Acute & Cancer Pain Management

Subcommiittee to
House and Senate
Committees et al

SIR 72 (1994)
HJR 583
(1995) HIR
256 (1996)
HJR 565
(1997)

Examine current chronic, acute & cancer pain
management efforts; the effectiveness of pain
management provided by the Commonwealth's
medical schools, health care providers, and
chronic, acute and cancer pain management
clinics; Virginia's current laws and public policy
related to chronic, acute and cancer pain
management, the pain treatment needs of chronic,
acute and cancer patients; the special pain
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.

Dept. Of Health

11 members; 3 Sen. appted by
P&E, 4 Del. appted by the
Speaker, 4 citizens appted by
the Gov. of whom 2 must be
physician experts in pain
management and 2 must be
patients or relatives of patients
with experience with pain
management.

Established 1994;
Continued 1995,
1996, 1997. To
submit findings and
recommendations to
the Gov. and the
1998 session of the
General Assembly

State Health Benefits Advisory
Council

Council

§2.1-20.1:01

Advise Sec. of Administration on issues/concerns
regarding the state employees' health benefits
program,

DPT

17 members: 2 retirees; 11
employees; 4 citizens;
Govemor 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

Development

Labor & Industry, Dir. of
Housing & Community
Development as ex-officio
members.

Potential
Link to DURATION: Date
Executive Initiated; Sunset
Legislative Branch Clause, or
Title Classification  |Code or Bill |Mission/Purpose Boards Member Composition Standing
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) SIR 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., | Sen. appted by P&E, 2 [and recommenda-
(1996) SIR Labor & Del. appted by the Speaker. tions to the Gov. and
227 (1997) Industry, State Health Comm., Dir. of  |[the 1998 session of
Housing & Dept. of Professional & the General
Community Occupational Reg., Comm. of |Assembly




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

LY

Potential
Link to DURATION: Data
Executive Initiated; Sunset
Legislative Branch Clause, or
Title - Classification  |Code or Bill |[Mission/Purpase Boards Member Composition Standing
Commission on Family Violence Commission HIR 279 Study domestic violence. Identify existing 30 members: 4 Del. appted by |Established 1994 as

(1994) SIR 27|services and resources available to address family the Speaker; 3 Sen. appted by |two-year

(1996) HIR  |violence. Investigate ways to coordinate delivery P&E; Lt. Gov.; Chief Justice of |commission,

663 (1997)  [of those services and resources and increase the Supreme Ct. or designee;  [continued 1996,
public awareness of their existence. Determine Chief Judge of the Ct. of 1997. To submit
services, resources and legislation which may be Appeals or designee; Atty. Gen.|findings and
needed to further address, prevent, and treat or designee; Sec. of Ed. or recommendations to
family violence. designee; 2 circuit ct. judges, 1 |the Gov. and the

gen. dist. ct. judge & 1 juvenile | 1998 session of the
and domestic relations ct.judge |General Assembly.
appted by Gov. from recs. of
Chief Justice of Supreme Ct; 1
juvenile and domestic relations
ct judge appted by the Speaker;
Comm. DMHMRSAS; Comm.
DSS; Dir. of DJJ; 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

Alcohol Safety Action Program

standards and criteria for program operations;
oversee performance, accounting, auditing, public
information, and administrative procedures for the
various local alcohol safety action programs,
driver alcohol rehabilitation programs; and is
responsible for overseeing the administration of
the statewide VASAP system and reports directly
to the Sec. of Transportation.

former members of House
Committee for Courts of Justice
appted by Speaker; 2 members
of Senate Cominittee for Courts
of Justice appted by P&E; 3
sitting or retired judges, 1 each
from circuit, gen. dist. &
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; | rep of the law
enforcement profession appted
by the Speaker; 1 citizen at-
large appted by P&E; 1 rep of
DMYV whose duties are
substantially related to matters
to be addressed by the
commission, appted by the
Comm. DMV; 1 rep of
DMHMRSAS whose duties
substantially involve such
matters, appted by Comm.

Potential
Link to DURATION: Dat
Executive Initiated; Sunset
Legislative Branch Clause, or
Title Classification Code or Bill |Mission/Purpose Boards Member Composition Standing
Commission on the Virginia Commission 18.2-271.2 Establish and assure the maintenance of minimum 14 members: 3 current or
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Funded Mental Health, Mental
Retardation, and Substance Abuse
Services

retardation, and substance abuse services; the
principles and goals for a comprehensive publicly
funded mental health, mental retardation, and
substance abuse services in the Commonwealth;
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.

P&E; Sec. of HHR and Comm.
of MHMRSAS as ex officio
members

Potential
Link to DURATION: Datg
Executive Initiated; Sunset
Legislative Branch Clause, or
Title Classification  |Code or Bill |Mission/Purpose Boards Member Composition Standing
Joint Subcommittce to Evaluate |Subcommittee HIR 240 Examine and make recommendations on the 13 members: 7 Del. appted by [Established 1996, To
the Future Delivery of Publicly (1996) current system of delivering mental health, mental Speaker; 4 Sen. appted by submit findings and

recommenda- tions
to the Gov. and the
1998 session of the
General Assembly
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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
10 oint Subcommittee Studying the |Subcommittee HIR 167 Study the status and needs of African-American l-)epts. of 9 members: S Del. appted by  |Established 1996;
Status and Needs of African- (1996) HIR  |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
the correctional institutions, under the supervision
of the judicial system, enrolled as in-state students
in public and private institutions of higher
education in the Commonwealth; prevalent health
problems and conditions of such persons in the
state; the number of African-American males in
the public education system, including the types
of diplomas pursued and their representation in
advanced level courses, vocational and technical
education programs, college preparatory
programs, and special education programs, their
high school completion rates and kinds of
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.

Corrections, ans
Social Services

expertise in psychiatry, the
health care delivery system,
social services, corrections,
public and higher education,
economic development,
cnminology, job training,
community development,
substance abuse prevention and
treatment, family violence
prevention, counseling, and
such other persons who may
assist the joint subcommittee in
its work.

recommenda- tions
to the Gov. and the
1998 session of the
General Assembly.
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Table 8. Health Policy-Related Commissions and Committees Composed of Legislators or Appointed by the Legislature

Potential
Link to DURATION: Dat
Executive Initiated; Sunset
Legislative Branch Clause, or
# |Title Classification |[Code or Bill |Mission/Purpose Boards Member Composition Standing
1" JAdvisory Commission on the Commission SB1125 Monitor operations of the Virginia Schools for the] ‘l-)?pts. for the |10 members: 5 Del. and 1 Established 1997
Virginia Schoals for the Deaf and Deaf and 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 1 citizen
the maintenance of a high-quality and cost- Deaf and Hard- Jmember appted by P&E
effective program of study and a safe and of-Hearing,
nurturing residential environment. Education

q

Joint Legistative Audit and
Review Commission

Commission

30-56

Carry out continuous legislative review and
evaluation of the effectiveness and efficiency of
state programs; make reports on findings and
recommendations to the Governor and General
Assembly conceming economical, efficient
agency operation, and amelioration of agency
services, and the elimination of duplicated or
ineffective functions of state agencies. (Current
and recent health related studies include
examination of services for mentally disabled
residents of adult care residences, review of the
Comprehensive Services Act, review of the
ADAPT system automating delivery of benefit
services including Medicaid, and a review of
Medicaid Forecasting Methodology.)

14 members: 9 Del. appted by
Speaker of which at least 5 are
members of the House
Appropriations Committee; 5
Sen. appted by P&E of which
at least 2 are members of the
Senate Finance Commiittee;
Auditor of Public Accounts as
an ex officio member.
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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
13 [Southeast Interstate Low-Level Compact 10.1-1500 Provide the instrument and framework for a -Dﬁ. of 2 members from each member |Established Sept. 10,
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
low-level radioactive waste generated in the
region; promote the health and safety of the
region; limit the number of facilities required to
effectively and efficiently manage low-level
radioactive waste generated in the region;
encourage reduction of the amounts of low-level
waste generated in the region; encourage and
distnbute costs, benefits, and obligations of
successful low-level radioactive waste
management equitably among party states.

Environmental
Quality, Mines,
Minerals and
Energy

Governors.

by enacting a law
repealing the
compact.
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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
1+ tSouthern States Energy Board Compact 2.1-337 Foster progress in peaceful uses of nuclear energy Bept. of Mines,|3 members: 1 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 gov. of|
ea. other party state;
if any phrase, clause,
sentence or provision
of this compact or
supplementary
agreement is declared|
to be contrary to the
constitution of any
participating state or
the United 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: Date
Executive Initiated; Sunset
Legisiative Branch Clause, or
# |Title Classification Code or Bill |Mission/Purpose Boards Member Composition Standing
15 1Joint Subcommittee Studying the [Subcommittee to  |HIR 31 (1988)] Assess AIDS-related issues including: existing  |Depts. of 15 members: 1 member ea. Established 1988;
[ssues, Policies and Programs House HW], HIR 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) HIR  [risk groups for AIDS; state policies conceming  |DMAS, Education & Health, for Courts [ 1990, 1991, 1992,

Acquired Immunodeficiency
Syndrome

Corp., Insurance, &
Banking,
Education, &
Appropriations and
Senate Educ. &
Health, Courts of
Justice, Comm. &
Labor, Rehab. &
Social Services, &
Finance

129 (1990)
HIR 438

(1991) HIR
247 (1992)
HIR 692

(1993) HIR
692 (1994)

containment of the virus and care and treatment of]
persons living with AIDS; advisability of criminal
statutes regarding the willful exposure of another
to HIV by one so infected; efforts to prevent the
spread of AIDS, including education, testing and
isolation; voluntary and mandatory testing under
various circumstances; discrimination and
confidentiality issues related to AIDS; public
education and child welfare issues relative to
AIDS and AIDS-related illnesses; and health care
and coverage for people with AIDS.

Education

of Justice, on Commerce &
Labor, on Rehabilitation &
Social Services, & on Finance
appted by P&E; 2 members of
House Committee on Health,
Welfare & Institutions, and one
member ea. of the House
Committees for Courts of
Justice, on Corp., Insurance &
Banking, on Education, & on
Appropriations appted by the
Speaker. One CA and 3 citizen
members, | 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 H1V-infected
citizen or a citizen living with
AIDS, to be appted by the
Governor. Commissioners of
Health, DSS, & DMHMRSAS;
Dir. of DMAS, DOC, & Div. of]
Consolidated Laboratory
Services; & the Superintendent
of Public Instruction shall serve

1993, 1994

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

Potential
Link to DURATION: Dat
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, 1 member ea. from Depts. of
all components of a comprehensive school health ]DMHMRSAS  |Education, Health, Youth &
program, including health education; heaith Family Services, & DMAS
services; healthful school environment; appted by the Govemnor, 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 locat
for staff. education associations, & 1 rep
from PTAs, all appted by the
Govemor.
17 1oint Subcommittee to Study the }Subcommittee to  [HJR 139 Examine the issue of deinstitutionalization and its ]DMHMRSAS {13 members: 4 Del. appted by |Established 1994,
Effects of Deinstitutionalization  |House and Senate [(1994) HIR  ]effect on the patient and the locality. Speaker; 3 Sen. appted by Continued 1995
committees et al 549 (1995) P&E; Comm. of DMHMRSAS;

1 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: Date
Executive Initiated; Sunset
Legislative Branch Clause, or
# |Title Classification  |Code or Bill |Mission/Purpose Boards Member Composition Standing
18 lJoint Subcommittee Studying Subcommittee HIR 164 Study ways of funding early intervention services, -Depts‘ of Rights| I members: 5 Del. appted by Established 1990;
Early Intervention Services for (1990) HJIR  [including expanding the use of Medicaid; ways |of Virginians |Speaker; 3 Sen. appted by Continued 1991,
Infants and Toddlers with 380 (1991) of increasing interagency participation in w/Disabilities, |P&E; 3 citizen members appted|1992, 1993, 1994,
Disabilities HIR 187 establishing, providing and funding early DMAS, by the Govemnor. 1995, 1996, 1997,
(1992) HIR  Jintervention services; ways of reaching DMHMRSAS To submit findings
187 (1992) populations that are underserved because of and recommenda-
HIR 196 cultural diversity; impact of serving at-risk tions to the Gov. and
(1994) HIR  {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: l)atetl
Executive Initiated; Sunset
Legislative Branch Clause, or
# |Title Classification  [Code or Bill [Mission/Purpose Boards Member Composition Standing
19 [Commission on the Coordination |Commission HIR 45 {1990)|Review and determine measures and incentives | Virginia Board |16 members: ﬁ)?l.appled by |Established 1990;
of the Delivery of Services to SJR 186 that provide for accountability and support for People with |Speaker; | member ea. from  [Continued 1991,
Facilitate the Self-sufficiency and (1991) HIR  |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 HIR 429 optimum use of public and private fiscal Rights of Social Services, & on Finance
Commonwecaith (1993) HIR  |resources and insurance; determine methods to | Virginians w/  |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
to needed services and employment opportunities;
develop human resource models to facilitate
rehabilitation-oriented case man-agement and
other professional support for persons with
physical and sensory disabilities; evaluate the
need for and recommend strategies for research
and a system to provide post-acute and long-term
rehabilitation for traumatic injury and specified
disability groups; identify and develop service
delivery models to address the multi-faceted and
long-term needs for treatment, community
support, transportation, housing, employment, job
training, vocational and career counseling, and
job placement services; and determine ways to
promote coordination.

Visually
Handicapped,
Deaf and Hard-
of-Hearing,
DRS DMAS

health insurance industry, and
health care industry, | educator
certified in special education, 1
licensed practicing physician
with experience in emergency
medicine and trauma care or
neurosurgery, | citizen at-large
all appted by the Gov.; Lt.
Gov.; | former Sen.
representing the 25th Senatorial
District from January 1980
until December 1991, & the
former chairman of the House
Committee on Health, Welfare
& Institutions representing the
76th House District from
January 1970 until December
1991.
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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
20 |Virginia Workers' Compensation |Independent 65.2-200 Administer Workers' Eompensation Actand 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
arising out of and in the course of employment.

Assembly
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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
21 {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 (1992) SJR community and institutional environments for Corrections, P&E; 3 Del. appted by Speaker,
Virginia 277(1993)  ljuvenile sex offenders and in community-based |DMHMRSAS |rep from the Office of the Atty
SJR 56 (1994) |programs for young victims of sexual abuse. DJJ, DRS Gen.; Lt. Gov.; 3 citizen

SOURCES: Commonwealth of Virginia, Office of t

fie Sccrelary of the Commonwealth, 1996-19

Develop cost-effective methods for coordination
and expansion of treatment services; develop
strategies for the identification and education to
children who have been victims of sexual assault
or are ate risk of sexual victimization; review
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 of other states and
federal laws.

members appted by the Gov.;
Secretaries of HHR, Education,
& Public Safety and Executive
Secretary of the Supreme Court
as ex-officio members.

2 (Richmond, VA: 19

6).



Table 9. Summary Membership Profile
of Committees and Commissions
Composed of Legislators or Appointed by the Legislature

Number of Board Percentage of Total
Members Board Members
168 62%
68 25%
nCitizens 34 13%
Total 270 100%
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Table 10.

Major Health Issues Resulting for Medicaid Reforms

ocoooo0o

Oo00o00

Who is eligible to receive services

Effect on service providers

When citizens seek services

Determining community needs

Citizen expectations with respect to service delivery
Locus of service - state, regional, or local
Preparation of professionals

Table 11.
Key Factors in Successful Health Planning

Leadership across the executive and legislative branches of government
Broad-based stakeholder involvement

Availability of accessible and technically sound information

Early and continuous involvement in the planning process
Comprehensive planning body

Using a public planning process
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Appendix 1.
Senate Joint Resolution 317

62



Bul fracking - 1997 session http://leg] state.va.us/cgi-bin/legp504?7971+ful+SI31 7ER

SENATE JOINT RESOLUTION NO. 317
Requesting the Secretary of Health 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.

Agreed to by the Senate, January 30, 1997
Agreed to by the House of Delegates, 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 of Health 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

ghe procedures of the Division of Legislative Automated Systems for the processing of legislative
ocuments.

Go to (General Assembly 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



COMMONWEALTH of VIRGINIA

Office of the Governor bt nfor

Ceorge Allen
Governor Secretary of Health and Human Resources

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 of the Various
Entities Receiving State Funds or Having Responsibilities of Health 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 to the local
and community fevel. To assure that citizen and professional involvement leads to
meaningful action, the Administration continuaily 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, afier 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 acuivities, 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, [ 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
Assembly 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
Secretariat.

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 facilitate 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 ot Medical
Assistance Services at the Department of Medical Assistance Services) to take the
feadership 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 Joint 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 I1I: 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 Noveraber,
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
Planning Board.

Because of the duty to protect the “safety net” of health and social services for
vulnerable citizens in the Commonwealth, [ 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 of Heaith, 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, Regional Health Systems Agencies, the Office of Health Facilities
Regulation which includes the Division of COPN, and vestiges of a health policy function
in VDH. 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
Medical Assistance Services as the principal health policy development bodies in the
Secretariat. [ believe 1t 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 beards. any specific 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 of Medical Assistance Services has proposed legislation to
eliminate the Advisory Board on Medicare and Medicaid by consolidating its
responsibilities with those of the Board of Medical 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 would certainly appreciate the support of the Commission for actions that the
Department of Medical 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,

ﬁm«f C%J/w

Robert C. Metcalf

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
Leshie 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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Office of the Governor

Robert C. Metcalf

Geg;ge Allen
vernor Secre f Health and Human Resources
July 9, 1997 Ry et o
MEMORANDUM
TO: Department for the Aging

Department for the Rights of Virginians with Disabilities
Virginia Department for the Deaf and Hard of Hearing
Department of Education

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

FROM:  Robert C. Metcalf 6:)(1 A

SUBJECT: Se int lu 317 - v eal - a

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 recommend 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 (DMAS) as the lead
agency to coordinate this study. DMAS will be working with the College of William and Mary’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
staff person within your agency for this project. This will be the person with whom DMAS and
CPPR will coordinate directly. In addition, please update Appendix B of Senate Document No.

8 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 DMAS 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 S.

Responses from Agency Contacts to Update the Board Inventory
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STV S S ver o onedLin PrOFS  FAX NO. 8046629114 P. 01

COMMONWEALTH of VIRGINIA

Department of Health Professions
8806 Wes! Broad Streel, Fourth Floor
o Hasty Richmond, Virginla 23230-1717
July 18, 1997 (804) 682-9900
FAX (804) 662-8843
TOO (804) 662-7197

MEMORANDUM
TO: Bobbie Jo Jonas
FROM: Robert A. Nebiker

‘Senior Deputy Director
SUBJECT: SJR317(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 Committce” 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.

Qrigin: 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 adopted, Medicaid agencies were
primarily organizational wunits under other state departments,
mainly under state departments of social services or health. The
requirement for a medical care advisory committee 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 ancd Medicaid for the purpose of advising
the Governor on responsibilities of the Commonwealth under Titles
XVIITI and XIX of the United States Social Security 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'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 Title XIX of the United States Social Security Act.
Virginia established an independent Medicaid agency on March 1,
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
Advisory 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 XVIII and XIX of
the Social Security Act and for assisting the Board and Director
of Medical Assistance Services in developing the plan and method
of administration for the medical assistance services program.
The Director of Medical Assistance Services was added as a
designated ex officio member c¢f the Advisory Board.
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The Board of Medical Assistance Services 1s 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 1is 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 executive 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 nonfunctiona’
given 1its 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 requirement for representation of consumers'
groups, 1including Medicaid recipients as specified in §431.12
(d)(2Z) 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). Furthermore, since Medicare is
completely administered and funded by the federal government,
there 1s no direct role for the A&dvisory Board on Medicare and
Medicaid with regard to Title XVIII.

In order to comply with federal regulation, the membership of
the Board of Medical Assistance Services would need to include
members of c¢onsumers' groups, including Medicaid reciplients and
representation by either the Commissioner of the Department of
Social Services or the Commissioner of Health.

In accordance wit*
3card consists of elewven re
whom are health care prowvide

nothing in the statute which would preclude =he :
consumer representative +to the Board 23 a non health care
provider.

At present, there are no wvacanciss 20 “he =2leven member 22ard
of Medical Assistance Services; however, %the +=2rm of one of the
health care providers is scheduled %o expicze 22 March 7, 1992 and
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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 3Board 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 expire in the next geveral 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
Health to ensure that quality patient care is provided. This
option would ensure compliance with federal regulation and would
not alter the existing baiance of provider/non-provider voting
members on the Board. Legislative 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 1is provided. Legislative action would not
be required to amend the composition of the Board's membership;
however, the provider community may feel that they would 1lose
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. Legislaticn 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 Commissicner of
Health or the Commissioner of Social Services. If this option 1s
selected, it is recommended that the membership of the Board be
expanded from 11 to 13 residents of the Commonwealth and that cone
of the new wmembers be designated by statute to represent
consumers' groups, including Medicaid recipients, and that the
cther repregentative be either the Commissioner of Health or
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Social Services. Legislation would also be required to repeal
§ 32.1-328, the Advisory Board on Medicare and Medicaid.

Qbjective: 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 1is 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 §32.1-328 of the Code of Virginia relating to the
Advisory Board on Medicare and Medicaid be repealed.

Qutcome: Elimination of duplicative functions; reduction in the

number of State Boards; and ensured compliance with federal
regulation related to the State Plan for Medical Assistance.

Resourceg Requiremenptg: 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.
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COMMONWEALTH of VIRGINIA

Department of Health

RANDOLPH L. GORDON, M.O., M.PH. P O BOX 2448
COMMISSIONER RICHMOND, VA 23218 TDO 1-800-828-1120
MEMORANDUM
TO: The Honorable Robert C. Metcalf
Secretary of Health and Human Resources
&«
FROM: Randolph L. Gordon, M.D., MP.H 2\ ~x
State Health Commissioner . U{’/
YA
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 of Health. 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, [ offer the following:

Regional EMS Coungil

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 unti recently.
The law also requires the Board of Health to designate regional EMS councils, which it first did in
1980 The 1990 amendments require a designation process, application and review every three
vears. The Office of EMS (OEMS) has developed draft regulations, a Designation
Process/Manual and performance standards. [t is anticipated that a pre-NOIRA will be filed
within the next 60 days.

OEMS strongly recommends the adoption of reguiations as required by the Code. It also
recommends a review of current designated regional councils and restructuring as approprate.
[ncluded m the review should be alternatives for realignment of service areas, staffing and

// VIRGINIA
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The Honorable Robert C. Metcalf
July 18, 1997
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contractual requirements between 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.

Virginia Health Planning B

Arguments can be made for or against reactivating the Virginia Health Planning Board,
however, I 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 any one agency.

Hom 1 Adwi

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 R rch 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 reguiated 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
Commuttees; 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 (804-672-8725), Karen Head, Critical Care Coordinator, Office of Emergency
Services. Department of Health (371-3500); Joshua Lipsman, MD, District Director, Alexandna
Health District (703-838-4872), and Rosanne Kolesar. Acting Executive Advisor, Department of
Health (804-786-2011). Prior to finalizing a recommendation refative to Human Research
Review Commuttees. this group should be reconvened and a review conducted.



The Honorable Robert C. Metcalf
July 18, 1997
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,
COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

Agency Afliligtion Department of Health

ENTITY

CODE MISSION/PURPOSE # OF - MEMBER COMPOSITION APPOINTMENT | MEETINGS
AUTHORITY MEM. ‘ ' AUTHORITY IR
Board of [lcalth §32.1-5 Provide leadership in health R Medical Society of Virginia (2); Governor 4lyr.
plananing and policy Virginia Pharmaceutical Assoc. (1),
development for the State Dental Association (1),
Conunonwealth and DOLL, Virginia Nurses' Association (1),
unpiement a coordinated Virginia Veteninary Medical Assoc. (1);
prevention-oriented Local Government (1),
program that promotes and Hosptal Industry (1),
protects the health of ail Nursing Home Industry (1);
Virginians, Consumers (2).
State Lmergency | §32.1-111.10 Advisc the Board of Health, 24 1 each: Virginia Municipal League and Governor 244yr.
Medical Services and review and make Virginia Association of Countics, Numerous
Advisory Board recommendations on the medical/emergency/ nursing associations; |
Statewide EMS Plan consumer.
Regional 1EMS §32.1-11111 Receive and disburse public | Not l.ocal government, fire proteciion, law Board of Health Varies
Councils funds; develop and speci- cnforcement, EMS agencies, hospitals, designates Regional among the 8
implement regional EMS fied 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 BOARDS,
COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

Agency Affiliation Department ot Health

ENTITY

CODE MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS

AUTHORITY MEM. AUTHORITY' ‘
I'inancial §32.1-111.12.04 Administer the Rescue 6 Representatives of regions cacompassed by State IMS Advisory 6hT.
Assistance and Squad Assistance Fund, Regional EMS Couacils Board
Review review grant applications
Commilice and make recommendations

for funding

Virginta Health §32.1-122.02 Supervises and provides 18 8 consumers; Governor 11as not met

Plaaning Board

leadership for the state
health plagning system;
provides technical expertise
in developing state policy,
makes recommendations on
health policy, legislation,
resource allocation, and
statewide data collection for
health care manpower
distribution and for
mortality and morbidity
rates; promulgates
regulations as necessary

4 providers;

Commussioner of Health;,

Commissioner of DMIIMRSAS;

Director, Department for the Aging;
Director, DMAS;

Commissioner of Social Services;
Secretary of Health and Human Resources
(serves as chairman).

in several
years
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HEALTH CARE-RELATED BOARDS,

Agency Aftihation Department of Health

COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

L

aclivities of mstitutions
conducting buman research

ENTITY CODE MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. AUTHORITY '
Regional Health §32.1-122.03 Assist [{ealth Planning 530 Consumers, providers, a director of local State Health Planning Varies
Plannwg Board: conduct data health department/director of social services Board establishes among the S
Apencies/Boands collection and research; department, CSB, Area Agency on Aging, procedurcs for regional
prepare reports; conduct health care insurers, local government, appointments boards from
needs assessments; identfy business representative, academic community. 4-12/yr.
£aps In Services; review Majority must be consumers.
Certificate of Public Need
applications
Home Care §32.1-162. 14 Advise and make 10 4 representatives of home care organizations; | Commissioner of Has not met
Services recommendations to the 2 citizens; Health in 10 years
Advisory Board of Health on I representative each from DSS, Department
Comuntiee unplementation and for the Aging, DMAS, and DRS.
admimstration of laws
pertaining to home health
sCIvices
Liuman Rescarch | §32.1-162.19 Iinsure competent, Not Representatives of vaned backgrounds Each institution Unknown
Review complete and profussional Speci- conducting human
Committees review of human research fied rescarch
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APPENDIX B

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

Agency Affiliation Department of Health

ENTITY CODE MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. AUTHORITY"

Hemeplulia §32.1-49 Counsult with the Board of 7 | each: hospitals, medical schools, blood Governor 2 1AT.
Advisory Board Health in establishing and banks, volunteer agencics interested in

adininistering a program for hemophilia, local public health agencics,

carc and treatment of medical spectalists in hemophilia, and the

persons with bemophilia general public

and related discases who

are¢ unable to pay entire cosl

of services despile

existence of insurance
State Health §32.1-166.1 Hear all administrative 7 Persons with various backgrounds i soil Govemnor, subject to 8Ar.

Department
Sewape Handhog
and Disposal
Appeal Review
Board

appeals of denials of onsite
scwage disposal system
permits; make
recontmendations for
alternalive solutions in

denial of permit

analysis and sewage ireatment

confirmation by
General Assembly
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HEALTH CARE-RELATED BOARDS,
COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

Agency Affiliation. Department of Health

ENTITY CODE MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. - AUTHORITY '
Virginia §32.1-80 L:valuate scienlific data to 12 4 physicians; ‘ Governor Every 3
Voluntary determine which genenc 2 pharmacists; months or
Formulary 13oard drugs are interchangeable | biopharmaceutist; upan call of 2
with brand-name drugs | dentist, officers or the
{approved products are Chairman of Pharmacology at VCU, Commiss-
included in formulary), Administrator of Consumer Affairs, Dept. Of ioner of
make formulary available to Agriculture and Consumer Affairs; tlealth
providers of health care and 1 member of the public
others; disseminate Attorney General (ex officio)
information to encourage
appropriale use
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APPENDIX B

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

Agency Athiligtion. Department of Health

ENTITY

CODE

MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. AUTHORITY
State Chld §32 1-283.1 Develop and implement 16 Commuissioncr of DMIIMRSAS; Govemor 6/yr.
IFatality Review procedures to ensure that Dircctor of Child Protective Services, DSS; Additional
Team child deaths 1 Virginia arc Superintendent if Public lostruction; meetings as
analyzed in a systematic State Registrar of Vital Records; needed
way, recommend Director, Department of Cruninal Justice
prevention, cducation and Services;
training programs I cach: local law enforcement, local fue
departments, local departments of social
services, Medical Society of Virginia, Virginia
College of Emergency Physicians, Virginia
Pediatric Socicly, Virgima SIDS Alliance.
local emergency medicat personnel,
Commonvealth’s attorneys, Community
Service Boards. Chief Medical Examiner 1s
chairman.
AlIDS Advisory §32.1-141 Assist in the development 3-5 Experts ia the delivery of services to persons | Board of Health As needed
Bourd ol critena for awarding with AIDS and AIDS cducation
AIDS c¢ducation grants
Nutsing §23-359 Awards nursing 8 4 deans or directors of schools of nursing, Board of 11ealth 1-24T.
Scliofarships scholarships for 2 past nursing scholarship recipicots;,
Advisary undergradusic and graduate 2 persons with expericace in sdministration of
Conunitice

nursing students in
conjunction with the Board

of [calth

student financial aid programs
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HEALTH CARE-RELATED BOARDS,
COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

Agency Affihation. Department of Health

06

INOVA Fairfax Hospital;

Henrico Doctors® Hospital;

Lifenet;

Life Resources Regional Donor Center;
Lions’ Medical Eye Bank and Research
Center of Eastern Virginia;

MCYV Hospitals;

Old Dominion Eye Bank;

Roanoke Memorial Hospitals;

Sentara Norfolk General Hospital;
South-Eastern Organ Procurement
Foundation;

UV A Health Sciences Center;

Virginia Hospital and Healthcare
Associatjon;

Virginia’s Organ Procurement Agency
Washington Regional Transplant
Consortium

ENTITY CODE MISSION/PURPOSE # OF MEMBER COMPOSITION APPOINTMENT MEETINGS
AUTHORITY MEM. : AUTHORITY :
Virginia §32.1-297.1 Conduct educational and 18 1 each from Bone Marrow F:ach participating d/yr.
Transplant informational activities as Transplantation Programs at MCV entity
Councyl they relate to organ and Hospitals, Virginia Blood Services, and
tissue procurcenient and UV A Medical Center;
ransplantation Carolina Organ Procurement Agency;
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HEALTH CARE-RELATED BOARDS,
COMMISSIONS, COMMITTEES, AND COUNCILS ESTABLISHED BY LAW

Agency Afhilation: Department of Health

ENTITY CODE MISSION/PURPOSE | #OF 'MEMBER COMPOSITION APPOINTMENT | MEETINGS
AUTHORITY MEM. i S AUTHORITY" LT
Commonwealth | §§2.1-1.6 and Prevent traumatic spinal 7 1 licensed practitioner w/ brain or spinal Governor Unknown
Neurotrauma 32.1-73.1 cord or brain injurles and cord experience; 1 practitioner licensed by
Initiative through 32.1-

Advisory Board

73.4

improve treatment and
care of Virginians with
these conditions.

health regulatory board w/ brain or spinal
cord injury rehablilitative program or
services experience; 1 w/ a traumatic spinal
cord injury or caretaker thereof; 1 w/brain
injury or caretaker thereof; 1 citizen-at-
large; the State Health Commissioner and
the Commissioner of Rehabilitative
Services or thelr designees. (The initial
members of this Board, which was created
by the 1997 General Assembly, have not
yet been appolnted.)
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DEPARTMENT OF PROFESSIONAL AND OCCUPATIONAL REGULATION oy s,

JACK E. KOTVAN
DIRECTOR

TO:

FROM:

COPrY:

DATE:

SUBJECT:

3600 West Broud Street, Richmond, Virgmia 23230-4917 JAMES L. GUFFEY
‘Ielephone: (803 367-8500 TOO: (804) 167-9753 Enflorcement
http://www.atute. va.us/dpor

MO NDUM

The Honaorable Robert C. Metcalf
Secrctary of Health and Human Resources

Jack E. Kotvas, Directo
Department of Profess nd Cceupational Regulation

The Honorable Robert T. Skunda
Secretary of Comimerce and Trade

Bobbie Jo Jonas
Department of Medical Assistant Services (DMAS)

Tefl Wilson
Office of the Sceretary of Health and Human Resources

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

Nancy T. Feldman, Assistant Director
Deparmment of Professional and Occupational Regulation

luly 28, 1997

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

David Dick, assistant director of the Deparunent of Professional and Qccupaticnal

Regulation, has been appointed the lead stall person in this department to work with
_others desipnated in order to complete the project established by Senate Joint Resolution

317,
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The Honorable Robert C. Metcalf
July 28, 1997
Pagc 2

Attached you will find our suggestions as to revisions and additions that should be
made to update Appendix B of Senate Document Number Eight. We have two programs
that would possibly be related to this study. Onc has been noted in Appendix B,
“Opticians.”” The other, which should be addcd, is “Hearing Aid Spectalists.”

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 considercd for movement to
the Department of Health Professions. Please advisc if any additional information about
these programs s needed.

JEI/scp

Attachiment
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APPENDIX B

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

applicants; levy and collect fees;
promulgate regulations; and take

disciplinary actions

otolaryngologist, and two
citizens

tr Boards, Commissions, Commitiees, and Councils (cont’d)
ENTITY CODE MISSION/ # OF MEMBER APPOINT.

AUTIL PURPOSE MEM COMTOSITION AUTHORITY MEETINGS
hed for § 54.1-1703 stablish qualifications for 5 3 opticians; ] Governor Thret per year
icians” registration, cerification or ophthalmologist, and 1

licensure; examine applicants; citizen
register/cerufy/licease qualified
applicants; levy and collect fees;
E promulgate regulations; and take
disciplinary actions
rd for | §54.1-1502 “Iistablish qualifications for 7 4 licensed hearing aid Governor Three per year
ring Aid registration, certification or specialists (one of which
jalisis t ¢ licensure; examine applicants; must also be a licensed
register/cettify/license qualified audiclogists), 1

L Asbayws, Wase _M;gu.g_mcm\DPOR\Jack:mfterM?.Doc

ticianry directly relates to the practice of optometry und ophthalmology. Both the Board for Optometry and the Board for Ophthalmology are
-d at the Deparumnent of Health Professions.

he fittiug and selling of hearing wids direcdy relates o the practice of audiology and otolaryogology, both of which are regulated by boards located
Department of Health Professions.

67:01 (NOWIL6 .87- 1P

¥0LIFY10 ¥0d0

b (98 pOB-T3L

~
2

P00 d



COMMONWEALTH of VIRGINIA

DEPARTMENT OF
Mental Health, Mental Rerardation and Substance Abuse Services
TIMOTHY A. KELLY, Ph. D. P. 0. BOX 1797
COMMISSIONER RICHMOND, VA 23214
{804) 786-3921
(804) 371-8977 VOICE/TDD
MEMORANDUM
TO: Paulette P_arker
Center for Public Policy Research
) (

FROM: Timothy A. Kelly O /

RE: Boards and Commissions

DATE: 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
Commisstoner’s staff.

DMHMRSAS Recommendation: Continue the role and function of the State
Board.

Alzheimer’s 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
{DMHMRSAS). 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).

DMHMRSAS 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 DMHMRSAS, 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 organizattons, 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--37.1-224 ) 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
appropnate 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 (DMHMRSAS, Department of
Corrections, Department of Social Services, Department of Education, Department of
Juventle Justice Services, etc.). VADAP also recommends that membership should
include statewide consumer and ad-ocacy organizations. VADAP 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 feast six times annually, with
additional full Council meetings and subcommittee meetings as needed and fully
authorized by the Chair. As set torth 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 1993,
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DMHMRSAS Recommendation: [n 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 (VCCP). The VCCP 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 MHMRSAS Board has recommended to
the State Board that VCCP be fully implemented as outlined in the Code. In addition, the
Prevention Task Force of VACSB has recommended to the Substance Abuse Workgroup
of HIR 240 that full implementation of VCCP occur. The HJR 240 Workgroup, chaired
by Delegate Frank Hall has adopted this recommendation.

DMHMRSAS Recommendation: Because prevention and substance abuse
issues mvolve a diversity of state, local and private sector entities, coordination efforts are
essential. Since the statutory authornization 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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ntcin Empire
Older Citizens, Inc.

AREA AGENCY ON AGING AND PUBLIC TRANSIT PROVIDER
SERVING COUNTIES OF LEE, WISE, SCOTT, AND THE CITY OF NORTON

TO: Thelma Bland
FROM: Marilyn Maxwell
RE: Role of Alzheimer’'s Commission

DATE: August 14, 1997

Enclosed is some information from old files during the time I
served on the Governor’s Commission on Alzheimer's Disease and
Related Disorders. The first shcet 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
directly to the Secretary of Health and Human Resources. If the
Commission 13 to be assigned for staff support to a state agency,
] believe that the Virginia Department for the Aging 1s the mast
appropriate location.

Because of the work of the Commission, there are state funds
for Respite Services for Alzheimer's family caregivers. That
program 1s now at V.D.A. and desperately needs increased funding.
Family Support Services is a major interest of the Commisston.

I believe that the Commission must be independent from any
other Board, the poltitics of all state government departments. and

the pet research projects of any gtate college or university. [t
must focus on state policy and program issues, have representatives
of families and local services, have [reedom (0o comment on and

evaluate 1ssues 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 Commission would function as responsioly
and effectively as a sub-committee of an existing Board appointed
by the Governor. These appointments are by and large made for
political reasons. The beauty of the Alzheimer's Commission 1s the
reguirement for the varicus categories of membership.

If I think of other paoints. ['1l pass them oan 2o vcu. Thanrks
for asking.
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SUMMARY OF THE VIRGINIA COUNCIL ON COORDINATING PREVENTION (VCCP)

arpose

Legislation

Structure

Powers and
Duties

Additional
Duties

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

1987 Code of Virginia, Chapter 219 ; 1989 Code of Virginia, Chapter 30, Section
9-267-9.273, 1991 Code of 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.”

Upon the dissolution of the Department for Children (DFC) in 1991, the following duties
were added to the VCCP (199, Virginia Code, Section 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 planning 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 [992, 9-270)

No agency is designated in the Code to “house" the VACCP. There is no direct
reterence in the Code to funding for the Council.
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Comprehensive
Prevention  (Section 9-271 Code of Virginia 1989)
Plan for - A "comprehensive prevention plan is to be jointly developed bienially by the
Virginia following agencies. . . " (this is a different group of people than is on the Council); ana
that"the 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 HWT,
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 /992),
1st Plan covers 1990-1992:
2nd (and fast) Plan covers 1992-2000.

Staff - By memo from Howard Cullum to King Davis (4/8/91): "the Council will be
coordinated, to iaclude 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 DMHMRSAS™;

The Council coordinator was Ron Collier in the Office of Prevention; Mr. Collier's
position was eliminated in July 1994.

Support

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/ . [nresponse to the DPB study, Secretary Cullum assigned the Council on Coordinating
Early Prevention, at their April 16, 1993 meeting , the responsibility of developing a process
Intervention to examine ways to improve prevention planning and services in the Commonwealth
Project (called the "Prevention/Early Intervention Project”);

Process recommended that the State Executive Council hire lead staff to coordinate the
P/El Study; Dr. Ellie Cobb was hired and reports to Commissioner Carol Brunty, who

is chair of the SEC.
Council - At their June 3, 1993 meeting, the VCCP approved a proposed process; on June 9,
Suspends 1993, their report on a recommended process was fowarded to Secretary Cullum;
Activities - VCCP did not include anv recommendations about their own role in this process; and

they decided to suspend Council activities until compietion of the Prevention/Early
Intervention Study.

Decision - With the elimination of Mr. Collier's position in July 1994, the Office of Prevention no
Brief to longer had a position to statf the VCCP:

Dr. Kelly re: - [naSeptember |, 1994 Decision Briet to Dr. Kelly, the Office of Prevention Services
the VCCP recommended that any decision on the VCCP be delayed until the Prevention Early

[ntervention Project completed its report and made recommendations regarding
VCCP Dr. Kelly approved.
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State Agency Board Members on VCCP:

“ne 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 Peopie with Disabilities and Board of Social Services

Bienial Comprehensive Prevention Plan :
To be jointed developed oy the following ageacies:
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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COMMONWEALTH of VIRGINIA

Department of Health

RANDCLPH L. GORDON, M.D., M.PH. P O BOX 2448
COMMISSIONER RICHMOND, VA 23218 TDD 1-800-828-1120

September 4, 1997

Paulette Parker

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

Dear Ms. Parker:

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), [ am
pleased to provide you with some additional information which you may find useful. This
information supplements that which was provided to the Secretary of Health 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,

/.

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

Attachment

// VIRGIN(A
DEPARTMENT
OF HEALTH

Protectmg You and Your Environment

n”



Study of Boards and Commissions (SJR 317)

Coordination within VDH

Q - Is the make-up of the State Board of Health 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.
Adwisory 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)
Agencies/Boards Va. Nurses’ Assoc.
State Dental Assoc.
Local Gov't.
Home Care Services §32.1-162.14 Advisory Consumer (2)
Adwvisory 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
Virginia Voluntary §32.1-80 Policy MSV (2)
Formulary Board Va. Pharmaceutical
Assoc.
State Dental Assoc.
Consumer (2)
State Child Fatality §32.1-283.1 Advisory MSV (1)
Review Team
AIDS Advisory Board | §32.1-11.1 Adwvisory 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 of other health-related agencies (e.g. DHP’s
Board of Medicine, DMAS, DMHMRSAS) sit on the State Board of Health (and vice versa) in
order to promote cross fertilization of ideas and complementary policies?

A - In the absence of a viable Virginia Heaith Planning Board, it would be worth exploring such
an arrangement. Such individuals could function as informal liaisons between such bodies rather
than being appointed in an ex officio capacity.

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

Composition of the State Board of Health

Q - Does the current make-up of the State Board of Health satisfactorily encompass the
representation needed to effect policy in today’s changing health care market?

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

Recommendation - Initiate an analysis of other states’ boards of health to determine the kinds of
representation they reflect. On the basis of this study develop recommendations regarding the
composition of our State Board of Health for review by 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

Department of Health

Board of Health

State Emergency Medical
Services Advisory Board

Regional Emergency Medical
Services Councils

Varies amony the 8
regional EMS Councils

Financial Assistance & Review
Committee

Virginia Health Planning Board

None in several years

Regional Health Planning
Agencies/Boards

Varies among the 3
regional boards

Home Care Services Advisory
Committee

Has not met in 10 years

Human Research Review
Commitiees

Inactive

Hemophilia Advisory Board

Sewage Handling & Disposal
Appeal Review Board

Virginia Voluntary Formulary
Board

State Child Fatality Review
Team

AIDS Advisory Board

Inactive

HIV Community Planning
Commuttee

AIDS Drug Assistance Program

Nursing Scholarships Advisory
Committee

Virgmia Transplant Council

Commonwealth Neurotrauma
Initiative Advisory Board

Not yet applicable

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

Entity

One or Two

Three or Four

Five or More

Variable

Unknown

Department of Health
Professions

Board of Health Professions

Board of Audiology and Speech)|
Pathology

Board of Dentistry

Board of Funeral Directors and
Embalmers

Board of Medicine

Psychiarric Advisory Board

Advisory Board on Physical
Therapy

Advisory Board on Respiratory
Therapy

Advisory Board on
Occupational Technology

Advisory Commintee on
Radiological Technology

Advisory Committee on
Acupuncture

Board of Nursing

Board of Optometry

Boand of Plarmacy

Intervention Program
Commiittee

Not yet applicable

Buard of Licensed Professional
Counselors, Marriage & Family
Therapists, & Substance Abuse
Professionals

Board of Psychology

Advisory Committee on

None in 1997

Cerufied Practices
Advisory Board on

Rehabilitation Providers
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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

Board of Social Work

Board of Veterinary Medicine

Department of Medical
Assistance Services

Board of Medical Assistance
Services

Advisory Committee on
Medicare & Medicaid

None since 6/91

Medicaid Prior Authorization
Advisory Committee

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

Alzheimer's Disease and
Related Disarders Commission

None for approximately 4
years

Govemor's Council on Alcohol
and Drug Abuse Problems

None for approximately 4
years

Department of Rehabilitative
Services

Board of Rehabilitative
Services

Statewide Rehabilitation
Advisory Council

Statewide Independent Living
Council

Disability Services Council

Virginia Council on Assistive
Technology
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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
Committee

State Health Benefits Advisory
Council

Secretary of Health and
Human Resources

Maternal and Child Health
Council

Virginia Board for Peopic with
Disabilities

Department for Rights of
Virginians with Disabilities

Protection and Advocacy for
Individuals with Mental [llness
Council

Department for the 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 Hearing

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

Interagency

State Executtve Council for Al-
Risk Youth and Families

Virginia Council on
Coordinating Prevention

None for approximately 7,
years
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Appendix 6. Number of Recent Meetings for Each Board by Agency Affiliation

Entity

One or Two

Three or Four

Five or More

Variable

Unknowr:

Interagency Coordinating
Council on Housing for the
Disabled

Interagency Migrant Worker
Policy Committee

Department of Social Services

Board of Social Services

Advisory Board on Child Abuse|
and Neglect

Department for the Aging

Advisory Board for the
Department for the Aging

Long-Term Care Council

Expired 7/1/95

Specialized Transportation
Council

None in the past year

Technical Advisory C

Specialized Transportation | None for approximatey 3

years

Department of E.ducation

School Health Advisory Boards

Varies, but many meet a
minimum of 4 times a
year

Department of Professional
and Occupational Regulation

Board for Opticians

Board for Hearing Aid
Specialists

Bureau of Insurance

Special Advisory Commission
on Mandated Health |
Benefits

Department of Labor and
Industry

Safety and Health Codes Board
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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

Migrant and Seasonal
Farmworkers' Board

Department of Motor
Vehicles

Medical Advisory Board for the
Department of Motor Vehicles

Virginia Birth-Related
Neurological Injury
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 1
{|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

Board and Agency Affiliation

Consumers*

Citizens At-Large*

Professionals

Inter-Agency
Representation

Intra-Agency
Representation

Regional
Representation

DEPARTMENT OF
HEALTH (DOH)

Board of Health
Members: |1

State Emergency Medical
Services Advisory Board
Members: 24

Regional Emergency Medical
Services Councils
Members: Variable

X+

Financial Assistance & Review
Committee
Members: 6

Virginia Health Planning Board
Members: 18

Regional Health Planning
Agencies/Boards
Members: <30

Home Care Services Advisory
Committee
Members: 10

(¥

Human Research Review
Committees
Members: N/A

Hemophilia Advisory Board
Members: 7

Sewage Handling & Disposal
Appeal Review Board
Members: 7

Virginia Voluntary Formulary
Board
Members: 12

State Child Fatality Review
Team
Members: 16

AIDS Advisory Board
Members: N/A

HIV Community Planning
Committee
Members: 31

AIDS Drug Assistance Program
Members: t6

X

Nursing Scholarships Advisory
Committee
Members: 8

Virginia Transplant Council
Members: 18

Commonwealth Neurotrauma
Initiative Advisory Board
Members: 7

Radiation Advisory Board
Members: 10
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Board and Agency Affiliation

Consumers*

Inter-Agency

Repr

Intra-Agency
Representation

Regional
Rtpl i

Citizens At-Large*

DEPARTMENT OF
HEALTH PROFESSIONS
(DHP)

Board of Health Professions
Members. 17

Board of Audiology and Speech|
Pathology
Members: 7

Board of Dentistry
Members: 10

Board of Funeral Directors and
Embalmers
Members: 9

[

Board of Medicine
Members: 17

Psychiatric Advisory Board
Members: N/A

Advisory Board on Physical
Therapy
Members: 5

Advisory Board on Respiratory
Therapy
Members: 5

Advisory Board on
Occupational Technology
Members: 5

Advisory Commitiee an
Radiological Technology
Members: 29

Advisory Committee on
Acupunchure
Members: 7

Board of Nursing
Members: 13

10

Board of Optometry
Members: 6

Board of Pharmacy
Members: 10

(¥

Intervention Program
Committee
Members: 7

Board of Licensed Professional
Counselors, Marriage & Family
Therapists, & Substance Abuse
Professionals
Members: 14

»~

Board of Psychology
Members: ¢

Advisory Committee on
Centified Practices
Members: 10
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Board and Agency Affiliation

Consumers*

Citizens At-Large*

Inter-Agency

Intra-Agency

Regional

Repr jon

R
Repr

Representation

Advisory Board on
Rehabilitation Providers
Members: 10

~

Board of Sacial Work
Members: 7

v

Board of Veterinary Mcdicine
Members: 7

DEPARTMENT OF
MEDICAL ASSISTANCE
SERVICES (DMAS)

Board of Medical Assistance
Services
Members: 1t

o

Advisory Committee on
Medicare & Medicaid
Members: 21

Medicaid Prior Authorization
Advisory Committee
Members: 11

to

Indigent Health Care Trust
Fund Technical Advisory Panel
Members: 15

[®)

Medicaid Pharmacy L:aison
Comminee
Members: 5

DEPARTMENT OF
MENTAL HEALTH,
MENTAL RETARDATION
& SUBSTANCE ABUSE
SERVICES (DMHMRSAS)

State Mental Health, Mental
Retardation and Substance
Abuse Services Board
Members: 9

Alzheimer's Disease and
Related Disorders Commussion
Members: [4

Govemor's Council on Alcohol
and Drug Abuse Problems
Members: 19

DEPARTMENT OF
REHABILITATIVE
SERVICES (DRS)

Board of Rehabilitative
Services
Members: 9

Statewide Rehabilitation
Advisory Council
Members: 22

1

Statewide independent Living
Council
Members: 14

116




Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Board and Agency Affiliation

Consumers*

Citizens At-Large”

Inter-Agency

Intra-Agen

cy

Regional

Pr

R
Repr

Repr

]
Repr

DEPARTMENT OF
REHABILITATIVE
SERVICES (DRS)
(continyed)

Virgnia Council on Assistive
Technology Dept. of
Rehabilitative Services
Members: 18

DEPARTMENT OF
PERSONNEL AND
TRAINING (DPT)

Local Health Benefits Advisory
Committee
Members: 7

State Health Benefits Advisory
Council
Members: 7

SECRETARY OF HEALTH
AND HUMAN RESOURCES

Matemnal and Child Health
Council
Members: 16

VIRGINIA BOARD FOR
PEOPLE WITH
DISABILITIES

Members: 40

3l

DEPARTMENT for RIGHTS
of VIRGINIANS WITH
DISABILITIES

Protection & Advocacy for
Individuals with Mental [llness
Council
Members: 20

DEPARTMENT FOR THE
VISUALLY HANDICAPPED

Virginia Board for the Visually
Handicapped
Members: 7

Statewide Rehabilitation
Advisory Council for the Blind
Menmbers: 16

Joint Advisory Board far the
Industries for the Blind
Members: 9

DEPARTMENT FOR THE
DEAF AND HARD OF
HEARING

Advisory Board for the Dept. of]
the Deat and Hard-of-Hearing
Members: 9
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

Baard and Agency AfMitiation

Consumers*

Citizens At-Large*

Professlonals

Inter-Agency
Representation

Intra-Agency
Representation

Regional
Representation

INTERAGENCY

State Executive Council for At-
Risk Youth and Families
Members: 7

Virginia Councit on
Coordinating Prevention
Members: 18

Interagency Coordinating
Council on Housing for the
Disabled
Members: 10

Interagency Migrant Worker
Policy Committes Dept. of
Labor and Industry
Members: {7

DEPARTMENT OF SOCIAL
SERVICES

Board of Social Services
Members: 9

Advisory Board on Child Abuse|
and Neglect
Members: 16

DEPARTMENT FOR THE
AGING

Advisory Board for the
Department for the Aging
Members: 23

Specialized Transportation
Council
Members: [0

[

Specialized Transportation
Techsical Advisory Committee
Members: 12

DEPARTMENT OF
EDUCATION

School Health Advisory Boards
Members: <20

DEPARTMENT OF
PROFESSIONAL AND
OCCUPATIONAL
REGULATION

Board for Opticians
Members: 5

Board for Hearing Awd
Specialists
Members: 7
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Appendix 9. Membership Profile of Health Care-Related Boards by Agency Affiliation

inter-Agency Intra-Agenty Regional
Board and Agency Affiliation| Conswumers* Citizens At-Large* Profe Is Rep ion 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 15
Members: 15
DEPARTMENT OF MOTOR|
VEHICLES
Medical Advisory Board for the
Department of Motor Vehicles 7
Members: 7
VIRGINIA BIRTH-
RELATED
NEUROLOGICAL INJURY 3 4
COMPENSATION
PROGRAM
Members: 7
*  The distinction between and citi in the "Member Composition” column of Table 1. Consumers are those who have

PP

some interest in the mission of a particular board, and/or may be recipicnts 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.

** An "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 Care'

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

I1. Education and Networking
*Expand prevention and health education
*Form partnerships between government programs and health care systems
*Improve programs addressing teen pregnancy and fatherhood
*Improve continuing education requirements for professionals
*Improve training of local entities of program features and responsibilities

HI. 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 famly support systems
*Focus on rights of institutionalized persons

V. Strategic Planning
*Improve quality of oversight of health 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

! 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 originat 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 Agencies/Boards.



DEPARTMENT OF PROFESSIONAL AND OCCUPATIONAL REGULATION DEPUTY DIRECTORS:

JACK B. KOTVAS 3600 West Broad Streer, Richmond, Virginia 23230-4917 THOMAR A. GPLOZIN
DIRACTOR ‘Iclephone: (804) 367-8500 fDD: (804) 367-9753 Admlmateutivn & Flonses
http://www.state.va.us/dpor JAME3 L. QUFPEY
MEMQOQRANDUM
TO: Bobbie Jo Jonas, Department of Mﬁdica(}ssistancc Services
FROM: David E. Dick, Assistant Director ‘3) /{/ vvvvv
COPY: Jack E. Kotvas, Director

Nancy Feldman, Assistant Director
PHONE: 367-8507
DATE: September 26, 1997
RE: SJR 317 Draft Report

We have reviewed the SIR 317 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, the column headed “Required Meetings™ indicates that the
Board for Opticians and the Board for Hearing Aid Specialists are required to meet three times per year.
Neither board’s enabling statute sets a minimum of meetings per year. Both boards customarily meet
three umes per year at a minimum.

Please feel free to contact me if I may be of further assistance.



COMMONWEALTH of VIRGINIA

THELMA BLAND-WATSON ~ . TELEPHONE (804) 662-9333
COMMISSIONER Department jor the Aging TTY (804) CO3-9333
Preston Building FAX (804) 662-8354

1600 Forest Avenua, Suite 102 TOLL FREE (800) 852-3402
Rlchmond, VA 23229

TO: Jape Kusiak, Director
Joint Commission on Health Care

FROM: Thelma Bland Wasson <He e Ltar! LU €ty an
SUBJECT: Dcpartment Comments on SJR 317
DATE: October 15, 1997

Thank you for the opportunity ta comment on Senate Joint Resolution 317, The
Depariment for the Aging would like to clarify its relationship with the Specialized Transportation
Council and the Speciatized Transportariop Technical Advisory Committee. Tne Council
established in Code of Virginia, § 9-320-325, is an independent body chaired by the Secretary of
Health and Human Resources. The Vice Chair is the Sectrezary of Transportation and eight
addirional members are appointed by the Governor. Section 321 states that “Staff shall be
provided by the Office of the Secretary ot Health and Human Resources.” At the request of the
Secretary, the Department for the Aging has provided staffing since 1992.

In 1996, meetings were heid on January 24, September 12 und November 13, A meeting
in January, 1997, was canceled and no subsequent meetings were scheduled while a review of
specialized transportation was conducted. Nevertheless, specialized transportation contimies 10
he the iiteline o heaith and medical services for many Virginians, including some 300,000 elderly
who do not have a drivers license, as wcll as thousands of young aduits with mobility-impairments
and thousands more who are trying to move from welfare to work.

The Commonwealth spends over $50,000,000 annually on specialized transportation
withour any policy of coordination or cooperation among the several statc agencics which pay for
or provide it. The mission of the Council is to aliminate duplication and increase coordination at
the local level. Therefore, the work of the Counci! s “vital to the heaith mission of the
Commonwealth” as the only entity actively promoting and rewarding coordination of human
services transportation.

Thank you again for the opporrunity to provide comments. Please let me know if you
need any additiopal informarion.



New River Valley Agency On Aging-

141 EAST MAIN STREET
PULASKI, VIRGINIA 24301
(540) 980-7720 or 639-9677

FAX (540) 980-7724

October 29, 1997
The Honorable Stanicy C. Walker, Charrman
Joint Commuission on Health Care
1001 East Broad Street, Suite 115
Richmond, Virginia 23219
Dear Senator Walker:

i Study of Heailth
I am writing to comument on SJR 317, the Secretary of Health and Human Resources’
-Related Boards, Commission and Councils. Specifically, ! am deeply concemed that the Speaa.hzcd
Transportation Council (STC) and its Technical Advisory Committce have been listed as two of the six
boards/councils to be eliminated.

The rationale for chmination of a board/council 18 that they are” no longcrnecamy—thcymwlm:”
functional and/or their missions are currently carried out by other boards in the commonwealth.” I sirongiv—
disagree with the authors of this study when it comes to the elmination of the STC.

Much work mowds o be done to make sure specialized transportation services are coordmated ar the
statc & local levels. Many of the STC’s responsibilitiss, listed below, are ongoing to make sure the
Commonwealth is trying to meet the transportation needs of the thousands ot Virginians who canmot énve
and do not have access to public transportation.

The STC respenaibilitics arc as follows:

1. Recommending strategics, standards, policies, and guidclines for the development of
coordinated specialized transportation services for elderly persons and disabled persons;

2. Developmg a camprehensive statewide specialized transportation plan based upon regional
and local coordination of participating public transportation systems, privato for-profit and
nonprofit transportation providers, human service transportation providers, and local
volunteer resources;

3. Deweloping criteria for and administering the Specialized Transportation Incentive Fund
and other finds under its authority to fund innovative and coordinated specialized
transportation planning and projects;

4. Identifying barriers to coordinated detivery of transportation services and recommending
corrective actions;

5. Developing incentives for public-private partnerships;

6. Developing imitiatives for climmating constraints upon vohinteers who provide transpor-
tation and recommending incentives for thoee volunteers:

7. Dwdophgufc@,ma‘zﬂmmccmdopmﬁmﬂgﬁddﬁmfmhmmmw

COUNTIES OF: Floyx, Glies, Montgomary, Pulasii * TOWNS OF: aucnbum, Christiansburg, Pululd cnyotn-dford
. An Equai Oppertunity Employer



Senator Stanley Walker
October 29, 1997
Page 2

8. Composing and directing the work of & specialized transportation techrical advisory
comunittee; and

9. Advising and reporting to the Governor and the General Assembly annually on potential
program and poklicy initiatives in specialized ransportation. (1992, ¢.143.)

The Secretary of Health and Human Resources is to serve as the STC Chatrman with the Secretary
of Transportaton serving as Vice-Chairman. The Govemnor appomtz eight members total that include
representatives of varicus transportation entities, three consumers and two at-large members. Staffing for the
STC has been provided by the Virginia Department for the Aging.

I have been 2 member of the STC since its inception as a represemtative < f rural transportation
providers. I was originally sppointod by Governor Wilder and was reappointed by Governor Allen. When
the STC was first established, Secretary Howard Cultum had the STC meecting on a regular basis at sitcs
throughout the State. We beld public hearings to listen to the ransportation necds of the clderly and disabled
populstions. We developed a "State Plan for Mecting the Transportation Needs of Virginians Who Cannot
Drive” and we gave direction on awarding the Specialized Transportation Incentive Fund (the tax check-off
fund). To say the lvast, the oniginal STC was very active and worked to make transportation opportinities
available to those unserved or underserved throughout the State.

During the current adminstration we have not been as active. This has not been due to the appointees
ad/or their desire to function. The Council members specifically asked that we be allowed 10 meet at least
quaialy w continue our work. However, we have not been allowed to mest on a regular basis and, in fact,
no meetings have been held since November of 1996,

_ The Statc of Virginia spends millions of doflars anmually on specialized transportation. Who is
working to make sure there is no duplication of cfforts? Who is working to make sure there is ¢oordination
of transportation services? [ would think that the Commonwealth would gladly allow the STC to function to
nqkem.cwydfmismadcatﬂrmtcandlocalwtouseﬂﬁshugcamomnofumspomﬁonmourccs
10 its maximum benefit.

I am sure that if the authors of this study had contacted the appointed members of the STC, they
meMMm entirely different view of the STC's importance and potential effectiveness. [ belicve the
S’I‘CappomtecsmmorctbmwiﬂingmmwmcSmcifontydwywmﬂdhxvcbecannawdtnmoct.

quﬁﬁmgym@lmcmmHulﬂ!meconﬁnm the Specialized Transportation
0]




Scnator Stanicy Walker
Octaber 29, 1997
Page 3

Thank you for this opportunity to comment. Hopefully, by copy of this Jetter, I can inform other
appointed STC members of this proposal o climinate the Council and thoy also will have time to respond.
Nevertheless, I can assure you that this Council can benefit the State and the thousands of older or disabled
persons that need transportation services to be able to get food, go to the doctor, snd in general, have the
ability to meet therr transportation needs.

Sincercly, :
Dddarl Qﬁm -

Debbic H. Palmer

Ixecutive Dircctor

DHP/jah

cc: Deleyale Thomas G, Baker Jr.
Mr. Harris Spindie, V4A
Mr, Pete Geisen, V4A Legislation Coordinator
Current Appointess 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 1s in regard to SJR317, 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 eagerness
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 Tml)y

- ’.h‘_r .//
Charles ng
Vice Pgésident

——————
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Virginia Society of Hearing Aid Specialists, Jnc.

700 S. Sycamore Street — #15
Petersburg, VA 23803
(804) 733-8360

Donaed HATL!
TeressM=Robinson, BC-HIS
President

October 28, 1997

Jan Kusiak, Executive Director
Joint Commission on Health Care

0ld City Hall

1001 East Broad Sttreet, Suite 115

Richmond, VA

Dear Mr.

23219

Kusiak:

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,
Public Policy Research recommended moving the Becard for
Hearing Aid Specialists from the Department of Professicnzl

the Center Ior

-1

and Occupaticnal Regulation to the Department

of Health Professions.

th=

The center's report noted that

function of the Board 1s more closely aligned with healt-
professions than with business.

We agree that licensed hearing aid specialists do

provide citizens with health related care.
have concern with the recommendation.

vl LiaT 2o o .

As 1t 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 llcenSLng board would effectively transfer tc a

Department

that.

rt..-—.’.:. e
AR a4 ™

for the mecst part. nas

with pracical testing.

While this recommendation may merit longer-term
consideration we encouraae the Joint Commission not to adoot

it at this time.
consider or study
would welcome the

Thank vou for

DH:tmr

o~ - A

If the Joint Commission should decide to
it over a longer period of time. VSHAS
opportunityv to participate.

vour attention to this matter.

Sincerely,

@/ b o [/LC TC_

Donald Haltli
Fresident



Virginia Association of Regional Health Planning Agencies

Central Virginia Health Planning Agency Eastern Virginia Health Systems Agency
‘ealth Systems Agency of Northern Virginia Northwest Virginia Health Systems Agency Southwest Virginia Health Systems 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 Agencies/Boards.

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 Agencies/Boards 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
folowing about RHPAs and their relationship to the Virginia Health Planning Board:

B 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.

B 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.



B VHPB never selected, appointed or otherwise determined RHPA membership, or other
internal operations. RHPAs were established over twenty years ago, more than a decade before
the VHPB came into existence.

B RHPAs s 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:

Bl Each RHPA contracts with the Commissioner of Health to undertake specified planning,
regulatory, and data coliection 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.

B 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.

B 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.

B 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.

IIL Necessity of Additional Study

Those conducting the study indicate that they were unable to determine how RHPAs 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 etther 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
addittonal resources to study RHPAs and that they be stricken from the investigators suggested
list of entities requiring additional evaluation and review.

Sincerely,

montgoéry ;

Virginia Association of Regional
Health Planning Agencies

cc: Jane Kusiak, Executive Director, JCHC
Joseph Teefey, Director, Virginia DMAS
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gIRGINIA HOSPITAL /
HEALTHCARE
‘ 4200 INNSLAKE DRIVE, GLEN ALLEN, VIRGINIA 23060
ASSOCIATION PO. BOX 31394, RICHMOND, VIRGINIA 23294-1334
An alliance of hospitals and health detivery systems (804) 747-8600 FAX (804) 965-0475

October 29, 1997

Jane Kusiak

Executive Director

Joint Commission on Health Care
Old City Hall, Suite 115

1001 East Broad Street
Richmond, VA 23219

Subject: Comments — Secretary of Health and Human Resources’ Study of
Health-Related Boards, Councils and Commuissions

Dear Ms. Kusiak:

The Virginia Hospital & Healthcare Association appreciates the opportunity to
comment on the Secretary of Health 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 of health 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,

%(ﬁf%w@&@.w

Katharine M. Webb
Senior Vice President

\Va_Hospital\Sys\COMMSUS ANW\Ichcbrds Doc



	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

